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Abstract

Background: Palliative care consultations teams (PCCTs) promote comprehensive health but only if the PCCT can influence
actual care. The purpose of this study is to document the types of recommendations made by a PCCT, determine the rates
at which recommendations are implemented, and identify the factors related to implementation. Results: The mean number
of recommendations per patient was |.44 (standard deviation = 1.81), and 57% of the recommendations were implemented.
Discharge and goals of care recommendations were significantly more likely to be implemented than recommendations for
pain, symptom management, and consultation of other services. Conclusions: Although PCCTs may have suggestions about
how to guide care, many of those recommendations are not implemented. Future research is needed to understand how to

maximize the impact of PCCTs.
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Palliative care programs are increasingly common in hospitals
around the United States' and research has begun to document
the utilization and efficacy of palliative care consultation teams
(PCCTs) within this system of care. One avenue of research has
characterized the types of recommendations made by PCCTs.
Chong et al” studied the work of a PCCT in a VA medical cen-
ter and found that team recommendations most often focused
on pain and symptom management, discussion about goals of
care/prognosis, advance directives, patient and family support,
and discharge plans. Examining a PCCT in an academic med-
ical center, Manfredi et al® found similar results. In both stud-
ies, recommendations involving discharge planning were the
most common, whereas recommendations regarding advance
directives were least common.

Another line of research has investigated the rates at which
PCCT recommendations are implemented. The PCCTs must navi-
gate the professional politics of providing consultation to other
medical teams, yet they cannot have an impact on quality of care
if their recommendations are not followed. In their VA study,
Chong et al® reported that the PCCT made an average of 2.84 rec-
ommendations per patient, and an average of 2.39 (84%) was
implemented. Similarly, the team studied by Manfredi et al* made
an average of 4.2 recommendations per patient, and 91% of them
implemented. These high implementation rates suggest that
PCCTs make recommendations that consulting teams find appro-
priate and useful. Yet to date, previous studies have not undertaken
a more detailed analysis of recommendation implementation to
investigate whether implementation rates differ depending on the
type of recommendation, the professional discipline making the

recommendation, or the characteristics of the patient. In order to
improve the effectiveness of PCCTs, it is important to understand
why recommendations may or may not be implemented.

The goal of the current study was to add to the growing
research literature on the utilization of palliative care teams.
We conducted a retrospective chart review to document the
number and type of recommendations made by a PCCT to the
original care team and implementation rates by type of recom-
mendation and discipline making the recommendation. We
also conducted multivariate analyses to identify patient and
organizational factors that predict whether recommendations
are made by the PCCT and whether they are implemented.

Methods

Data Source

This electronic medical records review study was conducted at a
Midwestern, urban Veterans Affairs Medical Center. The medical
center has a 5-person PCCT consisting of a physician, nurse prac-
titioner, psychologist, social worker, and part-time chaplain. We
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reviewed consultations to the PCCT that occurred between Janu-
ary 1, 2009, and December 31, 2010, when the PCCT was in its
second and third year of operation. The PCCT was consulted on
657 unique patients, and a random sample of 200 patients was
chosen for these analyses. The sample size was based on a power
analysis conducted using G*Power 3.1 based on a moderate effect
size of .3% and o set at .05 to maintain power at .80.

If a patient had multiple palliative care consultation requests
within the time frame of the study, only the first consultation
was included. We documented recommendations from the first
visit of each PCCT member within 1 week of the initial request
for consultation. Only recommendations that suggested an
action be taken by the original treatment team were recorded.
This excluded recommendations for future involvement by the
PCCT itself (eg, ongoing psychotherapy by the palliative care
psychologist, palliative care social worker will obtain forms to
complete advanced directives), conditional recommendations
(eg, “If patient’s progress continues to deteriorate, recommend
nursing home placement”), and recommendations that would
not likely appear in the medical record if ever implemented
(eg, “Discontinue nonessential activities™).

In total we reviewed 208 patient charts; 8 patients were
excluded because the PCCT never had the opportunity to see
the patient, because the patient was discharged, transferred,
or died. Consultation requests from inpatient psychiatry (n = 1)
and hospice (n = 1) services were excluded because of their
infrequency, leaving 198 cases in the final analyses.

Consultation Data Extracted

For each patient we recorded date of the consultation, date of
admission, date of death, age at consultation date, sex, primary
diagnosis, location within the hospital at the time of consultation,
age at death, and location where the death occurs. Date of consul-
tation was coded from 1 to 24 based on what month in the 2-year
time period the consultation occurred. For each recommendation
made by the PCCT, we recorded the professional discipline
making the recommendation and verbatim text of the recommen-
dation. The research team independently coded each recommen-
dation into thematic categories; discrepancies were resolved in a
consensus conference. Characteristics of the response to each
recommendation included the details of the action taken by the
original team and the fidelity of implementation. Fidelity of imple-
mentation was coded 0 if the recommendation was never imple-
mented, 1 if the recommendation was implemented in a way
that was consistent with the intent of the recommendation but not
the specific action recommended (eg, hydrocodone was adminis-
tered for pain relief when morphine was recommended) or 2 if the
implementation was consistent with the original recommendation
inintent and action (eg, Senna was recommended as a laxative, and
Senna was prescribed and administered).

Data Analysis

Descriptive statistics were used to characterize demographics
of the patients, the location of the patient at the time of consult,

Table |I. Demographic and Recommendation Characteristics
(n = 200).

Variable n/x  %/SD
Demographics
Male 194 97%
Age at consultation date, years 69.55 11.64
Age at death, years 69.59 11.62
Primary diagnosis
Cancer 118 59%
Lung disease 13 6.5%
Cardiac disease 12 6%
Dementia 8 4%
Liver/renal disease 7 3.5%
Stroke/coma 7 3.5%
HIV I 5%
Other 34 17%
Patient location
General medical inpatient unit 103 51.5%
Intensive care unit 57 28.5%
Outpatient 38 19%
Palliative care/hospice I 5%
Inpatient psychiatry I 5%
Characteristics of the PCCT response
Type of PCCT provider offering recommendation
Nurse practitioner 235 81.88%
Physician 28  9.76%
Psychologist 2 7.32%
Social worker 3 1.05%
Number of recommendations/patients 1.44 1.81
Number of implemented recommendations 165 57.49%

Abbreviations: HIV, human immunodeficiency virus; PCCT, palliative care
consultation team; SD, standard deviation.

and the number of recommendations generated and implemen-
ted. A binomial logistic regression was used to investigate
which patient and consultation characteristics predicted
whether recommendations were offered by the PCCT. Location
at consultation was dichotomously dummy coded using
“general medical inpatient unit” as the reference category in
contrast to “intensive care unit.” Patient diagnosis was trans-
formed into a dichotomous dummy-coded variable with cancer
as the reference category in contrast to all other diagnoses com-
bined. Interactions between age and diagnosis, and between
location and diagnosis, were tested but dropped from the final
model because they were not statistically significant.

Results

Table 1 summarizes the patient and consultation recommenda-
tion characteristics. The mean patient age at consultation was
69.55 years (standard deviation [SD] = 11.65, range =
39.28-91.93). The sample was predominately male (97%),
which reflects the patient population overall at this VA. The
most common diagnosis among the patients was cancer
(59%), and 51.50% of the patients were seen in the general
medical inpatient unit. For over half (55.50%) of the consulta-
tions, the PCCT made at least 1 recommendation to the providing
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Table 2. Logistic Regression Results.

95% ClI
Predictor B SEB Exp(B) for Exp(B)
Predicting whether a recommendation is made
Age at consultation —.0l .0l .99 .966-1.017
Diagnosis other than .16 312 .86  .464-1.576

cancer

In intensive care unit  —.87 .34 420 22-82
Outpatient —1.60 A4l 20° .09-.46

Predicting whether a pain recommendation is implemented

Predictor B SEB Exp(B) 95% ClI for
Exp(B)
Age at consultation —.08 .03 .93* .88-.98
Cancer .14 .68 1.15 .30-4.34
In intensive care unit 2.38 1.25 10.80 .94-123.84
ICU x cancer —.374 1.43 .02% .00-.39

Abbreviations: Cl, confidence interval; ICU, intensive care unit; SE, standard
error.
*P<.05

physician. A total of 287 unique and traceable recommenda-
tions were made, and the average number of recommenda-
tions per patient was 1.44 (SD = 1.81, range = 0-10).

Table 2 shows the results of a logistic regression predicting
whether a recommendation was made, based on the age of the
patient, the patient’s diagnosis, and the location of the patient
(other independent variables were tested in earlier models,
were not statistically significant predictors, and were therefore
dropped from the final model). Location of the patient at the
time of consultation was the only significant predictor; the odds
ratio for intensive care unit (ICU) compared to general medical
inpatient unit was .42, and the odds ratio for the outpatient
setting compared to the general medical inpatient units was
.20 (P = .01 and P = .000, respectively). To interpret these
odds ratios, ICU patients and outpatients were 58% and 80%,
respectively, less likely to receive a recommendation than
general medicine inpatients.

Recommendations fell into 6 main categories (see Figure 1):
pain management (eg, “consider dexamethasone, may be effec-
tive for bone pain’’), other symptom management (eg, ‘“needs
bowel routine, order daily Senna”), discharge recommendations
(eg, “this patient may benefit from short term rehab”), sugges-
tion to transition to comfort care measures only (eg, “consider
stopping simvastatin in light of comfort measures only”’), con-
sultation for other services (eg, “evaluation by psychiatry to
clarify diagnosis and assist with medical management of depres-
sion/anxiety”), and miscellancous (eg, “attempt to avoid
restraints,” “transfer to private room”). A chi-square (y°) test
of independence revealed significant differences in the fre-
quency of types of recommendations, > (5, N = 287) =
88.07, P = .00. Pain management recommendations were the
most frequent, followed by recommendations for other symptom
management, consultation for other services, discharge, and
transition to comfort care. The majority (82%) of the recommen-
dations were generated by the nurse practitioner on the PCCT,

with the remainder generated by the physician (10%), psycholo-
gist (7%), and social worker (1%).

In all, 57% of the recommendations were implemented. Of
those, 90.5% were consistent with the original recommendation
in intent and action and 9.1% were consistent with the intent of
the recommendation but not the specific action. The implemen-
tation rate per recommendation type is illustrated in Figure 1.
There was a significant difference in implementation rates
across the types of recommendations, y*(5, N = 287) =
19.681 P = .00. Recommendations regarding discharge, com-
fort measures, and “other”” were implemented more frequently
than recommendations regarding pain or other symptom man-
agement and consultation of other services. In contrast, there
was no significant difference in implementation rates across
different team members, x*(3, N = 287) = 2.44, P = .49,

Among the 43% of the recommendations never implemen-
ted, we attempted to identify factors associated with nonimple-
mentation in the 3 categories with lowest implementation rates,
pain management, symptom management, and consultations
for other services. There were no significant associations in
regression models predicting the implementation of symptom
management or consultation recommendations. The results of
the logistic regression for pain management recommendations
are shown in Table 2. There was a significant effect of age, P =
.01, Exp(B) = .93, and a significant interaction between loca-
tion of patient at the time of consultation and diagnosis, P =
.01, Exp(B) = .02. For each l-year increase in age, the likeli-
hood of having a pain recommendation implemented decreased
7%. Patients in the ICU with cancer were less likely to have
pain recommendations implemented than patients in the ICU
without cancer (29.40% implemented vs 70.6%). In contrast,
patients in general inpatient medical units with cancer were
more likely to have pain recommendations implemented than
patients with other illnesses (60% implemented vs 40%).

Discussion

Palliative care services improve the quality of life in patients
with life-limiting illness® and reduce overall health care costs.
Yet, PCCTs can only accomplish these goals if they find a way
to contribute their expertise to patient care. For a PCCT, this
often comes through the recommendations they provide in their
consultations. Results from the current study suggest, however,
that although PCCTs generally offer several timely recommen-
dations for the patients they evaluate, their recommendations
may not be implemented at ideal rates.

The PCCTs offer a range of recommendations that address
issues relevant to patient care.”* Pain and symptom manage-
ment are by far the most frequent types of recommendations
perhaps reflecting the most common, easily assessed issues for
patients.” Less frequent, but no less important, are recommen-
dations that address consultation to additional health care pro-
viders and suggestions regarding transitions in care and
discharge. Patient location also seems to matter, as the PCCT
may be less likely to offer recommendations for patients in the
ICU than other settings, perhaps because assessment is more
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Figure |. Percentage of recommendations made and implemented, by category (n = 287).

difficult or patient needs are already maximally managed.
Similarly, the recommendations may be less necessary for rel-
atively healthy outpatients. The PCCTs do appear to offer rel-
evant, comprehensive suggestions in their consultation
recommendations, but there may be ways to enhance the reach
of their work in some settings and with some kinds of patients.
Yet, even when relevant recommendations are made by the
PCCT, just under half are never implemented. In this study of
a VA-based PCCT, 43% of the recommendations were not
implemented, with rates variable across categories of recom-
mendations. On one hand, the PCCT recommendations that
advocate for a transition to comfort care and a specific discharge
plan tend to be followed faithfully. Clinicians may readily accept
these recommendations as being within the purview of palliative
care teams,® enhancing the likelihood of their implementation.
On the other hand, recommendations about pain, symptom man-
agement, and consultation by other disciplines are less often
implemented. Physicians may tend to discount these recommen-
dations from the PCCT, believing they themselves are compe-
tent to address pain and other symptoms and can care for
patients adequately without involving still more providers.’
Among patient and contextual characteristics associated
with recommendation implementation, pain management rec-
ommendations are implemented less often for older patients.
For every 1-year increase in age, pain management recommen-
dations are 7% less likely to be implemented. Our results are
consistent with previous studies that have documented that
older adults receive less aggressive pain management than
younger adults.'®!'" The reason for that discrepancy remains
unclear, whether it is due to actual bias in the care of older

adults or to the misperception of the complex pharmacokinetics
and pharmacodynamics of pain medications in older patients.'?
We should point out that our implementation rate (57%) is
substantially lower than the rate reported in 2 previous studies
(84%2; 91%). Methodological differences are likely the expla-
nation, as we documented implementation of each unique
recommendation suggesting an action be taken by the original
care team, whereas previous studies documented implementa-
tion of entire categories of recommendations as well as recom-
mendations the PCCT would likely implement themselves. Our
methodology reflects our interest in how the PCCT functions in
collaboration with other medical teams and are therefore less an
indicator of the overall service the PCCT provides to patients,
and more an indication of how the PCCT is affecting the care the
original treatment team provides. Still, these differences high-
light the importance of understanding methodological differ-
ences when comparing results from research in this area.
Several limitations of this study should be noted. First, we
only tracked chartable recommendations whose response was
likely to be documented in the medical record. Although “meti-
culous oral care” or “terminate all nonessential activities” are
recommendations that address patient’s quality of life, they are
not routinely documented in the medical record despite their
value. Second, we do not have data on the type and frequency
of services that the PCCT provides itself. Future research that
documents all the services that PCCTs provide, not just recom-
mendations to other providers, is needed in order to understand
how broadly the PCCT influences patient care. Perhaps most
importantly, we were unable to document why a recommenda-
tion was not implemented. Medical providers have many
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conversations that are not documented in the medical record, and
we were not privy to informal communication that may have
resulted in changes in care. Nor did we have information about
other factors that could influence recommendation implementa-
tion, such as patient refusal of the recommendation, change in
patient status, linguistic subtleties of how recommendations are
framed, provider perceptions of palliative care services, and the
integration of the relatively new PCCT in the hospital culture.
All of these factors point to possible areas of exploration for
future research.

Our study has several implications for practice. For exam-
ple, when PCCTs educate hospital staff about their expertise,
they may consider highlighting their specialty in pain and
symptom management, as these recommendations are most fre-
quently made but least frequently implemented. Furthermore,
given that certain recommendations are less likely to be imple-
mented, such as pain recommendations for older adults, pallia-
tive care medical providers might consider ways to increase
their likelihood of implementation. For example, using stron-
ger language or presenting a more extensive rationale for the
recommendation in the consultation report could stress its
importance and encourage implementation. Being part of a
consultation team requires nuanced communication and colla-
boration skills, and members of any PCCT are only successful
to the extent to which they find a way to operate effectively
within the complex hospital culture."? Errors in communica-
tion, especially interprofessional communication, occur with
moderate frequency in palliative care,'* thus it is especially
important for the interdisciplinary palliative care team to find
effective communication strategies with the physicians charged
with implementing their recommendations.

Palliative care teams are a relatively new specialty service
within VA and other hospitals, and their roles are still being
defined and developed. Although these teams have unique
expertise that can help other care providers, their acceptance
within medical systems has been gradual. The current study
identifies several factors that are related to the effectiveness
of PCCT consultations, but additional research is needed so
that PCCTs can launch targeted initiatives to overcome inter-
personal and institutional obstacles and provide effective rec-
ommendations that improve quality of life in patients with
life-limiting illnesses.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Funding

The authors received no financial support for the research, authorship,
and/or publication of this article.

References

1. Morrison RS, Marroney-Galin C, Kralovec PD, Meier D. The
growth of palliative care programs in United States hospitals.
J Palliat Med. 2005;8(6):1127-1134.

2. Chong K, Olson EM, Banc TE, Cohen S, Anderson-Malico R,
Penrod JD. Types and rate of implementation of palliative care
team recommendations for care of hospitalized veterans. J Paliat
Med. 2004;7(6):784-790.

3. Manfredi PL, Morrison RS, Morris J, Goldhirsch SL, Carter JM,
Meier DE. Palliative care consultations: how do they impact the
care of hospitalized patients? J Pain Symptom Manage. 2000;
20(3):166-173.

4. Cohen J. Statistical Power Analysis for the Behavioral Sciences.
2nd ed. New York, NY: Lawrence Erlbaum Associates; 1988.

5. Higginson 1J, Finlay IG, Goodwin M, et al. Is there evidence that
palliative care teams alter end of life experience of patients and
their caregivers? J Pain Symptom Manage. 2005;25(2):150-168.

6. Hanson LC, Usher B, Spragens L, Bernard S. Clinical and eco-
nomic impact of palliative care consultation. J Pain Symptom
Manage. 2008;35(4):340-346.

7. Esper P, Heidrich D. Symptom clusters in advanced illness. Semin
Oncol Nurs. 2005;21(1):20-28.

8. Payne S, Sheldon F, Jarrett N, et al. Differences in understanding
of specialist palliative care amongst service providers and com-
missioners in South London. Palliat Med. 2002;16(5):395-402.

9. Rodriguez K, Barnato A, Arnold R. Perceptions and utilization of
palliative care services in acute care hospitals. J Palliat Med.
2007;10(1):99-110.

10. Hwang U, Richardson LD, Harris B, Morrison RS. The quality of
emergency department pain care for older adults patients. J Am
Geriatr Soc. 2010;58(11):2122-2128.

11. Landi F, Onder G, Cesari M, et al. Pain management in frail,
community-living elderly patients. Arch Intern Med. 2001;
161(22):2721-2724.

12. Gloth FM 3rd, . Pain management in older adults: prevention and
treatment. J Am Geriatr Soc. 2001;49(2):188-199.

13. Salerno SM, Hust FP, Halvorson S, Mercado DL. Principles of
effective consultation. Arch Intern Med. 2007;167(3):271-275.

14. Dietz I, Borasio GD, Med DP, et al. Errors in palliative care: kinds,
causes and consequences: a pilot survey of experiences and attitudes
of palliative care professionals. J Palliat Med. 2013;16(1):74-81.

Downloaded from ajh.sagepub.com at PENNSYLVANIA STATE UNIV on September 16, 2016


http://ajh.sagepub.com/


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /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 false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 200
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 200
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /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 false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


