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BACKGROUND: Physicians play an increasing role in
tobacco dependence treatment as more prescription
medications and community resources are developed.
Beliefs about effectiveness can influence physicians’
recommendations regarding treatment, so it is critical
that these beliefs are evidence-based.

OBJECTIVE: Describe physicians’ beliefs regarding
effectiveness of tobacco treatments.

DESIGN: Self-reported, cross-sectional, mailed survey.

PARTICIPANTS: 336 primary care physicians in New
Jersey (60.3% response).

MEASUREMENTS: Demographics, previous tobacco
dependence training, awareness of guidelines, and
perceived effectiveness of treatments.

RESULTS: Physicians believed combination medica-
tions and bupropion to be the most effective (89 and
88% reported somewhat or very effective, respectively)
and nicotine nasal spray least effective (50%). For non-
pharmacologic treatments, physicians believed behav-
ioral counseling (69%) and programs including group
treatment (67%) were most effective, whereas telephone
counseling (25%) and internet-based treatment (23%)
were the least. Female and non-U.S.-trained physicians
generally believed treatments to be more effective.

CONCLUSIONS: Physicians in this sample believed that
most cessation medications available and behavioral
and group-based counseling are effective, which is
supported by current evidence in the field. Low per-
ceived effectiveness of telephone and internet treat-
ments could hinder their utilization. Perceived
effectiveness may affect physician recommendations.
Therefore, training efforts to influence these beliefs
warrant further attention.

KEY WORDS: physician; beliefs; effectiveness; smoking; cessation.

J Gen Intern Med 22(10):1459–62

DOI 10.1007/s11606-007-0282-5

© Society of General Internal Medicine 2007

BACKGROUND

Current guidelines recommend that all smokers utilize effec-
tive cessation treatments, including pharmacotherapy.1 Phy-
sicians play a key role in the identification, assessment, and
treatment of smokers.2 Their involvement is becoming more
important as more prescription medications (e.g., varenicline)
and treatment resources (e.g., quitlines and specialty clinics)
come into existence. Although several studies have examined
patient characteristics3–5 and some physician characteris-
tics6,7 that influence receipt of smoking cessation treatment
during a clinical encounter, less is known regarding physician
beliefs of the effectiveness of various tobacco treatment inter-
ventions.8,9 Common sense suggests that physicians are more
likely to recommend treatments that they believe are effective,
although this is not always the case. Therefore, it is critical
that these beliefs are evidence-based as they play a role in
clinical decision making.

This study describes the beliefs of a sample of physicians
regarding the effectiveness of various tobacco treatments,
including cessation medications and several modalities of
counseling. The purpose is to determine if these beliefs are
consistent with the evidence-based data in the field, and
whether there are certain characteristics that impact these
beliefs.

METHODS

Instrument

The New Jersey Health Care Provider Tobacco Survey
(NJHCPTS) was designed to target practitioners serving 3
patient populations: adults, adolescents, and pregnant wom-
en. The sample design and methodology of the NJHCPTS is
described in detail elsewhere.10 Briefly, the survey was a self-
administered, mailed survey, distributed in up to 3 waves with
reminder postcards if no response was received.

Sample

The focus of this study was practitioners serving adults. The
adult patient survey was administered to 700 physicians (148
family practitioners, 52 general practitioners, and 500 general
internists) during 2002. General practitioners have a mini-
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mum of 1 year postgraduate training, whereas internists and
family practitioners have a minimum of 3 years postgraduate
training. Family practitioners treat children as well as adults.
The sampling frame for physicians in New Jersey was obtained
from the American Medical Association’s (AMA’s) master list of
licensed physician. This AMA master list is not limited to AMA
members and is considered to be the most complete repository
of physicians’ names, addresses, and specialties in the United
States. Of the original 700 physicians, 143 were determined to
be ineligible for various reasons, including nonpatient care
activities, retirement, or relocation.10 The final sample of
eligible physicians was 557. Overall, 336 physicians responded
to the adult patient survey (response rate=60.3%) and were
demographically representative of New Jersey physicians
overall.

Measures

The key study variables collected included demographics,
training, practice type, previous tobacco training, tobacco use
history, and perceived effectiveness of treatments, including
cessation medications (nicotine patch, gum, inhaler, nasal
spray, bupropion, and combination [multiple nicotine and/or
bupropion] medications) and nonpharmacologic treatments
(behavioral counseling, programs with group treatment, tele-
phone counseling, and internet-based treatment). The primary
outcome was belief of effectiveness for the various treatments.
This was assessed by responding to the question, “How
effective do you believe the following methods are in helping
smokers quit?” Physicians could indicate “not at all effective,
minimally effective, somewhat effective, and very effective.”

Analyses

Relationships between demographic characteristics and belief
of effectiveness were examined using chi-square test (χ2). The
surveys were analyzed with Statistical Program for Social
Sciences (SPSS) (version 1.0, 2005).

RESULTS

Table 1 describes the characteristics of the physician respon-
dents. The mean age of respondents was 49 years (range 30–
86). The majority of respondents were white, male, trained in
the United States, and worked in solo or group practices.
Awareness of the U.S. Public Health Service Clinical Practice
Guidelines1 was low with nearly half of physicians having
never heard of the guidelines and only 6% reported implement-
ing them.

Table 2 describes the respondents’ beliefs regarding effec-
tiveness of smoking cessation treatments. The majority of
physicians believed that all of the cessation medications
(nicotine patch, gum, inhaler, nasal spray, bupropion, and
combination medications) were at least somewhat effective,
ranging from 50% for the nasal spray to 89% for combination
medications. In terms of nonpharmacologic treatments, there
was a wider variation in beliefs of effectiveness with most
physicians believing behavioral and group treatment to be
effective whereas 25% or less believed telephone and internet-
based treatment was effective.

Certain physician characteristics were associated with
higher levels of perceived effectiveness. Female physicians
compared with male physicians believed several medications
to be more effective: nicotine patch (84 vs 70% reported at least
somewhat effective [P=.038]), bupropion (92 vs 85% [P=.018]),
and combination medications (93 vs 87% [P=.040]). More
female compared with male physicians also believed that
nonpharmacologic interventions were at least somewhat effec-
tive: telephone (37 vs 20% [P=.020]), internet-based (40 vs 16%
[P<.001]), behavioral counseling (79 vs 65% [P=.001]), and
programs with group treatment (82 vs 61% [P<.001]).

Other characteristics related to differing beliefs included
non-U.S. compared with U.S.-trained physicians believed
nonpharmacologic interventions were more effective: telephone
(33 vs 21% [P=.041]), internet-based (33 vs 18% [P=.041]), and
behavioral counseling (72 vs 68% [P=.012]). Finally, physicians
who had previously received tobacco dependence training
believed that programs with group treatment were more
effective (77 vs 65% [P=.018]), whereas nasal spray (10 vs 2%
[P=.005]) and combination medications (49 vs 29% [P=.013])
were more likely to be perceived as very effective compared

Table 1. Characteristics of Physician Respondents

Characteristic Demographic
distribution

n %

Overall 336 100
Age
35 and younger 33 10
36–45 101 31
46–64 165 50
65 and older 31 9

Gender
Male 236 71
Female 98 29

Ethnicity/Race
White 228 69
Asian 71 21
Other 32 10

Location of Training
United States 234 70
Outside United States 100 30

Practice type
Solo 125 37
Group (single specialty) 144 43
Multispecialty 17 5
Employee of hospital 29 9
Employee of state/federal agency 8 2
Other 13 4

Specialty
Family medicine 74 22
Internal medicine 245 73
General practice 17 5

Smoking status
Never 248 74
Former 77 23
Current 11 3

Awareness of PHS guidelines
Never heard of guidelines 150 45
Heard of guidelines 140 42
Read guidelines 24 7
Implemented guidelines 19 6

Had training in smoking cessation
Yes 79 24
No 257 76
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with physicians who had not had training. No other physician
characteristics were significantly related to beliefs regarding
effectiveness.

DISCUSSION

Physicians’ beliefs regarding the effectiveness of tobacco
dependence interventions were generally supported by evi-
dence-based data for most cessation medications and counsel-
ing treatments (Table 3). The beliefs regarding some nicotine
medications and telephone and group treatments had some
inconsistencies with the literature. Perceived effectiveness of
the various cessation medications is supported by research
evidence.11–15 The belief that behavioral counseling and pro-
grams including group treatment are effective is also consis-
tent with the current evidence-based data.16,17 Some of the
reported physician beliefs were not supported by experimental
or clinical data. Physicians in this study believed the patch to
be the most effective form of nicotine medication. Data
comparing effectiveness of nicotine medications actually show
similar effectiveness among various forms, with the nasal
spray and inhaler having nonstatistical significantly higher
abstinence rates than the patch.1,11 Interestingly, these two
medications were perceived to be least effective.

There are many factors potentially influencing physician
beliefs, including pharmaceutical industry activities, prescrip-
tion versus over-the-counter (OTC) status of medications, and
familiarity/experience with the treatments. As is its purpose,
pharmaceutical marketing may influence a medication’s per-
ceived effectiveness among physicians. For this reason, physi-
cians may perceive marketed prescription medications as more
effective than OTC medications and this may partially explain
the results that bupropion was perceived as more effective.
However, prescription status alone does not translate into
perceived effectiveness. Because the nicotine inhaler and nasal

spray comprise only a small proportion of cessation medica-
tions used (inhaler, spray, and lozenge combined were used by
3.7% of smokers who recently quit18), most physicians have
had little exposure to these medications despite their prescrip-
tion status. The familiarity with the patch by physicians is
much greater than that for the inhaler or nasal spray, possibly
contributing to the belief that the patch is superior.

The low perceived effectiveness for telephone and internet-
based treatments are interesting and not supported by current
research that suggests these are effective interventions.19,20–22

Telephone quitlines are expanding on a statewide and national
level, as are internet-based tobacco interventions. If these
modalities are to be fully implemented, it is important that
physicians, who may recommend them to their patients, are
aware of their true effectiveness. If this study’s findings are an
indication, physicians currently do not have much belief in the
effectiveness of these treatments, and thus may not utilize
them.

Personal characteristics of physicians also seem to influence
perceived effectiveness. Female physicians and those trained
outside the United States indicated higher beliefs of effectiveness
for several treatments. Female physicians have traditionally been
more prevention-oriented in their clinical care, such as counsel-
ing for condom use23 and drug use and sexual behaviors.24

Therefore, they may be more willing to see tobacco interventions
as potentially effective. The findings that non-U.S.-trained
physicians believed that some counseling interventions had
higher levels of effectiveness could be explained by their training
being more focused on observation, interpersonal relationships,
and history taking (the foundations of counseling) and less on
technology. This has been suggested in previous studies that
have found higher rates of preventive services among non-U.S.-
trained physicians.25

The limitations of this study include a response rate of 60%.
Although this figure is above the published average for
physician surveys, it is not optimal. Self-reported beliefs

Table 3. Effectiveness of Selected Tobacco Dependence
Treatments

Treatment Number
of studies
in analyses
(n)

Estimated odds
ratio (95%
confidence
interval)

Estimated
abstinence
rates (%)
(95% confidence
interval)

Medications
Nicotine nasal
spray

3 2.7 (1.8–4.1) 30.5 (21.8–39.2)

Nicotine
inhaler

4 2.5 (1.7–3.6) 22.8 (16.4–29.2)

Bupropion SR 2 2.1 (1.5–3.0) 30.5 (23.2–37.8)
Combination
NRT

3 1.9 (1.3–2.6) 28.6 (21.7–35.4)

Nicotine patch 27 1.9 (1.7–2.2) 17.7 (16.0–19.5)
Nicotine gum 13 1.5 (1.3–1.8) 23.7 (20.6–26.7)

Nonpharmacologic
Individual
counseling

58 1.7 (1.4–2.0) 16.8 (14.7–19.1)

Group
treatment

58 1.3 (1.1–1.6) 13.9 (11.6–16.1)

Telephone
treatment

58 1.2 (1.1–1.4) 13.1 (11.4–14.8)

Results based on U.S. Public Health Service Guidelines (2000)1

Table 2. Beliefs Regarding Effectiveness of Tobacco Dependence
Treatments

Not at all
effective
(%)

Minimally
effective
(%)

Somewhat
effective
(%)

Very
effective
(%)

Medication
Combination
medications
(n=316)

3 8 55 34

Bupropion
(n=326)

1 11 65 23

Patch (n=329) 2 24 65 9
Gum (n=328) 6 38 52 4
Inhaler (n=303) 7 38 51 4
Nasal spray
(n=298)

10 40 46 4

Nonpharmacologic
treatment
Behavioral
counseling
(n=328)

3 28 54 15

Programs with
group treatment
(n=314)

4 29 52 15

Telephone
(n=300)

23 52 22 3

Internet (n=292) 21 56 21 2
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should be adequately collected by an anonymous survey with
no incentives for specific responses. Also, newer tobacco
treatments have been developed since this study was con-
ducted (e.g., lozenge and varenicline) and are thus not
included.

Overall, more education may be useful for physicians,
especially regarding benefits of prescription forms of nicotine
medications and telephone and internet-based interventions.
Because training seems to be related to higher perceived
effectiveness for some of the interventions (group treatment,
nasal spray, and combination medications), trainings could be
a good start to increase knowledge. Settings could include U.S.
medical schools (considering U.S.-trained respondents
reported lower beliefs of effectiveness) and utilize specialized
tobacco treatment trainings/continuing medical education
that are being initiated in several states.

Acknowledgements: This work was partially supported by a
contract from the New Jersey Department of Health and Senior
Services through the Comprehensive Tobacco Control Program. We
would like to acknowledge Ms. Amy Schmelzer for her contributions
to this manuscript.

Conflict of interest statement: Dr. Steinberg has received grant
and consultancy funding from Pfizer. Dr. Delnevo has no conflict of
interest.

Corresponding Author: Michael B. Steinberg, MD,MPH; Robert
Wood Johnson Medical School, University of Medicine and Dentistry
of New Jersey, 125 Paterson Street, New Brunswick, NJ 08903,
USA (e-mail: michael.steinberg@umdnj.edu).

REFERENCES
1. Fiore MC, Bailey WC, Cohen SJ, et al. Treating tobacco use and

dependence: clinical practice guideline. Rockville, MD: US Department of
Health and Human Services, Public Health Service; 2000.

2. Thorndike AN, Rigotti NA, Stafford RS, Singer DE. National patterns
in the treatment of smokers by physicians. JAMA. 1998;279:604–8.

3. Coleman T, Wynn A, Barrett S, Wilson A. Discussion of NRT and other
antismoking interventions in UK general practitioners’ routine consulta-
tions. Nicotine Tob Res. 2003;5:163–8.

4. Solberg LI, Asche SE, Boyle RG, Boucher JL, Pronk NP. Frequency of
physician-directed assistance for smoking cessation in patients receiving
cessation medications. Arch Intern Med. 2005;165(6):656–60.

5. Steinberg MB, Akincigil A, Delnevo CD, Crystal S, Carson JL. Gender
and age disparities for tobacco dependence treatment: results of the
2001–2002 National Ambulatory Medical Care Survey. Am J Prev Med.
2006;30:405–12.

6. Goldstein MG, DePue JD, Monroe AD, et al. A population-based survey
of physician smoking cessation counseling practices. Prev Med.
1998;27:720–9.

7. McEwen A, West R, Owen L. GP prescribing of nicotine replacement and
bupropion to aid smoking cessation in England and Wales. Addiction.
2004;99:1470–4.

8. Vogt F, Hall S, Marteau TM. General practitioners beliefs about
effectiveness and intentions to prescribe smoking cessation medications:
qualitative and quantitative studies. BMC Public Health. 2006;6:277.

9. McEwen A, Akotia N, West R. General practitioners’ views on the
English national smoking cessation guidelines. Addiction. 2001;96
(7):997–00.

10. Delnevo CD, Abatemarco DJ, Steinberg MB. Physicians response rates
to a mail survey by specialty and timing of incentive. Am J Prev Med.
2004;26(3):234–36.

11. Silagy C, Lancaster T, Stead L, Mant D, Fowler G. Nicotine replace-
ment therapy for smoking cessation. Cochrane Database Syst Rev. 2004;
(3):CD000146.

12. Croghan IT, Hurt RD, Dakhil SR, et al. Randomized comparison of a
nicotine inhaler and bupropion for smoking cessation and relapse
prevention. Mayo Clin Proc. 2007;82(2):186–95.

13. Hays JT, Hurt RD, Rigotti NA, et.al. Sustained release bupropion for
pharmacologic relapse prevention after smoking cessation: a random-
ized, controlled trial. Ann Int Med. 2001;135(6):423–33.

14. Jorenby DE, Leischow SJ, Nides MA, et al. A controlled trial of
sustained-release bupropion, a nicotine patch, or both for smoking
cessation. New Engl J Med. 1999;340(9):685–91.

15. Steinberg MB, Foulds J, Richardson DL, Burke MV, Shah P. Pharma-
cotherapy and smoking cessation at a tobacco dependence clinic. Prev
Med. 2006;42(2):114–9.

16. Lancaster T, Stead LF. Individual behavioural counselling for smoking
cessation. Cochrane Database Syst Rev. 2005:(2):CD001292.

17. Stead LF, Lancaster T. Group behaviour therapy programmes for
smoking cessation. Cochrane Database Syst Rev. 2005;(2):CD001007.

18. Centers for Disease Control and Prevention. Quickstats: assistance
used to quit smoking by adults aged >18 years during the preceding
2 years by type—National Health Interview Survey–United States, 2005.
Morb Mort Wkly Rep. 2007;56(20):507.

19. Stead LF, Perera R, Lancaster T. Telephone counselling for smoking
cessation. Cochrane Database Syst Rev. 2006;3:CD002850.

20. Zhu SH, Anderson CM, Tedeschi GJ, et al. Evidence of real-world
effectiveness of a telephone quitline for smokers. New Engl J Med.
2002;347(14):1087–93.

21. Swartz LH, Noell JW, Schroeder SW, Ary DV. A randomised control
study of a fully automated internet based smoking cessation programme.
Tob Control. 2006;15(1):7–12.

22. Walters ST, Wright JA, Shegog R. A review of computer and internet–
based interventions for smoking behavior. Addict Behav. 2006;31
(2):264–77.

23. Maheux B, Haley N, Rivard M, Gervais A. Do women physicians do
more STD prevention than men? Can Fam Physician. 1997;43:1089–95.

24. Frank E, Harvey LK. Prevention advice rates of women and men
physicians. Arch Fam Med. 1996;5:215–9.

25. Delnevo CD, Steinberg MB, Abatemarco DJ, Hausman AJ. Correlates
of clinical preventive practices among internal medicine residents. Prev
Med. 2003;36(6):645–51.

1462 Steinberg and Delnevo: Perceived Effectiveness of Tobacco Treatments JGIM


	Physician Beliefs Regarding Effectiveness of Tobacco Dependence Treatments: Results from the NJ Health Care Provider Tobacco Survey
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	BACKGROUND
	METHODS
	Instrument
	Sample
	Measures
	Analyses

	RESULTS
	DISCUSSION
	References




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated)
  /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 (Use these settings to create Adobe PDF documents for journal articles and eBooks for online presentation. Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


