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Triggering change in diabetes care delivery in
general practice: a qualitative evaluation approach
using the clinical microsystem framework
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Abstract

Background: In 2008, the Sunshine Coast Division of General Practice (SCDGP) in Queensland, Australia initiated a
highly successful Improved Diabetes Management (IDM) program with general practices in a regional area. The IDM
program was evaluated against the 10 elements of a high functioning clinical microsystem framework as identified
by Nelson et al. (2007) in order to determine key factors contributing to the successful adoption and uptake of the
program in participating general practices.

Methods: The evaluation focussed on in-depth key informant interviews with 10 SCDGP staff and general
practitioners (GPs) involved in the IDM program. A thematic analysis was undertaken and common emergent
themes were reviewed against the 10 elements of high performing clinical microsystem.

Results: While all aspects of the clinical microsystem approach appeared effective in the design, implementation
and adoption of the IDM program, several characteristics were crucial. The identification of champions of change in
both the division and participating practices, the celebration of positive achievements and the use ‘real data’ from
practices to demonstrate improved health outcomes for patients from the practice were instrumental in motivating
participating GPs to both implement and sustain changes in their diabetes care delivery.

Conclusion: In designing and redesigning health care, the clinical microsystems approach offers a pathway for the
effective uptake of innovation in Australian primary health care; a means of integrating structure, process and
outcomes of a care framework for reviewing improvements in the health care delivery process and could lead to
improvements in patient health outcomes.

Keywords: Clinical microsystems, Quality improvement, Diabetes mellitus, Chronic disease management,
Health services research
Background
The Australian Divisions of General Practice aim to guide
and support improvements to health care delivery in gen-
eral practices within a defined geographic area. Currently
general practitioners (GPs) screen for and manage the ma-
jority of diabetes complications and achieving best practice
diabetes care is a goal of many of these organisations. In
2008, the Sunshine Coast Division of General Practice
(SCDGP) on the east coast of Queensland, Australia initi-
ated and led an Improved Diabetes Management (IDM)
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program with 12 general practices. The design and im-
plementation of this innovative program was based on
the clinical microsystem approach. This approach fo-
cuses on the microsystems in health care, defined as
“the small, functional, front-line units that provide most
health care to most people” and are “essential building
blocks of larger organisations and of the health system”
[1]. Although change is required at all levels of the sys-
tem, the powerful microsystem concept offers an oppor-
tunity to understand and transform health care at the
front-line of service delivery [1].
The SCDP region had a population of 363, 940 people

with 132 general practices and 465 practising GPs [2]. Ac-
cess to models of coordinated care was mixed across the
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Table 1 Interviewees’ positions and roles in IDM program

Position Role in program

Program facilitator Background review and development of
program funding application
(processes and key performance indicators)

Team leader Implementation and monitoring;
engagement of practice staff

Evaluator Process monitoring and feedback;
outcome evaluation

Diabetes educator Clinical support to participating practices;
engagement of clinical staff

Information management
and technology

Engagement of practices; application of
the clinical audit tool; database cleansing;
performance feedback

GP 1 Education committee member
(inter professional development)

GP 2 Participant (second phase)

GP 3 Participant

GP 4 Clinical fellow

GP 5 Participant (second phase)
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division region, with barriers to access typically increas-
ing with distance to major centres. The IDM study area
encompassed regional communities with more limited
access to specialist diabetes services compared with
neighbouring metropolitan centres. The IDM program
implementation focussed on the delivery of professional
development for practice staff (GPs, practice nurses and
practice managers); in patient management with a focus
on clinical and team-based care and the identification
and application of effective practice engagement strategies.
These strategies included the application of an inter-
professional learning framework to support team-based
approaches to care combined with support to improve in
practice information technology and data management,
clinical up-skilling and the use of onsite diabetes educators.
The success of these structural processes in improving dia-
betes management and health outcomes are demonstrated
in previous international studies [3].
It is not the intention of this paper to report the results

of the evaluation of the IDM program conducted by the
SCDGP, these are available in a full report referenced in this
paper. In summary, a preliminary evaluation of the pro-
gram demonstrated several key improvements applicable to
program design and implementation [4]. These included
improved approaches to team-based and integrated care
demonstrated by increased use of diabetes educators and
practice nurses in diabetes care delivery; an increase in
awareness and application of chronic disease management
strategies and improvements in patient health outcomes
demonstrated by an overall increase in the diabetic popula-
tion diagnosed with an HbA1C < 7% indicating practices
had maintained a clean data set. It also suggested that key
elements of the clinical microsystem approach were em-
bedded into the development, implementation and sustain-
ability of the IDM program [4]. In order to support the
further expansion of the IDM program, this study evaluated
the implementation of the program against the 10 elements
of a high performing clinical microsystem site [1,5].
The 4 aims of this study were to (i) determine the role

of the clinical microsystem approach in triggering the suc-
cessful adoption of the IDM program in general practice;
(ii) determine any barriers to the implementation of the
program or change adoption; (iii) determine the way a
clinical macrosystem leads and supports change; and (iv)
recommend the use of an applied framework to guide de-
velopment and implementation of similar programs in
general practice.
Ethics approval was obtained on 31st August, 2011 from

the University of Queensland Behavioural & Social Sciences
Ethical Review Committee (project number 2010001367).

Methods
A qualitative evaluation approach was used and in-depth
semi-structured interviews conducted with purposive
sample of program staff from the SCDGP involved in the
development and implementation of the IDM program
and with GPs participating in the program. GP partici-
pants represented both regional and rural practices. The
interviews explored perceptions of the key issues that were
triggers for, or barriers to, the adoption and sustainability
of the IDM program (Author: LC).
All interviews were transcribed and coded using NVivo

software [6]. Codes were reviewed for duplication and
clarity. A thematic analysis was undertaken and themes
were reviewed for consistency against the elements of a
high performing clinical microsystem, namely: (1) leader-
ship; (2) organisational support; (3) staff focus; (4) educa-
tion and training; (5) interdependence (6) patient focus (7)
community and market focus (8) performance results (9)
process improvement and (10) information and informa-
tion technology [7,8]. Emergent themes were added to the
coding framework to ensure completeness. Themes were
then checked, verified and differences resolved by discus-
sion (Authors: TJ, LC, CJ). A constant comparison method
was used to improve the internal consistency of codes.
Negative cases were identified and included in the results
and these were defined as themes that were not present in
the 10 elements of high functioning clinical microsystems.

Results
Ten key informant interviews were completed, 5 with
SCDGP key informants involved in the design, implemen-
tation and internal evaluation of the IDM program and 5
with GPs who participated in the IDM program from indi-
vidual practices. One of the GPs was also directly involved
in the design and delivery of the inter-professional learning-
based workshop sessions (Table 1).



Janamian et al. BMC Family Practice 2014, 15:32 Page 3 of 6
http://www.biomedcentral.com/1471-2296/15/32
Seven key themes emerged which were identified by par-
ticipants as key triggers for change and the successful
adoption of the IDM program. Figure 1 illustrates the
themes (listed on the outside of the circle) against the
elements of a high performing clinical microsystem
(contained in the centre of the circle).

Theme 1: Factors that motivated participation in the
IDM program
Interviewees noted that the IDM program was based
on previous research conducted by the division. This
Figure 1 Characteristics of high performing clinical microsystem sites
research sought to identify key areas for improved
health care delivery as perceived by health profes-
sionals and local consumer representatives. Following
this, program staff determined the factors specific to
each practice that motivated practice staff to engage in
the IDM program. These motivating factors varied be-
tween practices but generally encompassed one or more
of a combination of the following 3 areas: (1) a desire to
improve patient health outcomes; (2) a desire for the po-
tential financial benefits or (3) improvements in time
management and the working processes of the practice.
as identified by Nelson et al. 2007 [7].
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Time, money and patient outcomes as the key
motivators for GPs … because each practice it sort of
was considered ‘let’s try seeing which of those things
pushes the buttons for the practices’. So we really, I
think, got a bit more clued in, in terms of ‘OK, for this
practice it’s clear from the comments they made that
time is the button… for this one it’s money, for this one
its patient outcomes and they don’t give a rats about
financial implications they just want the best possible
thing… (Staff 4)

My diabetic patients are managed better than they
were … I certainly know I am much more confident
in what I do, and the outcomes are probably best
measured by HbA1C’s so far have dropped down to
sort of more appropriate levels.. But if there can be
financial gain as well as gain for your patients,
the well-being of your patients, that’s the
incentive (GP 3)

Theme 2: Champions and leaders
Interviewees perceived benefits of using both internal
champions (those people working within the partici-
pating practices) and external champions (peers or ‘ex-
perts’, from outside the participating practices) in the
introduction and ongoing implementation of the pro-
gram. The use of these champions ensured the ongoing
motivation of the health care professionals, while the
external champions, most particularly those presenta-
tions provided by other general practitioners, demon-
strated the benefits of the program in the broader
regional setting. Interviewees felt that the key cham-
pion in most practices was the practice manager and
their commitment to the program and particularly
models of inter-professional care and ‘team-work’ en-
sured long term success.

The other focus was using other GPs who were
running clinics and had pretty good chronic disease
systems in place within their own practices, so
bringing them along to speak to the GPs, that was a
big plus … That approach was quite instrumental in
changing some GP views (Staff 1)

Theme 3: Focus on process improvement
Interviewees perceived that an important feature of the
program and key trigger for change was the focus on
process improvement and the ability to change imple-
mentation practices throughout the study.

And we did have to change our approach. So with
our first wave of 6 practices and our second wave of
practices, we tweaked and modified and recruited
differently (Staff 1)
I do feel there was quite a difference between wave 1
and wave 2. With wave 1 I think we went in there
just expecting the full package to just happen. We
expected to get the clinic up and running… With
wave 2, because they’d had a lot of exposure to
diabetes education and seminars and workshops that
had been provided… they were actually at the point
that perhaps wave 1 were almost towards the end of
their program… so we knew that (Staff 3)

Theme 4: Use of audit tool and ‘real data’
The use of the audit tool and the ability for the practice
staff to see ‘real data’ relating to their practice patients pro-
vided another significant trigger in the uptake of the IDM
program. In addition, the SCDGP support staff were able to
provide participating practices with evidence including ac-
curate diabetic patient numbers and an ability to see im-
provements in the rates of identification and screening of
diabetes.

Showing them real data, I think that was the
turning point… showing that this is what you can
achieve. The outcomes and the patent data was the
most effective (Staff 5)

And secondly, to feel that these programs are going to
benefit both general practice, and that includes doctors
and nurses in general practice, and probably most
importantly to benefit patients and the positive here is
really that I think that the outcomes are going to be
able to be seen to be positive as a result of the work
that’s gone into the program (GP 3)

Theme 5: Provision of clinical support
Most interviewees perceived that the provision of
practical support to the practices as part of program
implementation was a key feature that lead to success-
ful practice engagement and change in general prac-
tice. The most notable source of onsite support was
related to the time and clinical expertise provided by
the onsite diabetes educators in relation to patient
management. Having learnt from the success of the
onsite information management support, the same
onsite support was then initiated with the diabetes ed-
ucators in order to further facilitate changes in patient
management.

… the enabler was giving them the diabetes
educator’s time … They didn’t have to pay for that
and they were getting the benefit of being able to ask
and getting advice and clinical advice. They key
benefit of having that person on the ground was that
they were able to work with the nurse in a mentoring
capacity (Staff 2)
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Theme 6: Supportive relationships
The development of strong supportive relationships
was a significant factor in the uptake of the IDM pro-
gram. The most important relationships were those
established between the participating practice staff,
chronic disease specialists and diabetes educators as
well as the rapport they built with the information
managers.

I think they [the GPs] really appreciated the support. I
know with one particular GP because of the inter-
professional learning sessions that we provided and
with me going into the practice not long after that ses-
sion, she really engaged me as well as the practice
nurse in consultation with the patient. She could then
consolidate her knowledge around insulin initiation for
example (Staff 3)

It was also the level of support that they were given
and the rapport that they’d built up with the IT
people and with their diabetes educator (Staff 1)

Theme 7: Education and training
The education and training component of the pro-
gram was perceived as an important characteristic, in
particular the structure and delivery of the inter-
professional training sessions. Two interviewees noted
that making attendance at the workshops a mandatory
part of program participation was the key to fostering
team-based care amongst the participating health care
professionals.

They [the GPs and staff] had to attend the compulsory
workshops as part of the contractual arrangement, and
part of the agreement was that a GP had to attend, so
what happened was they all came along and then the
ideas started to flow… (Staff 2)

The incentive was extra training and the course that
was actually funded for me, so the incentive of
actually getting some up-skilling and some recognised
clinical skilling, at no cost to myself, was certainly an
incentive. And having done that, the incentive now is
just to keep that knowledge there and increase it fur-
ther and use it. Just helps in my enjoyment of medicine
as a whole (GP 1)

Figure 1 demonstrates how characteristics of the IDM
program, as identified in the interviews, related to those
characteristics of high performing clinical microsystem
sites identified by Nelson et al. 2007 [7]. The outer layer
of the circle includes characteristics of the IDM program
as identified by informants and relates these to the char-
acteristics of high performing clinical microsystems.
Discussion
The interplay of these characteristics is complex and inter-
related. For example, the incorporation of strong informa-
tion technology approaches resulted in the ability for the
division to foster improved management processes and
provide direct feedback on the performance of each prac-
tice as the program continued. The IDM program had a
strong patient focus which resulted from an identified
community need. In addition, improved patient care and
health outcomes, fed back to practices as part of the IDM
program implementation, were strong motivators for GP
participation. The identification of GP peer support, par-
ticularly the use of a GP to present the positive outcomes
of improved diabetes management, was used during edu-
cation and training sessions to underline the practical ben-
efits of the program and evidence of its effectiveness in
general practice settings. The division provided onsite dia-
betes educators to provide ongoing clinical support to GPs
and nurses involved in the program. This resulted in the
opportunity for onsite learning and the development of
new clinical and management skills as part of normal
practice. The use of the inter-professional learning frame-
work to guide the practice workshop sessions promoted
team-based care and facilitated the adoption of new roles
and responsibilities by staff.
The division developed a formal implementation pro-

gram however much was learnt from the first stages of
the program to the final stages. Program strategies were
adapted and changed during the course of program de-
livery. This flexibility allowed the SCDGP to tailor their
approaches to better meet the needs of each practice in
the second phase of the program. Overall, the division
employed and led a clear and simple approach to the
implementation of the program in each practice and
this was seen as a crucial trigger for change.
Finally, the application of the audit tool and the improve-

ments to patient data management enabled improvements
to patient management and health outcomes (as measured
by improved screening rates and lowering HbA1C results
and presented in the SCDGP evaluation reports) to be evi-
denced in each practice. Ongoing feedback of these im-
provements, as part of a formal evaluation process, was
made to each general practice. This enabled the division to
continually adjust the strategies to ensure that positive out-
comes were achieved and practices to clearly see the bene-
fits of the program to their own patients.
While all aspects of the clinical microsystem approach

appeared effective in the design, implementation and
adoption of the IDM program, several characteristics
were crucial. The identification of champions of change in
both the division and participating practices, the celebra-
tion of positive achievements resulting from practice
change and the use ‘real data’ from practices, to demon-
strate improved health outcomes for patients from the
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practice were instrumental in motivating participating
GPs to both implement and sustain changes in their dia-
betes care delivery. The education and training strategies
employed by the division were simple and flexible. They
encompassed both formal workshops and onsite education
and training as part of practise. The opportunities for GPs
to attend workshop sessions which were clinically relevant
and not time-consuming was an important feature of the
successful uptake of the program. Informal onsite educa-
tion and training enabled GPs to continue to up-skill in
diabetes care as part of everyday practise.

Limitations of the study
This work aimed to explore the feasibility of the clinical
microsystem approach as a valid process for informing the
development and implementation of the program from
the perspective of the staff involved.
There are two limitations to this study, namely: (1)

characteristics, such as the divisions of general practice,
that are unique to the Australian primary health care
context; and (2) the small numbers of staff interviewed.
Following this, the findings from these interviews may
not be directly transferable across other Australian or
international settings.

Conclusion
In designing and redesigning health care, the clinical
microsystems approach offers a pathway for the effective
uptake of innovation in primary health care delivery in
Australia; it offers a way to integrate structure, process and
outcomes of care [5]. It also offers a framework for review-
ing improvements in the health care delivery process and
corresponding improvements in patient health outcomes.
The approach may be relevant to initiating and sustaining
a change in relation to a range of complex and chronic
diseases which involve a wide range of service delivery pro-
viders in primary health care. Therefore clinical microsys-
tem approach should be considered in the development
and implementation of primary health programs and can
be used by macro-organisations seeking to initiate and sup-
port change in the primary health care sector.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
All mentioned authors made substantial contribution to this research and
manuscript: TJ was involved in research protocol development, submission
of ethics application, and different phases of the data collection and analysis,
and writing of manuscript. LC was involved in all phases of data collection
and analysis, and writing of manuscript. CJ participated in the design of the
study, provided important intellectual content and was involved in the
drafting of the manuscript. JM was involved in recruiting of participants and
data collection. All authors read and approved the final manuscript.

Author details
1Centre for Research Excellence in Primary Health Care Microsystems,
University of Queensland, Level 8, Health Sciences Building, Building 16/910,
Royal Brisbane Hospital, Herston, Brisbane, Queensland 4006, Australia.
2Focus Health Network, 7 The Esplanade Cotton Tree, Maroochydore,
Queensland, Australia.

Received: 12 March 2013 Accepted: 11 December 2013
Published: 13 February 2014

References
1. Nelson EC, Batalden P, Huber T, Mohr J, Godfrey M, Headrick L, Wasson J:

Microsystems in health care: part 1 learning from high-performing
front-line clinical units. Jt Comm J Qual Patient Saf 2002, 28(9):472–493.

2. Divisions of General Practice Profile information: Source: The Primary Health
Care Research Information Service. http://www.phcris.org.

3. Rothe U, Muller G, Schwarz P, Seifert M, Kunath H, Koch R, Bergmann S,
Julius U, Bornsein S, Hanefeld M, Sculze J: Evaluation of a diabetes
management system based on practice guidelines, integrated care and
continuous quality management in a federal state of Germany.
Diabetes Care 2008, 31(5):863–868.

4. Connecting Health Care in Communities Service Delivery and Innovation
Project Completion Report - Interprofessional learning, training and self-
management capacity building framework for type 2 diabetes care Improving
Diabetes Management: Sunshine Coast Gympie Partnership Council,
Sunshine Coast Division of General Practice; 2010.

5. Nelson EC, Godfrey M, Batalden P, Scott A, Bothe A, McKinlet RN, Meline C,
Muething MD, Moore G, Wasson JH, Nolan TW: Clinical microsystems, part 1.
The building blocks of health systems. Jt Comm J Qual Patient Saf 2008,
34(7):367–378.

6. NVivo qualitative data analysis software. QSR International Pty Ltd, Version 9; 2010.
7. Nelson E, Batladen P, Godfrey M: Quality by Design: A Clinical Microsystems

Approach. San Francisco: Jossey-Bass; 2007.
8. Mohr JJ: Forming, operating and improving micro-systems of health care.

In PhD Thesis. Hanover, New Hampshire, USA: Dartmouth College; 2000.

doi:10.1186/1471-2296-15-32
Cite this article as: Janamian et al.: Triggering change in diabetes care
delivery in general practice: a qualitative evaluation approach using the
clinical microsystem framework. BMC Family Practice 2014 15:32.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.phcris.org

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Results
	Theme 1: Factors that motivated participation in the IDM program
	Theme 2: Champions and leaders
	Theme 3: Focus on process improvement
	Theme 4: Use of audit tool and ‘real data’
	Theme 5: Provision of clinical support
	Theme 6: Supportive relationships
	Theme 7: Education and training

	Discussion
	Limitations of the study

	Conclusion
	Competing interests
	Authors’ contributions
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /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 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /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 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 (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. 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 for quality printing on desktop printers and proofers.  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 /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


