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Abstract
By 2020 mental illness will be one of the 5 most common illnesses causing morbidity, mortality and disability among youth. At
least 20% of Canadian youth have a psychiatric disorder the impact of which can dramatically alter their life trajectory. Focus
on the factors contributing to this problem is crucial. Lack of coordination between child and adolescent mental health
systems (CAMHS) and adult mental health systems (AMHS) and consequent disruption of care during this vulnerable time of
transition is one such factor. Reasons for and the impact of this divide are multilayered, many of which are embedded in
outdated, poorly informed approaches to care for this population in transition. This paper considers the etiology behind these
reasons as potential foci for change. The paper also briefly outlines recent initiatives ongoing in Canada and internationally that
reflect appreciation of these factors in the attempt to minimize the gap in service provision for youth in transition. The need to
continue with research and program development endeavours for youth with mental illness whereby access to services and
readiness for transition is no longer determined by age is strongly supported.

Currently, a quarter of the world’s population comprises

persons aged 10 to 24 years, the largest of this age group

in history.1 While definitions of age boundaries vary, it is

clear that investment in the health of children and promoting

physical and mental wellness in adolescents (ages 10-19

years)2 and specifically youth (ages 15-24 years)2 is a

positive global strategy towards enhancing community

wealth, human rights, and social change.1,3 With improve-

ment in morbidity and mortality of infancy and early child-

hood, there is now growing concern about youth in terms of

their mental, sexual, and physical health.1,2,4,5 In regards to

mental health, more than 70% of psychiatric illnesses that

carry significant morbidity risks in adulthood have their

onset in childhood and adolescence.6-8 In Canada, at least

20% of youth have at least one diagnosable psychiatric dis-

order with associated high rates of comorbidity such as

homelessness, crime, and substance abuse.4,7,9 By 2020,

mental illness is projected to be one of the 5 most com-

mon causes of morbidity, mortality, and disability among

young people worldwide,10,11 drastically affecting youth’s

ability to lead productive lives. Consequently, youth men-

tal health is thankfully a central focus of many emerging

international health agendas, recognising that investing in

identifying and addressing the mental health needs of this

vulnerable group is a key strategy to enhancing health

worldwide.12

Among the factors within health care systems that have

been identified as potentially having a negative impact on

mental health outcomes is the lack of coordination linking

childhood to adult mental health systems and the consequent

disruption of care for youth transitioning within this

divide.3,4 More specifically, driven by a historical,

systems-driven bifurcation of child/adolescent and adult

mental health services (CAMHS and AMHS, respectively)

and during a time when young people are most vulnerable to

mental ill-health impacts13 and at highest risk for a decline in

service utilisation,14 adolescents who have reached an artifi-

cially determined transition age are no longer amenable to

services because they have “aged out” of the CAMHS sys-

tem. This health systems–related determinant of health has

been identified as a significant shortcoming in Canada,4,15-18

the United Kingdom,19-21 Australia,22 and the United

States.14 As a Canadian child/adolescent clinician working

with youth with serious and persistent mental illness (SPMI)

requiring mental health care across the life span who has

witnessed the negative consequence of poor transition, an

informed appreciation of the issues contributing to this

divide is warranted.
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Research does demonstrate that most professionals, care-

givers, and youth experience challenges with the transition

process,23,24 with many youth becoming lost to ongoing care

in the course of transition and consequently at risk for heigh-

tened morbidity associated with their illness.19,25 Commonly

identified outcomes include disengagement, dropout, and

consequent crisis-driven connection with AMHS at points

of heightened illness severity, costly both to the young per-

son and the system.19,26 Many adolescents are not referred to

AMHS or alternatively not accepted at AMHS despite hav-

ing identified mental health needs and associated impair-

ment.19,26-28 It is suggested that contributing factors are

manifold, leading to misperception on all parts of what ser-

vices are available at AMHS and misunderstanding of the

serious nature of early onset mental illness and the need for

ongoing care across the life span.19,24,26 Furthermore, the

expectation that adolescents and their families can navigate

the transition to AMHS in all its complexities without

embedded supports and without coordination of care paths

is poorly informed. Concerns expressed by adolescents with

chronic medical and psychiatric illnesses include a lack of

readiness, the experience of loss leaving pediatric services,

feeling ill-prepared to navigate the AMHS, and lacking skills

necessary to manage their own illness, let alone navigate

transition.17,24,29,30 Families have reported feeling isolated

from the care of their loved one upon entering AMHS and

helpless when denied access to information secondary to

more stringent adherence to confidentiality parameters and

privacy issues in AMHS.4,30 Both CAMHS and AHMS clin-

icians, psychiatrists, and managers report anxiety and lack of

confidence in their own skills and training as it pertains to

caring for patients in the transition process.24,30

It appears the issues at the root of this problem are several

and overlapping. One factor cited is the differing education

and training and consequent culture and attitude between

CAMHS and AMHS staff surrounding the construct of ado-

lescence and related readiness as it applies to transition.23,24

The relatively new child and adolescent psychiatry subspe-

cialty has the adolescent phase of life as a focus.22 However,

the separation of training and resulting differing approaches

to diagnosis and treatment for CAMHS and AMHS clini-

cians may serve to further the cultural divide among the

specialties,24 promoting the silo approach to care among the

2 services that exists in most developed countries.4,19,31

CAMHS are perceived as more holistic in approach, includ-

ing patient, family, and external supports in the circle of

care, flexible in expectation24,25,27 but also possibly too

enabling of the patient and family, contributing to poor pre-

paration for the transition process.24 By contrast, AMHS are

perceived as crisis and medication driven, focused only on

the patient with a limited scope of external involvement.24,27

Research further supports the existence of differing atti-

tudes and pervasive misperceptions among and between the

2 services specifically regarding the adolescent phase of

life.23,24,32 More specifically, the concept of readiness in

adolescence in developed countries has been defined by

societal expectations regarding role transitions and chrono-

logical age as opposed to the biological and social experi-

ences specific to this life phase.24 In truth, at the age of

perceived readiness within health care and sometimes pain-

fully evident to those who work with them, youth are in fact

enduring transition not only from an institutional perspective

but also from a developmental (gaining independence, resi-

liency of self), social (reaching age of maturity, freedom,

heightened societal expectation), familial (separation-indivi-

duation), and psychological (gaining sense of identity and

maturity) perspective.2,3 The disparity between differing

rates of brain development between the prefrontal cortex and

the limbic system in adolescence2,32 often manifests in the

need for increased support, supervision, predictability, and

consistency, particularly in times of stress and potential con-

fusion. More important, this disparity can be magnified for

those with childhood/adolescent-onset psychiatric illnesses

whereby the symptoms of illness can further delay social,

emotional, and cognitive development.2,3,29 Potentially

related to these factors is the outcome that help seeking is

less common in youth aged 18 to 24 years requiring mental

health care, including depressed or suicidal youth, compared

to adults.33 Given that suicide is the second leading cause of

death in Canada in persons aged 15 to 24 years,34 this age is a

clear target for investigation regarding current expectations

for health care delivery. Perhaps the age of readiness regard-

ing transition should be more realistically considered as a

fluid construct, subject to change depending on environmen-

tal, social, and biological stressors of the moment and mea-

sured on an individual rather than systems-driven basis.

Continuity of services is hindered also due to generally

separated health systems with separate funding sources and

mandates of care and a lack of leadership and prioritisation

regarding transition between services.35,36 There is an iden-

tified lack of clarity regarding policy and procedures for

transition processes, differing referral criteria, and lack of

communication between systems.3,19,21,36 Given that predic-

tors of dropout from mental health services in transition

include barriers to accessing care, the perception of the rele-

vance of treatment, and the connectedness or quality of the

therapeutic relationship,4,14,17,22 earnest attention to modify-

ing such barriers is warranted.

Recent surveys of youth in transition from mental and

medical health services suggest they are not ignorant of the

issues related to this process.17,23,24,35,37,38 Indeed, most

youth have a positive attitude to health services transition.38

Surveys demonstrate that youth are aware of some of the

administrative issues such as lack of funding or extra

resources required to support the transition process.37 Youth

reportedly request more collaborative approaches to enhance

independence from pediatric care and prepare them for the

perceived complexities of the adult system.17,23 Youth report

wanting to be actively included in the transition process and

seek opportunities to develop their life skills with the support

of familiar clinicians in the pediatric setting.17,37,38 They

favor a structured transition program with improved
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coordination of services,23 reduced wait times, and stronger

patient-provider connection.37 Identified suggestions by

adolescents and families for improvement include (peer)

mentorship through the process and case management,

someone they can trust to help navigate the system,37 and

starting the transition process early.17,35-39 Fortunately, iden-

tifying suggestions for improving the interface between

CAMHS and AMHS is being promoted by policy makers

and governments in the United Kingdom,40 Australia,22 the

United States,41 and Canada.4,15,16,42,43 Moreover, the Men-

tal Health Commission of Canada within its strategic plan

has identified the need for improved access to services that

cross the continuum of care with an emphasis on improving

the experience of transitions as one of the primary objectives

for the 2017 to 2022 framework for action. This includes

working towards bridging the current policy-practice gap

reflected in the lack of clearly delineated guidelines to sup-

port an improvement process for mental health transitions.44

Progress has been seen with and without governmental

support in the development of unique and innovative plat-

forms of care provision in the attempt to target the needs of

youth in transition. Australian youth, for example, have

access to Headspace, a large-scale government-funded, pri-

mary care clinic model targeting ages 12 to 25 years.21,31

Service is multidisciplinary, spanning medical and psychia-

tric needs within a stigma-free environment. Clinics are

intended to be youth friendly and highly accessible, with

close links to external resources such as schools, providing

a portal to more intensive care for those at high risk for severe

and persistent psychiatric illness in a stepped-care model.

Evaluation of Headspace, while initially positive, is ongoing.

Access rates remain lower than expected, and outcomes for

young adults with SPMI are under review with intent to

redefine and adapt the model after further evaluation.45

Ireland established Headstrong, a National Centre for

Youth Mental Health, supported by an autonomous charita-

ble organisation funded through public-private partnership.

Headstrong created Jigsaw, a new model of service delivery

for youth with mental ill health.31,45,46 Currently, 10 Jigsaw

sites provide open-access, multidisciplinary care targeting

young adults aged 12 to 25 years with mild to moderate

mental health and addictions needs. Evaluation of this ini-

tiative is also under way.46

In Birmingham, England, Youthspace clinics were created

for youth aged 16 to 25 years, supported by the mental health

foundation trust in the area with a focus on improving transi-

tion from CAMHS.47 Initiatives included improved commu-

nication and direct access between AMHS and CAMHS with

youth-specific pathways for care in the AMHS system. Based

on the success of this initiative and with widespread political

support, a new 0- to 25-year service has been commissioned

to offer youth a range of multidisciplinary expertise with

emphasis on early identification of serious mental illness and

reportedly a true life span approach to care.31,45,47

Closer to home, in Ontario, the first pilot of an innovative

shared management model called the Youth Transition

Project was evaluated.18 In this model, CAMHS and AMHS

providers worked together with the youth and family to

develop individualised transition care plans to meet the

needs of the patient. A transitions coordinator acted as a

systems navigator through the process. Results were positive

in regards to transition wait times, with 60% making a con-

nection with AMHS.18 More recently in Canada, we have

seen the development of exciting strategic initiatives in ado-

lescent mental health research. The Adolescent/young adult

Connections to Community-driven Early Strengths-based

and Stigma-free services network (ACCESS) and the Youth-

Can IMPACT project are examples of elegantly designed

research endeavours aimed at generating evidence for con-

tinuous service improvement upon unique and current

models of care delivery for youth.45 Objectives of the sepa-

rate models are improved earlier access to care for youth and

continued service delivery across the age spectrum. Both

efforts are youth/family informed and will use randomised

controlled designs (RCTs) to test the feasibility (clinical,

economic, and practical) of the efforts to ultimately design

a relevant and sustainable evidence-informed transformed

youth mental health service.

Initiatives such as these are exciting in that they promote

even incremental change parallel to and within current sys-

tems that is transparent and evaluated by stakeholders,

including youth. Implementing changes without intent for

early appraisal runs the risk of promoting poorly informed,

costly (on many levels) endeavours. However, waiting for

evidence for the ideal of “optimal transition” without a con-

tinuous improvement approach is unrealistic and untimely,

and it risks years of poor outcomes for youth. The early

psychosis program (EPP) movement, often heralded as pio-

neers in promoting seamless transitions for persons with

chronic SPMI, achieved a philosophical shift in the concep-

tual framework of chronic early onset psychiatric disease

over 2 decades of work. The gradual yet persistent approach

adopted by EPP stakeholders has ultimately shaped the unre-

lenting acceptance of the positive impact of the provision of

early and seamless care for youth with psychotic disorders.

Certainly in this example, patience, diligence, and insidious

implementation of even small ideological change proved

useful and ultimately successful.

Success of this and any effort, however, requires clin-

icians and managers of both CAMHS and AMHS to adopt a

shared responsibility for success of our youth requiring

mental health care.24 Without solid and unremitting dedi-

cation notwithstanding systems-level barriers, to eliminate

the policy-practice gap in this area, even (perceived)

“optimal” initiatives will fail. Recognition of the scope of

the problem and potential positive impact of change and

commitment on the part of all stakeholders (patient, family,

psychiatrist, clinicians, manager, and government) is essen-

tial to effecting any difference. Education in this area in

terms of adolescent brain development and psychiatric ill-

ness as it occurs across the life span must start earlier with a

focus on inspiring desire and skill in new clinicians to lead
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ongoing change in this area. Furthermore, adopting a trans-

parent approach regarding the process of transition earlier

will help to prepare the youth and family for transition as

they age, promoting resilience to face the process as it

occurs. Finally, continuous evaluation of and learning from

new models in terms of strategies that do promote positive

outcome for youth is essential.

Adolescent health is a young discipline, the current deter-

minants of which are only recently being appreciated.2 For

adolescents with mental illness, the path to adulthood can be

fraught with extra challenges that could contribute to further

impairment over time. For those of us working with these

youth, at the precipice of the gap, the realities outlined in this

article are challenges that at times leave one feeling helpless.

The systems-driven transition process from CAMHS to

AMHS is one such challenge, poor navigation of which can

lead to poor health outcomes.2,4 The need for enhanced

understanding and development of better models of transi-

tion within mental health care for youth is not debatable.

Progress has been seen, but ongoing work is needed to

delineate best practice leading to elimination of the current

policy-practice gap. Ultimately, working towards a model of

service delivery that supports the concept in all its facets

(clinical, education, research, advocacy) whereby readiness

for transition is no longer determined by age will undoubt-

edly best service this population, their families, and care-

givers as we all prepare to navigate the transition to

adulthood with resilience and confidence.
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23. Muñoz-Solomando A, Townley M, Williams R. Improving

transitions for young people who move from child and adoles-

cent mental health services to mental health services for adults:

lessons from research and young people’s and practitioners’

experiences. Curr Opin Psychiatry. 2010;23(4):311-317.

24. McLaren S, Belling R, Paul M, et al. ‘Talking a different lan-

guage’: an exploration of the influence of organizational cultures

and working practices on transition from child to adult mental

health services. BMC Health Serv Res. 2013;13:254-263.

25. McDonagh JE, Viner R. Lost in transition? Between pediatric

and adult services. Br Med J. 2006;332(7539):435-436.

26. Singh SP, Paul M, Ford T, et al. Process, outcome and experi-

ence of transition from child to adult mental healthcare: multi-

perspective study. Br J Psychiatry. 2010;197(4):305-312.

27. Cosgrove EM, Yung AR, Killackey EJ, et al. Met and unmet

needs in youth mental health. J Mental Health. 2008;17:618.

28. Richards M, Vostams P. Interprofessional perspectives on tran-

sitional mental health services for young people age 16-19

years. J Interprof Care. 2004;18(2):115-128.

29. Sharma N, O’Hare K, Antonelli R, et al. Transition care: future

directions in education, health policy, and outcomes research.

Acad Pediatr. 2014;14(2):120-127.

30. Tuchman LK, Slap GB, Britto MT. Transition to adult care:

experiences and expectations of adolescents with a chronic

illness. Child Care Health Dev. 2008;34(5):557-563.

31. McGorry P, Bates T, Birchwood M. Designing youth mental

health services for the 21st century: examples from Australia,

Ireland and the UK. Br J Psychiatry Suppl. 2013;54:s30-s35.

32. Blakemore SJ, Burnett S, Dahl RE, et al. The role of puberty in

the developing adolescent brain. Hum Brain Mapp. 2010;

31(6):926-933.

33. MacKinnon N, Colman I. Factors associated with suicidal

thought and help seeking behavior in transition aged youth

versus adults. Can J Psychiatry. 2016;61(12):789-796.

34. Bennet K, Rhodes AE, Duda S, et al. A youth suicide preven-

tion plan for Canada: a systematic review of reviews. Can J

Psychiatry. 2015;60(6):245-257.

35. Tobon J, Reid G, Brown J. Continuity of care in children’s

mental health: parent, youth and provider perspectives.

Community Ment Health J. 2015;51(8):921-930.

36. Embrett M, Randall G, Longo C, et al. Effectiveness of health

system services and programs for youth to adult transitions in

mental health care: a systematic review of academic literature.

Adm Policy Ment Health. 2016;43(2):259-269.

37. Gilmer TP, Ojeda VD, Leich J, et al. Assessing needs for

mental health and other services among transition-age youths,

parents, and providers. Psychiatr Serv. 2012;63(4):338-342.

38. Moons P, Pinxten S, Dedroog D, et al. Expectations and

experiences of adolescents with congenital heart disease on

being transferred from pediatric cardiology to an adult con-

genital heart disease program. J Adolesc Health. 2009;44(4):

316-322.

39. Paul M, Street C, Wheeler N, et al. Transition to adult services

for young people with mental health needs: a systematic

review. Clin Child Psychol Psychiatry. 2015;20(3):436-457.

40. Royal College of Psychiatrists. Building and sustaining spe-

cialist CAMHS to improve outcomes for children and young

people: update of guidance on workforce, capacity and func-

tions of CAMHS in the UK; 2013. College report number:

CR182. London, UK: RcPsych Publications.

41. Gilmer TP, Ojeda VD, Fawley-King K, et al. Change in mental

health service use after offering youth-specific versus adult

programs to transition-age youths. Psychiatr Serv. 2012;

63(6):592-596.

42. Government of Alberta. Positive futures optimizing mental

health for Alberta’s children & youth: a framework for action.

Alberta (Canada): Government of Alberta; 2006. Available

from: http://www.health.alberta.ca/documents/Mental-Health-

Framework-Child-06.pdf. Accessed February 15, 2016.

43. Kirby Report. The standing senate committee on social affairs,

science, and technology. out of the shadows at last: transform-

ing mental health, mental illness and addiction services in

Canada. Ottawa (ON): Parliament; 2006. Available from:

http://www.parl.gc.ca/content/sen/committee/391/soci/rep/

rep02may06-e.htm. Accessed February 15, 2016.

44. Mental Health Commission of Canada. Advancing the mental

health strategy for Canada: a framework for action (2017-

2022). Ottawa (ON): Mental Health Commission of Canada;

2016.

45. Malla A, Iyer S, McGorry P, et al. From early intervention in

psychosis to youth mental health reform: a review of the evolution

and transformation of mental health services for young people.

Soc Psychiatry Psychiatr Epidemiol. 2016;51(3):319-326.

46. Bates T, Illback RJ, Scanlan F, et al. Somewhere to turn to,

someone to talk to. Headstrong—the national centre for youth

mental health. Dublin (Ireland): Headstong; 2009.

47. Joseph R, Birchwood M. The national policy reforms for men-

tal health services and the story of early intervention services in

the United Kingdom. J Psychiatry Neurosci. 2005;30(5):

362-365.

392 The Canadian Journal of Psychiatry 62(6)

http://www.health.alberta.ca/documents/Mental-Health-Framework-Child-06.pdf
http://www.health.alberta.ca/documents/Mental-Health-Framework-Child-06.pdf
http://Available from:
http://www.parl.gc.ca/content/sen/committee/391/soci/rep/rep02may06-e.htm
http://www.parl.gc.ca/content/sen/committee/391/soci/rep/rep02may06-e.htm


<<
  /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
  /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 /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /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 /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /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 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /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

  /CreateJDFFile false
  /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


