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ISMP CANADA

Independent nonprofit national erganization

Founded In 1999 with assistance from ISMP US and
Board of Directors

Established for:

= collection and analysis of medication error reports
and

= development of recommendations for the
enhancement of patient safety.
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Collection of Reports

To date, we have collected 11,687
medication Incidents In our database.

Voluntary reporting

s Errors, near-misses and hazardous
Situations confidential

= NON-punitive

« Front-line practitioners provide detailed,
unrestricted information on Incidents




How Error Reports are received:

1, wensite: WWW.IShip=canada.ord;

2. e-mall; Inie@Ismp-canada.ord

3. Phone: 1-866-54-ISMPC [47672] or
416-480-40909.

ISMP Canada guarantees confidentiality and
security of information received. ISMP
Canada respects the wishes of the reporter as
to the level of detail to be included in
publications.




How Error Reports are received:

AUA Lyze-ERR®

Version 2.7.0.3

ismp

CANADA

The parmission to use the Taxonomy of Medication Errors copyrighted by the
Mational Coordinating Council for Medication Error Reporting and Prevention
in this program Is gratefully acknowledged.

Copyright 2002,2003 ISMP Canada. All rights reserved.

Supported by MOHLTC for facilities in Ontario
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ISMP' Canada Programs
cont’d

Analyze-Err

Medication Safety Support Service
s Potassium Chloride
= Narcotics

Medication Safety Self-Assessment
Fellowship program- new.
Education/ Presentations




Analysis and Recommendations
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Analysis and Recommendations
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Other Initiatives:

Journal publications on medication safety
« CMAJ, CACCN, CHSP

IHospital News - monthly article

Collaborations:

= Organizations, associations, pharmaceutical,
manufacturers, provincial and federal
governments




Relationships Between Med
Errors, Potential ADEs and
ADESs

Medication Non-
Errors Pot Preventable
ADES ADEs
DRs)
Preventable

ADEs




United States
IOM (1999): To Err Is Human

Hospital medical errors Kill
44.,000-98,000 people per year:

“More people die from medical
errors each year than from
suicides, highway accidents,
breast cancer, or AIDS.”

“These stunningly high rates of medical
errors - resulting in deaths, permanent
disability, and unnecessary suffering -
are simply unacceptable in a system
that promises to first ‘do no harm’.”

Willlam Richardson




Preventable medical mistakes cause more deaths
per year than car accidents, breast cancer or AIDS

Deaths per Year

43,458 42,297

Preventable Car Acmdents Breast Cancer
Medical
Mistakes

Source: The Institute of Medicine: To Err is Human: Building a safer health system, 1999. Additional estimates from the
Centres for Disease Control and Prevention, National Vital Statistics Reports, Vol. 47, No. 25
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Comparisons to Other Industries:
What if we had 99.9% Accuracy?

2 unsafe landings at O'Hare
Alrport/ day

16,000 pieces of mail lost/ day

32,000 bank cheques deducted
from the wrong account each
HOUR!

(Deming, 1987)




One specialist says:

JuLy 2, 2001
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Incidence Erom Other Chart
Review Studies

Country N Charts Year Incidence Preventable?
0] WA=

Australia 14,000 1995 16.6% 91%

USA (Utahi 15,000 1999 2.9%

& Colorado)
England 1014 2001 11.7% 50%

NEW, 1326 2001 10.7% 71.8%
Zealand

Denmark 1097 2001 9.0% 40.4%
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Canadian Adverse Events Study.

Baker GR, Norton PG, Flintoft V, et al.
CMAJ. 2004;170(1):1678-1686.

Available online at www.cmaj.ca

Adverse Event

“an unintended injury: or complication
that results in disability at the time of
discharge, death or prolonged hospital
stay and that Is caused by health care
management rather than by the

patient’s underlying disease process.”
(p.1679).




Canadian Results

7.5% (or 187,500) patients in Canadian
hospitals were seriously harmed by thelr
care.

As many as 9,250 to 23,750 people died In
a Canadian hospital as a result of medical

Errors.

3 7% of adverse events were determined
to be preventable.




Related Adverse Events

Table 5: Procedures or events to which AEs were related,
# 1 by service most responsible fer delivery of care at time of AE

hhost respons serice; no, of AFs

S u rg i Cal — 34 . 2 % Type of procedure or event® ."-1-5--:|i-:..i ne  Surgery Clr.h:-rl' le_tjl

Surgical

Ohhert

#2
Medication and

Fracture

= Anesthesia-related event i
fluid-related =
Total 162 185 13

2 3 . 6 % *Phyyel clan redewers could anr buie events bo more than 1 type of procedune.

tincludes dentistry and aral zurgery, nurang, astecpathy, phaimacy, physotherapy and podiairy.
FAEs not covered In previows caiegorks ie.g., bums, falk.

G5ystem events Include AEs that cannot be anrbuied v an indradual or speciiic source eg.,
communication, eporirg. lad: of equipmenn.
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Other Canadian Studies

= Forster AJ et al. Ottawa Hospital Patient Safety
Study: Iincidence and timing ofi adverse events
In patients admitted to a Canadian teaching
hospital CMAJ 2004 ; 170(8): 1235

Forster AJ et al. Adverse events among
medical patients after discharge from hospital.
CMAJ 2004 ; 170(3): 345

Gurwitz JH et al. The Incidence of adverse drug
events In two large academic long-term care
facilities. AMJ 2005; 118: 251-258




James Bagian, Anesthesiologist, space shuttle
astronaut involved in the analysis of the
Challenger explosion

“Just telling doctors and nurses to be
more careful won’t do much. We need to
change the systems that allow errors to
happen”.

Scientific America May 2000 New and analysis : Medicine




Human Error Rates With Selected Activities

Activity* Rate of
Human Error**

General error of commission for example, misreading a label 3/1000

General error of omission in the absence of reminders 1/100

General error of omission when items are embedded in a 3/1000
procedure for example, cash card is returned from cash
machine before money is dispensed

Simple arithmetic errors with self checking but without
repeating the calculation on another sheet of paper

Monitor or inspector fails to recognize an error

Staff on different shifts fail to check hardware condition
unless required by checklist or written directive

General error rate given very high stress levels where
dangerous activities are occurring rapidly

* Unless otherwise indicated, assumes the activities are performed under no undue time pressures or stress.
** (# of errors / # of opportunities for the error)

Adapted from Nolan TW. System changes to improve
patient Safety' BM‘J 2000’328@%%?()JaZJVIEZZa%nNrQJ@Q Canada®




Swiss Cheese Model

Barriers & Safeguards Poor Lighting  pgqrly Designed
against Errors Storage facility

A

Multiple Demands
on Attention

- b Poorly Designed
Patient - Drug gackaging

receives ; Poorly Designed >—
wrong drug Order Forms Latent
Failures
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Making Health Care Safer

Key steps:
that Improeving safety is a

Improve the of errors and near
misses
Increase focus on

Gain greater about safer
systems — much already exists

IS heeded on all levels
G R Baker & P G Norton




Recognize that Improving Safety
IS a Priority.

National
= CPSI: Safer Healthcare Now! — Medication reconciliation

« Canadian Medication Incident Reporting and Prevention
System (CMIRPS)

= Canadian Counclil on Health Services Accreditation
(CCHSA) include patient safety goals

Provincial (MOHLTC)

« ISMP Canada — Medication Safety Support Service (KCl,
Opioids, next anticoagulants)

— EMS / LTC / Community Pharmacy
= Patients (OHA)




CCHSA Patient Safety Goals
NE Vg

Culture
Goal 1: Create a culture of safety within the
organization

Communication

Goal 2: Improve the effectiveness and coordination
among care/service providers and with the
recipients of care/service across the

continuum

Medication Use

Goal 3: Ensure the safe use of high risk medications

Goal 4: Ensure the safe administration of parenteral
medications



5. Improve Reporting of Errors
and Near Misses




Incident Reports
As Safety Measures

Method AE/1000 admissions
Incident Reports 5
Retrospective Chart Review {0

Stimulated Voluntary Reports {0
Computer Flags 55
Daily chart review 85
Computer Flags and Daily review

Jha J Am Med Inf Assoc 1998:5:305
O'Neil Ann Int Med 1993:119:370




anada Is an Independent
Canadian nonprofit agency
established for the collection and
analysis of medication error reports
and the development of
recommendations for the CANADA
enhancement of patient safety.

e Healthcare Insurance
Reciprocal of Canada (HIROC) s a

—
—
member-owned expert provider of
I ’ m H I R o c professional and general liability
coverage and nsk management
e

support.

ISMP Canada Safety Bulletin

Volume 2, Issue 4

April, 2002

SENTINEL EVENT WITH STERILE WATER - LESSONS SHARED

Hospitals are urged to review their storage conditions and supply
processes for selected sterile water preparations.

ISMP Canada has recently received an error report describing
accidental mtravenous mfuston of sterile water, mstead of the
mtended normal saline solution. Unfortunatelv, close to 600 mL

3. The one-litre Stenle Water for Injection product had been
used as an alternate to other stemle water products
(inhalation and 1rrigation solutions) as a result of previous
back-orders with the sterile water products. This resulted
ncreased avatlability of the product i the hospital.

Bulletin excerpt

© Institute for Safe Medication Practices Canada®




3 reports

2 hospital
1 ambulance

several reports
1 death
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Increase the Focus
on System Changes




Typical Medication Error Response

“l should have read the label.”
“This has not happened before.”

“This Is unlikely to happen again.”

Physician who reported a medication error

© Institute for Safe Medication Practices Canada®




Culture Change

Need to dispel the
belief that healthcare
WOrKers are or can be
perfect




High Alert Medications

“High-alert medications are
drugs that bear a
heightened risk of causing
significant harm when they
are used In error.”

From the ISMP Medication Safety Alert!, October 16, 2003 , Survey on high-alert medications - Differences
between nursing and pharmacy perspectives revealed




Examples ofi High-Alert
(Risk) Medications

hypertonic IV heparin & oral
solutions warfarin

IV potassium neuromuscular

(phosphate & blocking agents

chiorige) insulin & oral
all narcotic hypoglycemics

medications | inotropic medication
chemotherapeutic (e.g. digoxin)

agents




Reality of Health Care
Environments

Cognitive overload
Workloads
Multitasking
Interruptions
Miscommunication

Difficult
technology




Figure 2. Cognitive pathway for RN #1
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Figure 1. Link analysis for RN #1
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Table 1. Interruptions for single RN observation (RN#3)

Cognitive
stacking
Description of Nursing measure:
Interruption | Time interruption Location Type process |# activities
1 0734 |Unit Clerk inquiry |Nurses desk |Delay N/A 6
2 0808 |Paged Patient room |Disrupt direct |Intervention 10
3 0852 |RN ingquiry Nurses desk |Disrupt Intervention | 18
indiract |
4 0853 |Patient inquiry Nurses desk |Disrupt Intervention 19
indirect
5 0935 |MD rounds Patient room |Disrupt direct |Intervention 18
& 0841 |Paged Patient room  |Disrupt Intervantion 18
Indirect
7 0857 |Answers phone  |Patient room |Delay MNJA 17
8 1010 |Responds to Hallway Delay N/A 17
patient call out
g 1014 |Computer Patient oom |Delay N/A 17
malfunction l
10 1021 |Unit Clerk report  |Nurses desk  |Disrupt direct |Planning 17
11 1104 |MD inquiry Nurses desk |Disrupt direct |Planning 19
12 1105 |Unit Clerk inquiry |Nurses desk |Delay N/A 18
13 1238 |Computer Patient room  |Delay N/A 14
malfunction
14 1248 |Paged Patient room |Delay N/A 14
15 1358 |Patient inquiry Hallway Delay N/A 156
16 1451 |Unit Clerk report  |Nurses station |Delay N/A, 11

Practices Canada®



Confirmation Bias

It leads one to “see” information that
confirms our expectation rather than

to see Information that contradict our
expectation.
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Medication Errors- a new way
of thinking

Who did it? "= What allowed It?

Punishment === Thank you!

Errors are rare ==—== Errors are everywhere

Add more layers === Simplify/standardize

Calculating error === No thresholds
rates




Gain Greater Knowledge

About Safer Systems




Human Factors Engineering

Research and practical applications
designed to Improve the interface of
humans with systems

Develops practical design principles that
account for the psychological and physical
characteristics of people




Principles

Reduce or eliminate the possibility of
errors

Make errors visible

Minimize the conseguences ofi errors




Rank Order ofi Error Reduction Strategies

Forcing functions and constraints
Automation and computerization
Simplity, standardize and differentiate

Reminders, check lists and double check
systems

Rules and policies
Education

Information
Punishment (no value)




Applying Error Reduction
Strategies
1. Forcing functions and constraints

Medication

‘Sstem safeguardsto prevert
error induced infury with
potassium dhloride’

IZMP Canada, Ontario Hogital Az=odation & the
Ortario Minidry of Heath and Long Term Care




Man’s death after drug error to be probed

Constraint:

Hydr

omorphone 10

mg was removed

) 4 serious medication error”
that may have caused a patient’s
death.

T'he 69-year-old man, who was
not identified, died after being
treated at the Red Deer Regional
Hospital Centre for a chest injury
from a horseback riding accident

on Sunday.

“This is a tragedy. Our first con-
cern and attention indeed is to this
familywho. . . are grieving and very
distressed at what has happened,”
said David Dawson, vice-president
of medicine for the David Thomp-
son Health Region.

"We also, of course, are very
much concerned to make sure we
take the immediate actions that are
needed to reduce to an absolute
minimum the likelihood that any-
thing like this may subsequently
occur.”

The caseis the third knowndeath

‘e Wrong narcotic
orse-riding accident

from a drug mix-up in Alberta this
year.

The man, who was brought in by
ambulance but was in stable condi
tion, was X-rayed and observed in
the hospital’s emergency room for
a few hours. Before being dis-
charged, he was prescribed 10 mil-
ligrams of morphine for pain.

However, a nurse instead inject-
ed him with 10 milligrams of hydro-
morphone — an amount consid
ered an overdose, The medication
is a highly concentrated narcotic
that can slow breathing and is nor-
mally used in palliative care.

“The two drugs have a similar
name, they look very similar. There
are a number of factors that could
have led to the error,” said Denise
McBain, the health region's senior
vice-president and chief operating
officer.

The mistake was discovered
about an hour after the injection,
and about 30 minutes after the man
left with his family, when the ER
shift changed and staffdid a routine
narcotic count,

A phone message was quickly left
instructing the patient to go to hos-
pital immediately.

However, as the man and his
family drove home, his condition
“deteriorated very quickly,” Dr.
Dawson said.

He died after arriving at a hospi-
tal in Innisfail, south of the central
city of Red Deer, despite the use of a
drug to combat the effects of hydro-
morphone.

The “very experienced” nurse
who made the mistake was put on
indefinite paid leave and feels terri-
ble, Ms. McBain said.

Officials stressed that they will
not know whether the mistake re-
sulted in the man's death until the
medical examiner's final report is
available in about 10 days,

“The evidence is not all in and
therefore | think it would be unfair
to conclude what the cause of death
is," Dr, Dawson said.

Alberta Health Minister Gary Mar
told reporters he will work with the
health region to ensure such an er-
ror does not happen again.

Ms. McBain said an independent
team of experts from outside Alber-
ta will be asked to conduct an inves-
tigation and issue public recom-
mendations




Applying Error Reduction Strategies

2. Automation and Computerization:

CPOE




Applying Error Reduction
Strategies

Simplify, standardize and differentiate

= Bedrock Human Factors Principles

reduce steps and interfaces
Call 911

= Standardize processes and procedures
Airline industry.
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Standardization
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Standardize Order Communication

Use leading zero (0.1 mg not .1 mg)
No trailing zeros (1 mg not 1.0 mg)

Avoid nonstandard abbreviations (“U” for
unit, g.d., drug name abbreviations such as
HI\/IS”)




Differentiate

vincristine HH vINCRIStIne

vinblastine

VINBLASTINne




Applying Error Reduction Strategies

Independent double checks & other
redundancies




Where Medication Errors Occur...
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Independent Double Checks:
Woerking Definition

An Independent Double Check Is a

Process In whichia second
practitioner conducts an individual
verification.




Independent Double Checks

Common In
other Industries |
R,

o
S

Acknowledges complex and high risk
systems and that practitioners are human,
and therefore fallible




Independent Double Checks

Research show that people find 95% of
mistakes when double checking the
Work of others

Grasha et al. Process and Delayed Verification Errors in Community Pharmacy. Tech
Report Number 112101. (2001) Cognitive Systems Performance Lab




It Reduces the Probability of
Error




Expectation of the 5 Rights

Right drug
Right patient
Right dose
Right route
Right time

These are desired
outcomes but do not
provide standardized
process on how to
achieve them




Patient Safety.

MEASURING PATIENT SAFETY

Interventions to PREVENT errors

O Medical Product Design

(IV tubing, pumps, monitors, drug packaging & labels, medical
records)

O Work Environment Design (Architecture, Work
Station Design)

L Task or Process Design

Interventions to
MAKE ERRORS
errors VISIBLE and
REDUCE HARM

O Close Call Reporting

O Checks (auto or manual)
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Patient Safety.

MEASURING PATIENT SAFETY

Interventions to MAKE

_ ERRORS errors
Interventions to PREVENT errors VISIBLE and

REDUCE HARM

Reporting Checks
Prevent
Analyze & understand immediate
errors to develop harm
Interventions

i
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% Why do we need independent double
checks?

(&= Front line staff work with:

High Stress Environment

High Risk Druas

Poorly designed Order Forms ~ _ @

Poorly desighed Packages & Labels!

Poorly designed Pumps
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Infusion Pumps

KEYHOLE
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Looking Through the Keyhole

Underlying
Programming
Sequence
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Looking Through the Keyhole

INFUSION PUMP




ISMP. Canada Medication Safety
Support Service (MSSS) —
Supported MOHLTC

This is an example of an existing PCA order form. This order form was NOT evaluated. Only
the Independent Double Check CHECKLIST was evaluated in the usability test.

Doctor’s Order Sheet
. N Focus of
AnesthesialAcute Pain Service | usability
Patient Controlled Analgesia (PCA) Orders | test
[ ALLERGIES: N o )

5. Rules and

While on PCA device, the patient is to receive No further supplemental Narcoti :s or other
CNS depressants unless approved by the Anaesthesia/Acute Pain Service.

Policies

Patient Name?

Syiinge viuy ¢
Syringe Conc?
Programmed Conc?
Micro- or Milligram?
vose?

Lockout?

* bring to point of care e —

MONITORING:
i) Two RIN's will check and verify the initial PCA

aticn Score of 3 (somnolent, difficull to rouse) or i patien
Inadequate pain control (eg: Pain score greater than 4 out of 10).
If four hour limit of drug dose is reached before 4 hours has elapsed.

If side effects of slow respiratory rate, hypotension or somnclence occur, STOP PCAPump |
immediately and inform attending service as well as Acute Pain Service. 5
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Independent Double Check

CHECKLIST

Patient Name?

Syringe Drug? Independent
SIS Double Check

Programmed Conc?
Micro or Milligram? Tool

Dose?
Lockout?

O
a
a
O
O
a
a
d

Four hour limit?

X

signature
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Applying Error Reduction Strategies

Culture and Communication

6. Education and Information
Educating staft:

System-based causes of medication errors

Hierarchy of effectiveness of error
prevention strategies

Bring patients and family into the
medication-use process




_Leadership Needed

“Culture of Safety” = FOUNDATION
Making safety a priority (quality, outcomes)

Eliminate use of “error rates” as a measurement
tool

Use of meaningful error tracking methods

Proactive approach
= Failure Mode and Effects Analysis (FMEA)

= Learning from each other (internal, external, outside
healthcare)

= High reliability organizations




What Nurses Can Do?

Cultivate a culture of safety

= Report errors/ hear misses/ hazardous
conditions

=« Learn and talk about errors in your system
Ensure orders are complete

Authority gradient challenge

Avoid use of dangerous abbreviations
(telephone or verbal orders, MAR, PCP)

Embrace patient/ family into process

Cohen MR. Medication Errors. Causes, Prevention, and Risk Management; 9.1-11.19.
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What Nurses Can Do?

Avoid work-a-rounds
Read- back orders (e.g., “five zero”)
ndependent double checking

_earn and apply system-based
strategies

Be vigilant

Trust your intuition: “if It doesn’t feel
right, It probably isn’t”




“Technically the biggest ‘safety
system’ In healthcare is the
minds and hearts ofi the
workers who keep
Intercepting the flaws in the
system and prevent patients
from being hurt. They are the
safety net, not the cause of
Injury”.

Don Berwick, IHI





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Photoshop 5 Default CMYK)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /UseDeviceIndependentColor
  /DoThumbnails false
  /EmbedAllFonts false
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (Photoshop 5 Default Spaces)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
    /Arial-Black
    /Arial-BoldItalicMT
    /Arial-BoldMT
    /Arial-ItalicMT
    /ArialMT
    /ArialNarrow
    /ArialNarrow-Bold
    /ArialNarrow-BoldItalic
    /ArialRoundedMTBold
    /CourierNewPS-BoldItalicMT
    /CourierNewPS-BoldMT
    /CourierNewPS-ItalicMT
    /CourierNewPSMT
    /TimesNewRomanPS-BoldItalicMT
    /TimesNewRomanPS-BoldMT
    /TimesNewRomanPS-ItalicMT
    /TimesNewRomanPSMT
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /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
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /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
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /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)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [300 300]
  /PageSize [612.000 792.000]
>> setpagedevice


