GGDD SAMARITAN LNN ENACTED

On May 17, 1976, Governor
Marvin Mandel signed into law new

legislation significantly changing
the so-called “Good Samaritan
Law.” Because it was emergency

legislation, the changes became
effective immediately.

The Division of Emergency
Medical Services, with the support
of all major organizations in the
State committed to improving

emergency medical care, worked

very closely with the Maryland
State legislature to formulate this
new law. The Good Samaritan Law
now provides the liability coverage
and legal safeguards necessary to
support a modern emergency care
system in Maryland.

A major provision of the law is
the release from liability for physi-
cians and hospitals relaying medical
consultation to ambulance atten-
dants via radio and/or telephone
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International EMS/Traumatology Symposium held in Baltimore (story page 4)

communications. Prior to the new

law, protection was provided only

to those persons providing treat-
ment at the scene of an emergency.

With the statewide communications

system soon to be completed, the

new provisions allow for full utiliza-
tion of its capabilities.

The law also extends coverage
to the lay person who responds to
the aid of someone in an emergen-
cy. The previous law dealt only
with those persons who normally
rendered emergency care such as
physicians, nurses, ambulance
attendants and police. The new law
recognizes the need for all people
to assist quickly and effectively in
an emergency.

There is very little judicial
precedent regarding ““Good Samari-
tan” laws since few claims for
damages against their rescuers have
ever been initiated by emergency
victims.

The intent of the Good Samar-
itan Law is to provide protection to
those persons who, to the best of
their ability, act to help someone
else without profiting in giving this
help. The complete text of the new
law follows.

(A) A person licensed by the State
of Maryland to provide medi-
cal care, who renders medical
aid, care, or assistance for
which he charges no fee or
compensation: (1) at the scene
of an emergency; (2) in transit
to medical facilities; or (3)
through communications with
personnel rendering emergen-
cy assistance is not liable for
any civil damages as the result
of any professional act or
omission by him not amount-
ing to gross negligence.

(B) A member of any State,
County, Municipal or Volun-
teer Fire Department, Ambu-
lance and Rescue Squad, or
Law Enforcement Agency
who has completed an Ameri-
can Red Cross Course in

(continued)



Advanced First Aid or its
equivalent and possesses a cur-
rent card indicating that status
as determined by the Secre-
tary of Health and Mental
Hygiene, or is certified by the
State of Maryland as an Emer-
gency Medical Technician or
Cardiac Rescue Technician has
the same immunity provided
in subsection (A)

(C) Members and employees of
Federal, State, County, or
City Governments, Hospitals,
Emergency Medical Service
Councils and Agencies which
operate as nonprofit groups
that provide support to the
Emergency Medical Facilities,
or consultant support without
charging the emergency victim
a fee for the service provided
are not liable for any civil
damages resulting from acts or
omissions not amounting to
gross negligence.

(D) A person not included in the
above categories, who without
compensation renders emer-
gency assistance at the scene
of an emergency, is not liable
for acts committed or omit-
ted, provided the person ren-
dering the aid acts in a
reasonably prudent manner
and relinquishes direction of
care of the injured person
when a person licensed or cer-
tified by the State of Mary-
land to provide medical care
or services is in a position to
assume responsibility for care
of the injured person.

THE MARYLAND FIRE AND
RESCUE INSTITUTE
ANNOUNCES
A NEW
TELEPHONE NUMBER.

301-454-5966

[38]

CPR TRAINING BEGINS IN SCHOOLS

The Division of Emergency
Medical Services, the American
Heart Association, Maryland
Affiliate, and the regional school
systems throughout the State are
developing plans to include cardio-
pulmonary resuscitation (CPR) in-
struction in the health education
curriculum of all secondary schools.
DEMS is providing the funding for
equipment and materials, the Heart
Association is training teachers to
give CPR instruction, and the com-
munity schools are providing educa-
tional facilities for this training.

How to implement the CPR
training in each region will be deter-
mined by local school officials and
local Heart Associations. For ex-
ample, some schools prefer to add
CPR at the ninth grade level, while
others prefer the tenth grade level.
In some cases, the physical educa-
tion teacher will be the primary
instructors; in others, nurses and/or
health educators. Some schools will
hold training workshops for their
teachers; in other schools, teachers
will attend CPR classes off campus.
Materials and equipment may also
vary from school to school depend-
ing on the capabilities which exist
within any given school. Whatever
the unique local arrangements,

however, the objective of the pro-
gram is to provide schools with the
capabilities of including CPR train-
ing in their health education pro-
grams and to train, on a continuing
basis, all secondary school students
in CPR.

To date, the response from
school officials has been most
encouraging, and interest in making
this training available to students
appears nearly universally favor-
able.

For further information on
this program, contact your Region-
al EMS Coordinator or your local
Heart Association Chapter.
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GEORGE
PELLETIER

s

“By George, he’s done it ™ is
probably not an expression of sur-
prise if one is speaking of George
Pelletier. For his record of leader-
ship and accomplishment in Mary-
land’s EMS Region III supports the
idea that George can not only solve
difficult EMS problems but actually
thrives on facing the challenges of a
regional coordinator.

As a regional coordinator for
DEMS, George works with all
people involved in the EMS system
— assessing regional needs and deter-
mining priorities, lending adminis-
trative support to the regional EMS
council, assisting in scheduling
nursing and physician workshops,
EMT and CRT training programs,
and meeting with EMS providers
and consumers to assure that all
components of the system in Re-
gion III function smoothly.

Although George is not a
native Marylander (he hails from
New Jersey), he certainly qualifies
as a native of Maryland’s EMS
system. Three years ago while in
Philadelphia, he packed up his pos-
sessions, and with his wife Phyllis
and his sons Scott and Mark, head-
ed for the Free State.

George arrived at Baltimore’s
Emergency Medical Services Devel-
opment, Inc. (EMSDI) with 14
years of experience in the health—
care field. He had worked with the
United States Public Health Service

as Public Health Advisor for Vene-
real Disease Control, for Emergency
Health Services, and for the Im-
munization Branch in Atlanta,
Georgia, before serving in the feder-
al Health, Education and Welfare’s
Emergency Medical Services region-
al office in Philadelphia during its
infancy stages. He then transferred
to Baltimore in the State’s Division
of Communicable Disease Control
under the direction of John
Stafford, M.D., now director of
Region III. Working with Dr.
Stafford, he saw the “opportunities
and challenges of emergency
medical services” and decided he
would make the move to EMSDI.

At that time EMSDI, a non-
profit corporation, was under
federal contract to install a com-
munications system providing
direct contact between ambulance
attendants and hospitals. That pro-
ject materialized into one of the
nation’s most sophisticated
emergency medical communica-
tions systems - ambulances and
hospitals tied together by Region
II’s Emergency Medical Resource
Center (EMRC) located at Sinai
Hospital in Baltimore.

The successful utilization of
the EMRC was due in large part to
George’s efforts as EMSDI’s
medical resources liaison and to his
current efforts as DEMS’ Region 111
coordinator. For he spent months
traveling throughout the 2,200
square miles of Region III, explain-
ing the magnitude and projected
effects of the regional communica-
tions system to the region’s 128
ambulance companies. He gained
the crucial support and cooperation
of the ambulance companies, point-
ing out how as first-responders they
would benefit from a regional com-
munications system. According to
George, many ambulance com-
panies now recognize the need for a
sophisticated communications net-
work and strongly feel their own
contribution to the system.

There were, of course, many
problems in establishing the EMRC
since no precedent for a communi-

cations system of that magnitude
existed. But George observes that
for most problems there are “‘no
overnight answers’’; they may take
many months to solve. In the mean-
time, however, he continues his
troubleshooting in the “field,”
explaining the multi-faceted aspects
of the communications system and
other EMS components to educate
the people in his Region, trying to
emphasize their mutual goal of
saving people’s lives.

According to George, Region
III, supporting 53 percent of the
State’s population, can be consider-
ed a microcosm of the statewide
EMS system, complete with many
of the problems found in other
regions of the State. With this in
mind, he notes that *“I can never
plan ahead for a typical day,
because I never know what is going
to happen when I arrive in the
office. Almost anything is possible,
from a complete system breakdown
(which 1 hope never happens) to
the malfunctioning of an individual
company’s radio.”

But it is the good days that
George emphasizes. “When 1 see a
run sheet or when someone men-
tions that the communications
system was instrumental in assisting
to save a person’s life - someone
who without the system would
have died — this is what makes it all
worthwhile . . . . All I have to do is
listen to a tape of the ambulance
attendants talking to a hospital and
receiving instructions to administer
drugs or transmitting an ECG, and I
know that I have been a part of
developing a system which is work-
ing toward saving a life.”

And perhaps what is more
important, the people of Region III
have absorbed some of George’s
thinking, for they expect an ambu-
lance or rescue squad to be highly
trained and professional to increase
an emergency victim’s chance of
survival. George feels his responsi-
bility to meet their expectations
and is working to provide Region
IIT with the best overall emergency
care possible.



MARYLAND
HOSTS

SUCCESSFUL
SYMPOSIUM

A few minutes after 6:00 p.m.
on Monday, May 10th, flying fish
were spotted in Baltimore’s Inner
Harbor, but they were not the only
things that were taking flight on
what began as a very uneventful
day for the majority of Baltimore’s
citizens.

A terrific explosion aboard the
U.S. Coast Guard Cutter S.S. Prim-
rose, less than one hundred yards
from Constellation Pier, sent five of
her crew members aloft and into
the harbor. Debris and the shock
wave from the blast also resulted in
death or severe injuries of nearly
four hundred school children,
sailors on leave and others who
were strolling on the newly con-
structed Inner Harbor promenade.
Fortunately the explosion, the
deaths, and the injuries were simu-
lated - part of an Emergency Medi
cal Preparedness Exercise coordina-
ted by the Maryland Division of
Emergency Medical Services.

After the smoke had cleared,
other objects were observed soaring
in the air - responding to the
pre-planned disaster. A Baltimore
City Police Department helicopter
landed an air traffic control officer
to guide following medevac aircraft
in the evacuation of the severely
injured to nearby specialty referral
centers. The Baltimore City Disas-
ter Plan was thus placed in effect.

Emergency rescue teams and
equipment — U.S. Army helicopters,
choppers from the Coast Guard,
U.S. Park Police and State Police,
30 ambulances, city and Coast
Guard fire boats, and an oil spill
recovery ship — all rushed to the
scene. Ambulances transferred in-
jured victims immediately to five
near-by hospitals, while other
patients were treated at the scene
by medical teams brought in from
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ambulances and rescue teams responded from the cities and the
counties, from the shore and from the mountains

almost 400 peaple were “killed or injured™ by the explosion rescue of the “injured’” was ca



“saved” many lives
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triage tags were found to be very
helpful in sorting and classifying
“wictims”’ for transport

and the International EMS/TRAUMATOLOGY Symposium was
brought to you by those wonderful people who brought yvou the
Maryland EMS system
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other Baltimore and nearby com-
munity hospitals.

Nearly 1800 spectators
watched the “‘biggest disaster ever
to strike the city”’ from the decks
of the U.S.F. Constellation and the
S.S. Nobska, moored in a sequester-
ed area, as the City’s Office of
Disaster Control, the Maryland Port
Authority, the Division of Emer-
gency Medical Services, and mili-
tary forces tested the Baltimore
City Disaster Plan. The simulated
crisis also served to demonstrate to
the spectators — including national
and international representatives —
how emergencies of such propor-
tions should be planned for and can
be handled.

The staged harbor disaster, the
largest disaster drill ever undertaken
by the City, occurred during a
three-day international symposium
on emergency medical services —
the U.S.A. Bicentennial Emergency
Medical Services and Traumatology
Conference. The event was co-spon-
sored by HEW’s Division of Emer-
gency Medical Services, the NATO
EMS Subcommittee, the Maryland
Division of Emergency Medical Ser-
vices, and the Maryland Institute
for Emergency Medicine.

The Emergency Medical Pre-
paredness Exercise, the brainchild
of Dr. R Adams Cowley, DEMS
Director, was coordinated by Paul
Marino, City of Baltimore Mayor’s
Liaison Officer of Disaster Control
and Alexander Gretes, DEMS Disas-
ter Coordinator. It tested Balti-
more’s ability to handle mass
casualties, traffic and crowd con-
trol, evacuations and public safety
during an actual disaster.

“Although a simulated harbor
disaster is not a new idea,” accord-
ing to Dr. Cowley, “‘in any disaster
exercise, like this, you try to see
where the flaws are in your
attempts to cope with the emergen-
cies, and to see what can be done in
the future to correct those
problems.”” And as Mayor Schaefer
mentioned: “You never know when
something like this is going to
happen. You have to be prepared.”
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Sudden Infant Death Syn-
drome (SIDS) is a tragic, misunder-
stood and puzzling disease, whose

only symptom is death. Each year,

almost one hundred babies die in
the State of Maryland from this
mysterious killer. SIDS, commonly
called “crib death,” presently can-
not be predicted or prevented.
There is no known cause.

An SIDS victim may have
been totally healthy or have had a
slight “cold.” Just a few days prior
to his death, the child may have
even been seen by a physician for a
check-up, or perhaps for treatment
of a cold - and absolutely nothing
unusual was found. Many of the
SIDS fatalities occur in low-income,
ethnic-minority families - the
babies of young mothers who have
had little or no prenatal care.
Deaths most frequently occur in
the winter months and between
fifty and sixty percent of the babies
have had slight colds or other minor
illnesses a day or two before their
deaths.

SIDS, commonly called “‘crib
death,” presently cannot be
predicted or prevented.

A striking fact is that death is
apparently quiet, without struggle
or sound. SIDS kills more infants
between the ages of two weeks and
twelve months than any other
disease; highest-risk infants are
second-born children, male, be-
tween two and three months old,
who may have been either prema-
ture or of low birth weight.

A typical autopsy of a crib
death shows petechial hemorrhages,
pulmonary edema and evidence of
mild upper respiratory tract infec-
tion, but no pathological condition
to explain the death.

Occurrences of SIDS (al-
though it was not known by that
term) can be traced back to Biblical
times. Because SIDS most often
occurs during sleep, through the
many centuries when infants shared
their parent’s bed, the child’s death

Many of the SIDS fatalities
occur in low-income, ethnic—
minority families -- the babies
of young mothers who have
had little or no prenatal care.

was assumed to be the result of
accidental suffocation by the
mother’s body rolling over the
baby. “Overlying” was the tradi-
tional term. The classic case is
recorded in the Bible story of the
famous judgment of Solomon in
which a woman’s child died in the
night “because she overlaid it,” and
she claimed another woman'’s child
as her own. By ordering that the
child be cut in half and shared
between the two women, Solomon
revealed the true mother to be the
one who relinquished her claim so
that the child might be spared, and
he awarded her the child unharmed.
Ancient folklore also warned
against allowing a cat in the room
with a sleeping baby, in the belief
that the cat was capable of “steal-
ing away’’ the baby’s breath.

In later years, when children
had their own bedrooms, SIDS was
thought to result from suffocation
or possible strangulation by pillows
and bed clothes, for often the
infant was found wedged in a
corner under the blankets. How-
ever, In most cases no covering,
pillow or toy was close enough to
interfere with the infant’s breath-
ing, and even if the infant was
under the bed coverings the supply
of oxygen would not be fatally low.
In some cases certain postmortem
changes, such as the appearance of
“bruises,” the coldness of the body,
or a blood froth around the nose
and mouth, led police to accuse
parents of criminal neglect or bru-
tality. We now know that these
changes are the normal result of an
SIDS death.

Although it may be too late to
do anything for the SIDS victim,
the Emergency Medical Technician
can do something for the parents.
When dealing with an infant death
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where SIDS is suspected, the ambu-
lance personnel should be aware of
the variety of responses which
parents may express. The parents
may be hysterical; they may deny
the child is dead; some parents may
not appear to be reacting at all. All
of these reactions may be consid-
ered “normal” to sudden death.
Ambulance personnel should be
able to handle the parents’ re-
actions without judging them.

highest-risk infants are
second-born children, male,
between two and three
months old . . . .

Many parents, even after being
told the results of the autopsy
which had ruled out smothering,
strangulation, or infection as a
possible cause of death, continued
to believe that they or some other
member of the family had “done
something” to the baby; even a
pediatrician, although fully in-
formed on SIDS as a medical pro-
blem, has acknowledged that she
could not escape feelings of guilt
for her own child’s mysterious
death. One mother who lost an
infant son to the syndrome wrote:
“The death of any child is heart-
breaking, but no other disease
leaves in its wake such guilt, self-
doubt, incrimination, psychosis,
and charges of criminal neglect.”

The feelings of guilt by
parents for their child’s death have
contributed to emotional break-
downs, hospitalization for mental
illness and the breakup of mar-
riages. Babysitters or relatives
caring for the child have been
blamed, and physicians who last
saw the child and pronounced him
well have also been reproached.

The Emergency Medical Tech-
nician should quickly check
for the postmortem signs . . . .

The appearance of the baby
will also need to be dealt with.

Normal postmortem changes should
not be confused with signs of
neglect or abuse. The child’s face
may be extremely distorted, and
the parents will have strong feelings
after seeing such a young, grotesque
body.

The Emergency Medical Tech-
nician should quickly check for the
postmortem signs and ask the
parents about any recent illnesses,
treatment by a doctor and medi
cines the child may have been
taking. It is important that some
attempt to revive the baby is made.
If only the baby’s pulse is checked,
the parents may be haunted by the
feeling that if some treatment
would have been tried, perhaps the
baby would have lived. This does
not mean resorting to extreme mea-
sures; in addition, any ‘“‘extra
efforts” that might be made should
not present the family with a false
sense of hope. There is an extreme-
ly delicate balance that must be

When dealing with an infant
death where SIDS is sus
pected, the ambulance person-
nel should be aware of the
variety of responses which
parents may express.

maintained. Transporting the infant
to a hospital is encouraged. Compe-
tency in handling the situation and
in knowing the routines to be fol-
lowed is extremely important in
aiding the victim’s family in dealing
with the infant’s death.

Of course, many of the pro-
blems are beyond the scope of
first-contact personnel; however,
there is additional help. In 1974,
the Sudden Infant Death Syndrome
Act was passed. This provided for
the establishment of regional cen-
ters offering information, parent
counseling and the cost of autopsies
where state and local authorities
did not assume it. An appropriation
of $2 million funded the establish-
ment of 24 centers in 1975. The

Central Maryland SIDS Center is
one of those agencies. Cooperating

in this project are the Office of the

Chief Medical Examiner of Mary-
land, the University of Maryland
Medical School Departments of
Pediatrics and Child Psychiatry, and
the International Guild for Infant
Survival, Inc.

The goals of the Central Mary-
land SIDS Center are to further
study the causes of the Sudden
Infant Death Syndrome, to provide
counseling for the families of SIDS
victims and to develop an educa-
tional program for community
agencies and the general public. The
educational program is developing
seminars, lectures and workshops,

Normal postmortem changes
should not be confused with
signs of neglect or abuse.

and providing consultation to per-
sons involved with SIDS families as
well as disseminating any recent
literature regarding the advances in
research into the causes of this
major infant killer.

Emergency Medical Techni-
cians should be prepared to give
basic facts to the family about
SIDS, including the phone number
of the Maryland SIDS Center, and
even call the Center if they feel the
family is in need of immediate crisis
intervention.

The Center is notified immedi-
ately after an autopsy confirms that
the child has died of SIDS. The
Center then contacts the family to
offer assistance consisting of infor-
mation about the disease, counsel-
ing and discussing the results of the
autopsy. In most cases this is done
in the family’s home. Learning the
results of the autopsy is an ex-
tremely important way to remove
the parents’ agonizing doubts.

For further information about
the Center, you can contact Stanley
E. Weinstein, MSW, Project Direc-
tor, Maryland SIDS Center, Depart-
ment of Psychiatry, University of
Maryland, Baltimore, Maryland
21201, phone (301) 528-6392.
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SEEN AROUND
THE STATE

The Maryland EMS Mobile In-
formation Center, a 24-foot trailer,
enables DEMS to expand its educa-
tional and information efforts to
increase public awareness of the
statewide emergency medical ser-
vices system. The EMS system com-
ponents are visually explained on
photographic display panels within
the information center. In addition,
replaceable blank panels are avail-
able to tailor a presentation for a
specific purpose. Regional panels
have already been prepared and are

stored in the trailer to permit in-
stant ‘customizing’ for regional
events.

Also included in the Mobile
Information Center are a quiz on
medical self-help skills, audio-visual
presentations, and a list of sug-
gestions encouraging citizen in-
volvement and support of regional
EMS activities.

The Mobile Information
Center is an independent, self-
contained unit, air-conditioned and
with a self-contained power supply
requiring no external hook-ups.

If you are interested in sched-
uling the trailer, please contact
your regional EMS coordinator.

Sem. 2

Aug. 2

Sep1

Sept 2

Oct

CALENDAR

23

27

26

16

STATE

Mid-Atlantic EMS Council Mesting

al Aescue and Fust Awd Assocation
ce, Hillon Hotel, Baitmore, MD

C Milton 5. Zepp

(301) B25-7310, B00O N. York Road, Towson
MD 21204

Medical Management Consultant Group, Governor's

Ciub, 1123 N Eutew Stewt, Baltimore, MD
Contact Sandy Bond. MIEM, (301) 578-6846
22 S Greene Sireet. Balimore, MD 21201

NATIONAL

Pongraduste Course for Emergency Phyncians
Symposium 111, University of California. San Diego
School of Medwcing, Trauma Research Center, and
Emergency Medicsl Amsocuates Fee $275
Contact  David Allan, M. D., UCSD School of
Medicine, Lalolls, CAL 9209)

Cardiology Program lor Non-cardwiogms. Sen Francisco
CAL American Heart Amocanion Council on Clinscal
Cardiology. Mount Zson Mol and Medscal Center
and Univeruity of Pittsburgh School of Medicine
Fee $150/$175 Dale Stringleliow
7320 Greenville Avenue. Dallss. TEX 75231

Conmct

Tutorial in the Tetons Cardiac Emergencier Moran,
WYO.  University of Nebroska Cardiovaxcular Center
and Northern Rocky Mountain Continuing Educaton
Divimon of Mountain States, and American College of
Cardiology. Contact Mary Anne Mcinerny, 9650
Rochkville Pike. Bethesda, MO 20014

Amercan Assocwtion lor ihe Surgery of Trauma
Colorado Springs, COLO Comtact J A Boswxch
Jr.. M D, University of Colorado Medical Center
4200 E. Ninth Avenue. Denver. COLO 80220

Duagnostc Fadiology for 1he Emergency Phyucian
San Francico, CAL  Emergency Medical Services
Sympoua, Inc. Fee $300. Conmsct: J Clifford
Findens, MD., 1200 NW 10th Avenue. Miam)
FLA 33136

Trauma, Systems and Mansgement. A Natonal
Symposum  Inmbrook Fesort and Goll Club

Physscans. Fees 5125 phywcans. $50 nurses and
EMT 'y $50 rendents (with letrer from ghie! of
swrvicel Contaci Ma Charlene H Tafi, Coordin
ator, Diviwon of Continuing Education, Unmersity
of Flords, Box J.233/J. H. Miller Health Center
Gainesville, FLA 32610 Tel (904) 3473143

Clincal Conlerence on Emergency Meducine

Salt Fork Lodge State Park, OHIO Ohwo Chapter

! ACEP Coniact Jon E Swane M D 2425 S

Detron Avenue, Maumes, OHIO 43537
Amercan College o! Surgeons Chicago, ILL

Comtact  C Rolting Manion, M D 55 E Ere
Steeer, Chicago, ILL 60611
ACEP/EONA Scientilic Assembly  New Orivans
LA.Amercan College of Emergency Physicians
and Emergency Department Nurses Amocialion
Comact  ACEP/EDNA Sceniix Amemnbly
241 £ Saginaw Street. Enst Lanung, MICH 4882)
Congrems on Emergency Medical Services  Prague
Creche

and Trau ology Co
31, 120 26. Praha 2

DIVISION OF

STATE OF MARYLAND - EMERGENCY MEDICAL SERVICES

12 5. Groens Shresl, Ballimore, MD 21201 phone. (301) 528-7800

Address Correction Requested




	Aug 1976 Vol.4 No.1_Page_1
	Aug 1976 Vol.4 No.1


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /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
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /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 ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -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
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /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
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /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 ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU (Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




