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� ABSTRACT

Portugal is about to adopt a new system of reim-
bursement of chronic dialysis treatment, the bund-
ling of several dialysis-related costs. The provider
will receive a fixed amount of money for each
patient and each period of time, regardless of the
expenses incurred in treating that patient. The
authors of this paper, doctors and also facilities
owners, review the dangers of this new approach,
namely the “skimming-off ” of certain patients and
the decreasing quality of the service provided. As
the negotiations with government are taking place,
we also mention some important issues which
must not be forgotten in calculating a fair price:
the extent of the dialysis centre’s responsibility,
the inclusion of primary care, the problems of pay-
ing for complications, the inclusion of other modal-
ities of renal replacement therapy, such as peri-
toneal dialysis, pre and post-transplant patients,
the problems of transportation and vascular access
care and the co-payment of medicines. The goal
is to reach the fairest possible bundle of health
care, both from the payer’s point of view and in
light of the quality demanded in a developed coun-
try such as Portugal.
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� INTRODUCTION 

In talking about dialysis, there is the increasing
consensus that, in spite of it being one of the most
rehabilitating treatments medicine can provide, costs
are reaching uncontrollable levels. The problem aris-
es from a conjunction of two facts. Firstly, it is tech-
nologically very elaborate, and thus expensive, not
accessible to the individual purse and secondly, if
dialysis is denied to a patient, he/she will die. Addi-
tionally, factors such as age or most concomitant
diseases are currently not acceptable as tout-court
drop-out criteria. Most national health systems in
developed countries have provided a solution for
these patients, increasing the economic burden of
this problem. Payers complain of increasing expense.
Patients and their associations demand high stan-
dards of care. Industry brings pressure to bear on
using more expensive equipment and supplies, while
providers have no problem in increasing the value
of invoices as they work within a “pay-for-work”
framework which leads to increasing expense. Anoth-
er contributory fact is the vertical organisation of
the most important players in this industry. 

The attempts to cut down expenses have led to a
solution called “bundling”1, a prospective reimburse-
ment, inspired by the managed care system, in which
the provider receives a fixed amount of money for each
patient for each period of time and has to perform
dialysis on the patient and meet all other dialysis-
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-related expenses within that budget. These other
expenses include medicines (some of them may be
more expensive than the dialysis itself ), blood tests
and other exams. The payer is released from these
charges and pressure put on the provider on how
to best manage the care of each patient. As Portu-
gal is set to adopt such an approach to this issue
and negotiations with government are underway, we,
as doctors and dialysis facilities owners, thought it
fitting to stop and consider what is really important
in terms of defending our patients and the quality
of our practice.

� DANGERS ARISING FROM BUNDLING

The drive behind bundling dialysis costs is to con-
trol the overall budget, reducing the uncertainty of
expenses. It will pressurise providers into cutting
waste, releasing the payer from continuous increas-
es in the costs of treating these expensive patients. 

As the provider will have to meet expenses with-
in a fixed budget, dangers may well arise. The first
danger arising from any attempt to quantify med-
ical care is the risk of skimming-off the “worst”
patients, that is, the most expensive ones2. There
is an effective tendency to consider patients with
more co-morbidities, or older patients, as not suit-
able for such treatment. When chronic dialysis
began in 1962, a committee composed of a min-
ister, a housewife, a lawyer, a banker, a state gov-
ernment official, a labour leader and a surgeon was
given the task of deciding which applicants were
to be admitted to the kidney centre. The commit-
tee, whose members remained anonymous, came
to be known as "God’s Committee”3. A study by
Hörl et al.4 demonstrated clearly that in countries
where dialysis is mainly private, the incidence of
new patients on RRT is higher than those where it
remains in the public domain. It is not possible to
define by law who is and who is not to be treat-
ed, nor who will die without this treatment. If a
rule were to be created, it could not be decided
in the office, in front of each particular patient. It
must be universal and based on principles rather than
specific cases. It is very important that country-wide
criteria be consistent, so that a patient in one area
does not have more opportunities than another else-
where.

This subject leads to the concept of “willingness
to pay” for medical care5, the line that divides what
is and is not good value for money, the limit of cost-
effectiveness. How much are we, as tax payers, will-
ing to pay for the health or our co-citizens, who may
sometimes be a family member or even ourselves?

The second danger to be aware of is the risk of
decreasing quality of care. As the patients are not
capable of correctly assessing the appropriateness
of the technical acts performed inside a dialysis cen-
tre, only the relationship itself, the ethical and pro-
fessional attitude of doctors and nurses, can guar-
antee that the patient is being treated according to
state-of-the-art rules. Guidelines are very useful in
this context, as are result goals concerning the per-
centage of patients that meet defined criteria (dial-
ysis adequacy indexes, lab tests, rates of mortality,
rates of arteriovenous fistulae, etc). These criteria
act as a form of pressure on doctors to make every
effort to reach those goals, as they are also accessed
by their employers, and also for companies to pro-
vide all the resources they can to make that suc-
cess possible. In our opinion, it is wise to decide
that only those who meet these criteria deserve a
bonus payment of some kind. In contrast to other
areas of business, there is no competition for
patients between facilities based on quality, because
there is a monopsony (i.e. a sole payer/buyer) and
regulations state patients will undergo dialysis at the
facility nearest to their homes, as the National Health
Service also pays for transportation. Because of this,
there is no stimulus for quality increase beyond the
ethical attitude of the professionals.

� ISSUES TO CONSIDER WHEN 
NEGOTIATING REIMBURSEMENT

The first aspect to consider is the centre’s scope.
Currently, the payment of dialysis treatment, medi-
cines, lab tests, radiographies, transportation, vas-
cular access and almost all other medical expenses
incurred by a dialysis patient are billed separately
by the provider in each area. This means that there
is almost no limit to the exams that can be per-
formed, or the medicines to be taken. At the limit
there is a lot of waste, which is the main impetus
behind changing this situation. The consequence is
that in many cases, the patient stops going to his/her
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general practitioner because he/she is seen by the
dialysis doctor thrice a week and his/her nephrolo-
gists at least once a week. In many clinics almost
all his/her healthcare needs can be met there.

Changing the paradigm will impose limits on this
practice. If the scope of payment is “treatment of
renal disease”, other aspects of this patient’s health
will have to be managed elsewhere, as there will be
no budget allotted to their coverage. For example:
general vaccination, a Papanicolaou smear, a mam-
mography, or oncologic screening are not aspects of
the “treatment of renal disease”. Even most aspects
of diabetes care do not fall within that scope. Con-
sidering the increasing number of diabetics, this fact
can become a serious problem. This issue is not new
and has been dealt with elsewhere6. 

Patients are already seen by dialysis doctors three
times a week and have specific problems that oth-
er doctors are not so aware of. In fact, patients do
not want to go to the Health Centre on their day
off dialysis, understandably so. Wouldn’t it be wise
to include this kind of care in the bundle? Current-
ly, with the recent creation of family health units,
it is possible to quantify the capitation for gener-
al health care for the general population. All that
would be needed is to add this amount to the
amount calculated for the treatment of renal dis-
ease and release these patients from the health cen-
tre. It would make room for many people who cur-
rently do not have a general practitioner. It must
obviously be ensured that the dialysis centre has
Family Health specialists so that every aspect of pri-
mary care is guaranteed. 

Somewhat different are hospital admissions, main-
ly those unconnected to this pathology. While a bone
fracture, for example, could be related to renal dis-
ease, it could also be related to other causes. How
to tell? There are dozens of causes of abdominal
pathology. Is it fair to include all of them in the bun-
dle? Wouldn’t this turn dialysis clinics into general
hospitals or, worse, into insurance companies, devi-
ating from their original role inside the National Health
System? It is our opinion that all complications should
stay outside the bundle of dialysis care, currently paid
directly by the Regional Administration of Health to
the hospital where the patient has been admitted,
according to the general rules of Diagnosis-Related
Groups (DRG).

However, the treatment of a given complication
often extends beyond the admission period. For
example, the treatment of a catheter-related sepsis
could last several weeks. After the acute phase, there
is no medical reason why the patient should stay at
the hospital. Yet the antibiotics are often exclusive
to hospital use and some may be expensive. Is it fair
to include this complication-related “post-discharge”
treatment in the bundle? If so, why only this and not
all of them? Some hospitals supply the antibiotics
for that period based on the argument that it is their
obligation to treat the complications of RRT and it
would cost them less if they discharged the patient
earlier, provided that continuation of treatment and
medical accompaniment were assured. All the
aspects of this transmission of responsibilities must
be clearly defined.

Another issue is the modality of treatment. Con-
sidering that dialysis is one of the options of the
treatment of the fifth and final stage of chronic kid-
ney disease, it might be wise to consider the other
stages, whenever possible. Dialysis facilities are part
of a national programme of regular haemodialysis,
conceived in the 1970s to meet the needs of the pop-
ulation which NHS hospitals could not. They have
performed wonderfully, allowing the National Health
Service to invest in other areas of health care, name-
ly kidney transplantation, for these same patients.
In Portugal, it is currently cheaper and safer to be
on dialysis treatment at these private facilities than
in NHS hospitals. There are other aspects of CKD
treatment that might also be included in the attri-
butions of these institutions, such as peritoneal dial-
ysis and treatment of stages 3 and 4 CKD. The for-
mer is recognised as being underused in Portugal
and this might be a way to increase its usage. The
inclusion of the latter would have the advantage of
allowing access to nephrologists at earlier stages, as
is widely demonstrated by literature. In this way,
anaemia and renal osteodystrophy treatments could
begin earlier, as well as timely construction of vas-
cular access, blood pressure control, allowing bet-
ter slowing-down of the progression of kidney dis-
ease, as well as treating cardiac disease, early
vaccination or referral to a transplant waiting list.

Furthermore, from the provider’s point of view,
those patients would be worthwhile as they consume
fewer resources, thereby increasing profit margins. The
payer in its turn might well use that as an argument
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to lower the average price of the bundle, lessening
the overall burden of these patients. At least this
model would have the advantage of allowing the
patients to be followed by nephrologists from early
stages onwards, precisely the very same ones who
will be responsible for them afterwards. It is an issue
to consider.

Another area of action which could extend the scope
of the responsibility is the follow-up of transplanted
patients after a 3 or 6 months post-transplantation
period. It would be wise to keep a compulsory link
to the transplanting centre. The pitfall of this idea is
the high cost of medicines, blood tests and exams
that make these patients undesirable to providers
other than those who performed the transplant sur-
gery itself. 

The preparation for renal transplantation is also
a matter of concern. It is without doubt a goal to
pursue. There are expensive exams and lab tests to
be performed during that screening but, apart from
some standardised exams and lab tests, there are
many others, the most expensive, which are the
responsibility of the transplant centre, so it is unfair
to charge them to the centre where the patient is
regularly dialysed. It is, therefore, our opinion that
preparation for kidney transplant should stay out-
side the bundle. However, the number of patients
on waiting lists should be kept as a quality perform-
ance index.

There is a question to which an answer must be
given before surprises arise: the issue of co-payment
of medicines. The general rule both for hospitals and
health centres is that the amount of money the
patient does not pay at the pharmacy is charged back
to the institution where it was prescribed, deduct-
ing it from the total invoiced value, following the gen-
eral “prescriber/payer” principle. It is mandatory to
clarify these rules, and correct the price of the bun-
dle accordingly, so that it reflects a fair price for the
services effectively provided to the patient. 

An important subject related to this is transport.
It has been suggested that transport to and from dial-
ysis might be included in the bundle. There are two
problems related to this. Firstly, the distance from
patients’ homes to clinics is not uniform, making it
unfair to calculate an average reimbursement value for
this item. While in bigger cities distances are shorter

and cheaper, in rural areas the longer distances make
it impossible to cope with an average price calcu-
lated from a national or even regional sample of
patients. Secondly, and very importantly, as the NHS
is an external payer who decides where each patient
goes to dialyse, based on transport costs, it is also
the sole guarantee that there is no dispute of
patients, nor hidden games, because patients are dis-
tributed according to their addresses.

Finally, the most difficult subject to include in the
bundle is related to vascular access. The problems
arise from the fact that there is no uniformity of prac-
tice. It is, therefore, very difficult to design a mod-
el which fits the different practices in different regions
of the country. Strategies are used according to the
facility where each type of access is to be achieved,
which varies across regions and hospitals.

It is established that arterio-venous fistulae is the
preferential vascular access, but the number of
patients for whom this is not possible is increas-
ing. So, second and third fistulae, catheters, grafts,
their maintenance and interventions to prolong
access are issues of concern. Several procedures can
be included in the bundle, depending on the pay-
ers’ “willingness to pay”: mapping of vascular ter-
ritories, construction of accesses, thrombolytics in
catheters, surgical desobstructions of grafts, antibi-
otics for access infection, fistulae angioplasties,
access imaging, thorax vessels imaging and Tenkhoff
catheters placement are some of the aspects to be
considered in a negotiation. Should they fall com-
pletely within or outside the centre’s responsibility?
If so, who pays for the first access, usually done
before the patient is attributed to an out-patient cen-
tre? Another point to consider is that the centre is
only responsible for some aspects of vascular access.
A decision must be made, which may give rise to
unfairness in borderline situations. The hard part of
it is that we do not have one single national strat-
egy to deal with vascular access. It would be wise
and fair if exams or procedures that can be per-
formed outside a hospital entered the bundle, releas-
ing the hospital for other tasks it performs better.
Another characteristic of vascular access is the dif-
ficulty of predicting its evolution, making it hard to
set a fair price for this service. It is mandatory to
firstly define the right policies, calculate a fair price
for them, and finally include this vascular access
issue in the bundle.
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An alternative way of looking at the problem, from
the payer’s point of view, is to have quality as a goal
and have differentiated payments for achieving pre-
defined goals. It has been proposed elsewhere7 and
it takes a lot of work to implement.

� FINAL WORDS

The issue of bundling dialysis expenses is a con-
troversial one, mainly because of uncertainty and lack
of knowledge of its boundaries. Before going further,
it is mandatory to define what we, as doctors, want
for our patients and turn that into the definition of
standard care, so that a fair price can be calculated
for that work. It will probably be the last definition
entirely made by doctors, to which economists, man-
agers and politicians will be obliged to stick. After
it is done, the subject of discussion will be prices,
profit margins, ways of spending less, indexation of
salaries and cost-effectiveness analysis, with med-
ical autonomy to some extent lost.

Our job is to treat patients, but a modern view
of our profession adds to the classical functions; the
obligation to fight for the best resources for its suc-
cess, considering the sustainability of the system. We
are the only professionals able to conciliate these
apparently opposing issues. This is the time to show
what conditions we think are essential for maintain-
ing the level of excellence our patients are used to.
It is time doctors worried about economics.

Conflict of interest statements:
Dr. Serafim Guimarães has shares in an independent dialysis facil-
ity (Caledial), of which he is medical director, and also works as
a nephrologist for Fresenius Medical Care.
Dr. Alfredo Loureiro has shares in a network of dialysis centres
(Uninefro), some of which have a partnership with Fresenius Med-
ical Care. He is also representative of Uninefro at the Board of Med-
ical Directors of Fresenius Medical Care Portugal.
Dr. Vasco Miranda has shares in a network of dialysis centres
(Nefroserve) some of which have a partnership with Fresenius Med-
ical Care and he is medical director of a dialysis facility belong-
ing to Fresenius Medical Care.

Acknowledgement

The authors wish to thank Mr. Shrikesh Laxmidas
for the English language review and corrections made
to the text.

References
11 Government Accountability Office Report (GAO-07-77, November 13) Bundling Medi-

care’s Payment for Drugs with Payment for All ESRD Services Would Promote Efficiency
and Clinical Flexibility (http://www.gao.gov/new.items/d0777.pdf, downloaded on 30th
May 2007)

22 Geyman JP. The corporate transformation of medicine and its impact on costs and
access to care. J Am Board Fam Pract 2003;16:443-54.

33 Lockridge RS. The direction of ESRD reimbursement in the United States. Semin Dial
2004;17:125-130

44 Hörl WN, Alvaro F, Williams PF. Healthcare systems and end-stage renal disease (ESRD)
therapies – an international review: access to ESRD treatments. Nephrol Dial Trans-
plant 1999;14[Suppl 6]: 10-15

55 Palmer AJ. Health Economics – what the nephrologists should know. Nephrol Dial Trans-
plant 2005;20:1038-1041

66 Holley JL. Nephrologists as Primary Care Providers: A Review of the Issues. Am J Kid-
ney Dis 1998;31:574-583

77 Himmelfarb J, Pereira BJG, Wesson DE, Smedberg PC, Henrich WL. Payment for Qua-
lity in ESRD. J Am Soc Nephrol 2004;15:3263-3269

Correspondence to:
Dr. Serafim Miguel Guimarães
Serviço de Nefrologia
Centro Hospitalar de Vila Nova de Gaia/Espinho
Rua Conceição Fernandes
4430-502 Vila Nova de Gaia
Portugal
e-mail: serafim.guimaraes@sapo.pt

Bundling dialysis costs: the right option, or a Pandora’s box?

06 - Nefrologia 21-4 - View Point  07/11/2007  16:37  Page 285



<<
  /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
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /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 1.00333
  /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 1.00333
  /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 1.04167
  /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 ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  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 /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




