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Abstract
Cost reduction is an often-cited reason to use telemedicine. In assessing telemedicine’s cost and value, providers often turn
to published cost analyses in the scientific literature for guidance. In this commentary on existing telemedicine cost analysis
literature, we discuss the generalizability of these analyses and identify the Consolidated Framework for Implementation
Research framework to help assess the applicability of a given cost analysis using inner- and outer-setting constructs.
Outer-setting factors—location, practice type, and specialty—can substantially affect telemedicine cost and value, as can
the implementation setting. While the body of evidence shows telemedicine may often reduce costs, there is still a need
for robust cost analyses to guide implementation decisions as telemedicine becomes a mainstay of healthcare provision.
Along with a call for more cost research, we ultimately argue that providers should consider a more holistic, value-
based approach to determining when and how telemedicine implementation could benefit healthcare delivery.
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Introduction
“Cost-effectiveness” is a common reason healthcare provi-
ders use telemedicine, and for the purposes of this commen-
tary, we primarily focus on the health professionals who
make workflow decisions on behalf of their practice.
When health professionals consider cost, the initial tele-
medicine implementation and ongoing use may require
additional expenditures and may not always reduce a prac-
tice’s costs. This can pose a barrier to adoption for some set-
tings. For example, a rural emergency department (ED) in
the U.S. may want to adopt telemedicine for acute stroke
care to decrease patient transfers and increase revenue but
may be unable to afford the initial costs for hardware, soft-
ware, and specialty assistance required to offer such a
service.1,2 On the other hand, there are cost benefits and
opportunities to improve clinical outcomes that can out-
weigh initial startup costs. For example, a recent study
found health systems in the U.S. that used more telemedi-
cine increased office visits, care continuity, and medication
adherence.3 They observed decreased ED visits compared
to health systems that used telemedicine less, though they

noted a slight increase in expenditures in the health
systems that had increased the use of telemedicine.3

The process of planning, implementing, and evaluating a
telemedicine intervention can be a time-consuming process
(see Figure 1). Here, we focus on how a provider may set up
the process of planning a successful implementation by
exploring factors affecting telemedicine costs and value
(i.e., the quality, experience, and actual cost of healthcare),4

as the basis for better assessing the applicability of pub-
lished cost analyses to prospective telemedicine implemen-
tations. We suggest the use of the Consolidated Framework
for Implementation Research (CFIR), a popular implemen-
tation framework with many unrestricted resources, as a
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way to operationalize provider decision-making as to
whether telemedicine implementation can be done success-
fully and cost-effectively.5,6 Consolidated Framework for
Implementation Research application to telemedicine has
shown that multidomain factors need to be considered in
order to increase telemedicine implementation success.
Even though CFIR implementation literature, at this time,
does not approach cost—a construct of the innovation
domain that is affected by outer and inner settings—as a
predominant focus, providers benefit from using CFIR
because it requires consideration of greater factors affecting
cost than direct expenditure.5,6 Additionally, CFIR is one of
the most widely used and understood frameworks available:
providers have free access to multiple resources that can aid
them in their cost analysis assessments. While we focus on
a handful of outer and inner setting factors here, providers
have access to the full list of factors, the definitions, and
the interworkings of the framework through CFIR’s
updated resources.6 We argue that providers should utilize
an implementation framework, such as CFIR, to (1) help
them understand whether telemedicine will provide added
value to their practice and (2) be mindful of major factors
that directly affect provider costs. Ultimately, we discuss
how providers in the U.S. can have a meaningful discussion
regarding the cost of telemedicine that duly considers its
clinical value and socioeconomic benefit.

Factors affecting telemedicine cost and value. A system-
atic review of general telemedicine cost analyses conducted
globally between 2008 and 2018 determined that of the 156
relevant studies, 53.21% reported telemedicine as less
costly, 19.23% as equivalent, and 27.56% as more
costly.7 This review captured formal cost studies and cate-
gorized them by their specific focus (e.g., chronic, mental,
cardiac, respiratory conditions), type of economic evalua-
tions (i.e., cost-effectiveness analysis, cost-minimization,
and cost–benefit), and other quantitative indicators (e.g.,
the relative cost of telemedicine, publication year, indica-
tors of quality).7 Interestingly, the review reported that as
the quality of the studies increased, their results became
less definitive in demonstrating telemedicine efficacy and
cost reductions.7 The review showcases a dearth of cost
analyses for telemedicine implementation but also a need
for a method of identifying analyses’ applicability to
varying scenarios.7

An implementation framework for identifying factors
that influence cost. The CFIR is a comprehensive imple-
mentation framework that can help identify key factors
influencing the costs of an innovation (i.e., telemedicine).5,6

We will focus on the impact that outer and inner setting (see
Figure 1 for inner and outer setting definitions) domains
have on telemedicine cost, part of the innovation domain.
Telemedicine cost is dependent on the inner-setting

Figure 1. An overview of a successful telemedicine intervention implementation strategy.
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domain where telemedicine is directly implemented.
Constructs, or factors, within the inner setting, include
funding, internal infrastructures, communications, and
shared values and beliefs.6 Consolidated Framework for
Implementation Research also outlines the outer-setting
domain that influences the effectiveness of implementation,
including attitudes, local conditions, partnerships, and
external pressures.6 By applying an evidence-driven frame-
work such as CFIR, stakeholders may not only be able to
identify the most applicable published cost analyses for
their situation but also determine how to adopt and
sustain telemedicine in their practice. We highlight key
outer and inner constructs providers should include in
their assessment as to whether a published cost analysis is
applicable to their practice situation.

Outer-setting constructs of local laws and payment.
Outer-setting factors, such as national laws and regulations,
have a direct effect on the results of telemedicine cost ana-
lyses. Two outer-setting factors that stakeholders should
always consider are the national or state location of the tele-
medicine implementation and the healthcare practice and
specialty type involved. Each country’s healthcare system
incorporates and defines telemedicine differently within
its policies, laws, and regulations. A cost analysis done in
Germany may not be generalizable to those done in
Australia or Greece.8 For example, telemedicine reimburse-
ment—and consequently cost—varies greatly due to differ-
ences in telemedicine eligibility for receiving payment:
France reimburses provider expenditures for digital health
tools, but Poland does not have a formal reimbursement
process for such digital health tools.9 Providers in both
nations are able to implement telemedicine, but the
pathway to reimbursement could affect the cost of telemedi-
cine use in practice.9 While there is a body of telemedicine
cost-analysis research, the results may not necessarily apply
to a specific country or scenario.

Additionally, regional guidelines or protocols for tele-
medicine, such as those from the French National
Authority for Health and the United Kingdom Critical
Appraisals Skills Programme, may affect cost analyses as
they directly affect a provider’s method of telemedicine
implementation.10,11 The regional limitation is even more
evident as there have been so many changes to telemedicine
laws and regulations within countries and international
organizations/forums.12 Even within the U.S., studies in
different states may not be applicable as state laws affect
coverage and payment reimbursement for telemedicine
visits.13 With all these complexities, a U.S. study’s findings
may not apply to different geographical areas within the
U.S. Further exacerbating the difficulty for providers to
apply outcomes of cost analyses to their situation, the
U.S. is not a single-payer health care system. While there
is specific, federally available coverage through Medicare
and Medicaid, private coverage may also cause differences
in reimbursement.

Outer-setting constructs of practice and specialty type.
Other outer-setting factors influencing the applicability of
telemedicine cost analyses include practice and specialty
types. A large, statewide healthcare institution, such as the
University of California Health, will require a different imple-
mentation strategy for telemedicine than a small clinic or
private practice.14 In this instance, telemedicine includes mul-
tiple specialties and service types, including follow-up care
after a procedure and specialty telemedicine consultations.14

Furthermore, such large systems would have varying initial
startup costs for telemedicine introduction, including hard-
ware, software, and technology services. Meanwhile, a solo
practitioner in behavioral health may use telemedicine
solely for the type of therapy they provide. The implementa-
tion for each scenario includes varying levels of complexity
regarding workflows, software, and hardware needs. Thus,
the practice and specialty type significantly affect telemedi-
cine costs. As a result, these outer-setting constructs can
make specialty telemedicine cost analyses moot if attempting
to apply to a different-sized health practice or specialty type.

Inner-setting constructs of local practice conditions.
Even as outer-setting factors influence the applicability of
cost analyses, we should also be mindful of inner-setting
factors influencing cost. The effectiveness of telemedicine
implementation within a practice has immediate implica-
tions for healthcare value—a measure of improvement of
patient outcomes given the cost to achieve it.4,15

Consolidated Framework for Implementation Research pro-
vides a thorough overview of such factors, including
internal infrastructures, communications, and shared
values and beliefs—known as inner-setting factors.6

Consolidated Framework for Implementation Research
additionally outlines the inner settings that influence the
effectiveness of implementation, including attitudes, local
conditions, and partnerships.6 These inner-setting con-
structs, especially external pressures, can play a significant
role in telemedicine value as they directly relate to the will-
ingness and support of implementation from all stake-
holders.5 In one CFIR study looking at telestroke
adoption throughout 107 community hospitals, researchers
found hospitals were significantly more likely to have
adopted telestroke when nearby hospitals had already
adopted the program.16 Telestroke adoption was also sig-
nificantly associated with hospitals’ patient volume, profit-
ability, and payer mix.16 The study highlights that while
telestroke adoption may be beneficial and potentially cost-
effective for a community, its implementation may be hin-
dered by access to initial financial resources.16 Inner-setting
factors should always be considered when looking at tele-
medicine cost and value as they provide context and
depth of understanding of the results of cost analyses.

Types of telemedicine cost analyses and benefits of using
an implementation framework. Traditional cost analyses
measure expenditures and savings, but newer methods also
consider the cost relationship with the clinical outcomes.15

Ivanova et al. 3



These new methods better fit into the value-based healthcare
framework focusing onmaximizing outcomes per dollar spent
and cost transparency for stakeholders.17 These cost analyses
incorporate more factors into their assessments, making a pro-
vider’s use of an implementation framework even more stra-
tegic. Cost-effectiveness analysis, a common method in
healthcare, focuses on identifying the least costly option to
achieve a specific health outcome. Meanwhile, cost—
benefit analysis takes a broader view by incorporating societal
benefits, such as increased worker productivity, alongside the
financial costs, thus making it valuable for assessing the
overall value proposition of interventions.7,18 These value-
driven analyses consider the clinical outcomes realized at a
given cost.17 Value-based healthcare frameworks such as
the Value-Driven Outcomes are especially useful in telemedi-
cine applications because they were developed with imple-
mentation strategy in mind.17,19 While these frameworks
can be used with the purpose of effective implementation of
telemedicine in a practice setting, current literature focuses
more narrowly on how to apply broadly value-based health-
care interventions in larger health systems such as hospi-
tals.17,19,20 There is a dearth of evidence regarding costs in
value-based approaches in the implementation of telemedi-
cine, especially in smaller healthcare settings. There is a
need for research on how to apply value-based frameworks
for successful, sustainable implementation of telemedicine
pathways in a variety of inner- and outer-setting constructs.18

Conclusion
Research shows telemedicine can reduce costs in many
situations. However, cost is only one aspect of adequate
healthcare. By using proven implementation frameworks
in combination with value-based approaches as guides to
understanding and estimating costs, providers will better
understand what types of costs are associated with tele-
medicine implementation in their specific practice and
garner a better idea of how they can positively affect
patient and community outcomes with their decision-
making. After all, patient outcomes and access are critical
factors in determining the value of a process or tool.
Commonly, the discussion of cost revolves around direct
expenditures and savings. Cost reduction, for providers or
patients,21 alone is not a sufficient reason to use telemedi-
cine as a mode of healthcare delivery. Clinical and financial
aspects of telemedicine must be jointly considered, and
individual practices can use published cost and value ana-
lyses to inform and guide their own considerations of
benefit, by looking for examples that align with their own
practice’s characteristics.22

The CFIR can account for the entirety of a practice’s
situation; however, other implementation frameworks
exist that could be equally useful or even used in tandem
with CFIR for implementation insights. As a recent
review showed, CFIR may be especially useful in

highlighting how the Inner Setting domain helps to deter-
mine implementation success.5 The same review noted
that implementation studies found the Outer Setting—
including laws and regulations—affected telemedicine
success less so than the Inner Setting domains.5

Ultimately, providers who choose to use CFIR or other
implementation frameworks would gain a better under-
standing of the multidimensional aspects of running a prac-
tice with telemedicine successfully. Unfortunately,
providers would have to engage in a multistep process to
effectively use a framework for an economic cost analysis;
however, providers may find this process to be more
streamlined by using a widely known and supported frame-
work, such as CFIR. Though it may be more time-
consuming to apply an implementation framework initially,
providers would have a better grasp of their own practice
and their patient community (inner- and outer-setting con-
structs through CFIR) and an idea of whether they can
bring positive, value-based changes through a telemedicine
intervention.

Acknowledgments: The authors would like to thank Christopher
Shea for his contributions to framing the perspective manuscript.

Contributorship: All authors contributed to conceptualization,
review, and editing. JI drafted the manuscript.

Consent to participate: There are no human participants in this
article, and informed consent is not required.

Declaration of conflicting interests: The authors declared no
potential conflicts of interest with respect to the research,
authorship, and/or publication of this article.

Disclosure statement: JI and MC are employees of Doxy.me
Inc., a commercial telemedicine company. BS was an employee
of Doxy.me Inc., at the time of writing. The authors declare no
other conflicts of interest.

Ethical approval: No participants were involved in this
commentary.

Funding: The authors received no financial support for the
research, authorship, and/or publication of this article.

ORCID iD: Julia Ivanova https://orcid.org/0000-0002-5852-
200X

References
1. Wilcock AD, Schwamm LH, Zubizarreta JR, et al.

Reperfusion treatment and stroke outcomes in hospitals with
telestroke capacity. JAMA Neurol 2021; 78: 527–535.

2. Zachrison KS, Richard JV and Mehrotra A. Paying for tele-
medicine in smaller rural hospitals: extending the technology

4 DIGITAL HEALTH

https://orcid.org/0000-0002-5852-200X
https://orcid.org/0000-0002-5852-200X
https://orcid.org/0000-0002-5852-200X


to those who benefit most. JAMA Health Forum 2021; 2:
e211570.

3. Nakamoto CH, Cutler DM, Beaulieu ND, et al. The impact of
telemedicine on medicare utilization, spending, and quality,
2019–22. Health Aff 2024; 43: 691–700. 101377hlthaff
202301142.

4. Scheurer D, Crabtree E, Cawley PJ, et al. The value equation:
enhancing patient outcomes while constraining costs. Am J
Med Sci 2016; 351: 44–51.

5. Rangachari P, Mushiana SS and Herbert K. A scoping review
of applications of the consolidated framework for implemen-
tation research (CFIR) to telehealth service implementation
initiatives. BMC Health Serv Res 2022; 22: 1450.

6. Updated CFIR Constructs [Internet]. [cited 2024 Jun 3].
Available from: https://cfirguide.org/constructs/

7. Bell-Aldeghi R, Gibrat B, Rapp T, et al. Determinants of the
cost-effectiveness of telemedicine: systematic screening and
quantitative analysis of the literature. Telemed J E Health
2023; 29: 1078–1087.

8. Snoswell CL, Taylor ML, Comans TA, et al. Determining if
telehealth can reduce health system costs. Scoping review. J
Med Internet Res 2020; 22: e17298.

9. van Kessel R, Srivastava D, Kyriopoulos I, et al. Digital
health reimbursement strategies of 8 European countries and
Israel. Scoping review and policy mapping. JMIR Mhealth
Uhealth 2023; 11: e49003.

10. Bongiovanni-Delarozière I and Le Goff-Pronost M.
Economic evaluation methods applied to telemedicine: from
a literature review to a standardized framework. Eur Res
Telemed / La Recherche Européenne en Télémédecine 2017;
6: 117–135.

11. Brice R. CASP Checklists [Internet]. CASP - Critical
Appraisal Skills Programme. 2022 [cited 2024 Nov 26].
Available from: https://casp-uk.net/casp-tools-checklists/

12. The future of telemedicine after COVID-19 [Internet]. OECD.
[cited 2023 Oct 18]. Available from: https://www.oecd.org/

coronavirus/policy-responses/the-future-of-telemedicine-
after-covid-19-d46e9a02/

13. Parity [Internet]. CCHP. [cited 2024 Apr 10]. Available from:
https://www.cchpca.org/topic/parity/

14. Telehealth [Internet]. UCNet. 2024 [cited 2024 Apr 24].
Available from: https://ucnet.universityofcalifornia.edu/
benefits/understanding-your-benefits/details-about-your-
benefits/telehealth/

15. Teisberg E and Wallace S. O’Hara S. Defining and imple-
menting value-based health care: a strategic framework.
Acad Med 2020; 95: 682–685.

16. Shea CM, Tabriz AA, Turner K, et al. Telestroke adoption
among community hospitals in North Carolina: a cross-sectional
study. J Stroke Cerebrovasc Dis 2018; 27: 2411–2417.

17. Lee VS, Kawamoto K, Hess R, et al. Implementation of a
value-driven outcomes program to identify high variability
in clinical costs and outcomes and association with reduced
cost and improved quality. JAMA 2016; 316: 1061–1072.

18. Brent RJ. Cost-benefit analysis versus cost-effectiveness ana-
lysis from a societal perspective in healthcare. Int J Environ
Res Public Health [Internet] 2023; 20: 4637.

19. Kawamoto K, Martin CJ, Williams K, et al. Value driven
outcomes (VDO): a pragmatic, modular, and extensible
software framework for understanding and improving
health care costs and outcomes. J Am Med Inform Assoc
2015; 22: 223–235.

20. Conway PH. Value-driven health care: implications for hospi-
tals and hospitalists. J Hosp Med 2009; 4: 507–511.

21. Papavero SC, Fracasso A, Ramaglia P, et al. Telemedicine has
a social impact: an Italian national study for the evaluation of
the cost-opportunity for patients and caregivers and the meas-
urement of carbon emission savings. Telemed J E Health
2023; 29: 1252–1260.

22. Glasgow RE, Mulvihill SJ, Pettit JC, et al. Value analysis of
methods of inguinal hernia repair. Ann Surg 2021; 274:
572–580.

Ivanova et al. 5

https://cfirguide.org/constructs/
https://cfirguide.org/constructs/
https://casp-uk.net/casp-tools-checklists/
https://casp-uk.net/casp-tools-checklists/
https://www.oecd.org/coronavirus/policy-responses/the-future-of-telemedicine-after-covid-19-d46e9a02/
https://www.oecd.org/coronavirus/policy-responses/the-future-of-telemedicine-after-covid-19-d46e9a02/
https://www.oecd.org/coronavirus/policy-responses/the-future-of-telemedicine-after-covid-19-d46e9a02/
https://www.oecd.org/coronavirus/policy-responses/the-future-of-telemedicine-after-covid-19-d46e9a02/
https://www.cchpca.org/topic/parity/
https://www.cchpca.org/topic/parity/
https://ucnet.universityofcalifornia.edu/benefits/understanding-your-benefits/details-about-your-benefits/telehealth/
https://ucnet.universityofcalifornia.edu/benefits/understanding-your-benefits/details-about-your-benefits/telehealth/
https://ucnet.universityofcalifornia.edu/benefits/understanding-your-benefits/details-about-your-benefits/telehealth/
https://ucnet.universityofcalifornia.edu/benefits/understanding-your-benefits/details-about-your-benefits/telehealth/

	 Introduction
	 Conclusion
	 Acknowledgments
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /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 /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

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

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /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
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


