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Abstract

Introduction: Research highlights the complex psychological needs that patients and their families can face fol-
lowing a burn injury, regardless of the objective severity of the injury and often beyond the timeframe of physical
healing. Identification of psychological needs at different stages post-burn recovery is therefore a key role of clin-
ical psychologists working in burn care services.

Method: This paper presents audit data collected across a two-year period in routine paediatric and adult multi-
disciplinary team follow-up clinics in a UK burns service. 808 clinical contacts (331 adults, 477 paediatrics) were
recorded. Data gathered related to the identification of patient and/or family psychological need and the level of
psychology input within clinic.

Results: For 43% of adult patients and 46% of paediatric patients seen in clinic, some degree of psychological
need for the patient and/or family was identified during the consultation. A large majority of concerns related
directly to the burn injury. This is consistent with previous research into the psychological impact of burns.
Even for patients with no identified psychological needs, psychology presence enabled the opportunity for
brief screening, preventative advice or signposting to take place during clinic.

Discussion: A substantial number of individuals and families presented with some level of psychological concern
in relation to a burn injury when attending burns multidisciplinary team follow-up clinics.

Conclusion: A substantial number of patients and families presented with psychological needs in relation to a
burn injury when attending burns MDT follow-up clinics. The presence of Clinical Psychologists at burns MDT
follow-up clinics is beneficial for the identification of burns and non-burns related psychological concerns and
is a valuable use of psychological resources within a burns service.

Keywords
Burn care, psychology, MDT, scar clinic, clinical psychology, audit

1Department of Clinical Health Psychology, Mid Yorkshire Hospitals NHS Trust, Wakefield, Yorkshire, UK

Corresponding author:
Melissa Potter, Department of Clinical Health Psychology, Mid Yorkshire Hospitals NHS Trust, Aberford Road, Wakefield WF1 4DG, Yorkshire, UK.
Email: melissa.potter2@nhs.net

Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons Attribution-
NonCommercial 4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, reproduction

and distribution of the work without further permission provided the original work is attributed as specified on the SAGE and
Open Access page (https://us.sagepub.com/en-us/nam/open-access-at-sage).

Original Article

Scars, Burns & Healing
Volume 9: 1–7
DOI: 10.1177/20595131221141083
Article reuse guidelines:
sagepub.com/journals-permissions
© The Author(s) 2023
journals.sagepub.com/home/sbh

https://orcid.org/0000-0001-6251-8313
mailto:melissa.potter2@nhs.net
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://us.sagepub.com/en-us/nam/open-access-at-sage
https://us.sagepub.com/en-us/nam/open-access-at-sage
https://us.sagepub.com/en-us/journals-permissions
https://journals.sagepub.com/home/sbh


Lay Summary

The Regional Burns Centre holds regular outpatient scar clinics to monitor recovery and healing. As well as
the medical professionals, the clinics are joined by Clinical Psychologists who can assess, refer, and support
individuals struggling with their burn or scarring on amental level. Over 15 months, data was collected about
patients attending the clinics and the involvement of the psychologists. 43% of adult patients and 46% of
paediatric patients were identified as having some psychological need, either related to their burn or to
other aspects of their life. This demonstrates the benefits of having psychology presence within scar
clinics, as nearly half of the patients seen in clinic received an assessment and further support (such as sign-
posting and referrals to psychological support). Burns staff also felt that psychology presence enhanced con-
versations and increased collaboration with decision making around treatment.

Introduction

Sustaining a burn injury can be a traumatic
experience and have a detrimental impact on
an individual’s physical and psychological well-
being, and quality of life.1 Common psychosocial
difficulties for patients and their families follow-
ing a burn injury include anxiety, depression,
grief, post-traumatic stress disorder (PTSD),
pain, drug and alcohol abuse, appearance-related
and adjustment difficulties and difficulties with
sexuality and relationships.2 Children and young
people may also experience different or add-
itional difficulties relating to school perform-
ance/attendance and behavioural problems,2

whereas families often report vicarious suffering,
difficulties with financial support and sibling
adjustment difficulties.3 Research highlights that
psychosocial difficulties can present regardless
of the objective severity of the injury, time spent
in hospital or demographic factors.4

Early psychosocial screening can identify
patients whomay be vulnerable to psychological dif-
ficulties post-injury and in need of proactive or pre-
ventative psychosocial intervention.5 National Burn
Care Standards (NBCS)6 identify that all patients
and/or families should be screened as soon as clin-
ically appropriate and prior to discharge. Research
has demonstrated the value of implementing psy-
chosocial screening at multiple stages of a patient’s
burn care treatment, often through the use of
repeated measures.7 There is also an acknowledge-
ment that psychological difficulties may fluctuate
post-injury and be sensitive to different screening
methods.8 Therefore, psychosocial screening
as part of burn care follow-up is important to
identify those who may need further psycho-
logical assessment, resources and input.7

NBCS6 indicate that where there are psycho-
social concerns, the level and type of psychological

intervention required should be identified and
appropriate evidence-based treatment offered.
This approach has predominantly been researched
in inpatient settings.8 Wisely et al.4 outlined their
approach across three levels of psychosocial input:

• Level 1: general support and listening skills
• Level 2: normalising symptoms, discussing

anxiety and pain management strategies
• Level 3: assessment of risk, formulation and

indirect working with teams

Research exploring psychosocial screening and
input during the outpatient post-injury phase is
limited, despite evidence suggesting high levels
of psychosocial difficulties at the point of discharge
from hospital,9 as well as at 12–24-month post-injury
follow-up.10 NBCS6 also place emphasis on psycho-
social screening throughout rehabilitation stages.

NBCS6 for adult and paediatric burn care high-
light that burn care services should provide an inte-
grated multidisciplinary team (MDT) follow-up
pathway that can facilitate the delivery of specialised
burn care and advice to patients and their families;
this should includewoundmanagement, scar therap-
ies, social and functional rehabilitation and psycho-
logical care. Burns MDT follow-up clinics are a
feature of many burns units and centres across the
UK and may comprise the following burns care pro-
fessionals: surgeons, nurses, occupational therapists,
physiotherapists and, in some services, clinical psy-
chologists. Appointments may be offered at regular
intervals or annual follow-up, until no further treat-
ment is considered. Patients can also be re-referred
into burns MDT follow-up clinics years after their
burn injury for consideration of further treatment.
Clinical psychologists can offer different levels of
input into a multi-disciplinary setting. Psychologists
are central to the assessment of psychosocial difficul-
ties that can develop for individuals and families
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sustaining a burn injury, therefore allowing psycho-
logical care to be preventative, as well as reactive.4

Research suggests that specialist burn care services
need torespondtoabreadthofpsychologicaldifficul-
ties andrequirea tieredmodelofpsychological care.4

Psychological interventions within a burns MDT
follow-up clinic exist on a continuum, from indirect
interventions (such as outlining available support,
normalisingpsychological responses toburn injuries)
to more direct interventions (including rapid assess-
ment and intervention, psychoeducation and liaison
with other psychological services).7

Whilst the role of psychosocial practitioners in
MDT follow-up burns care has been acknowl-
edged,4 no research has formally evaluated this in
the context of an MDT clinic setting. Specifically,
research has yet to explore the need and input of
clinical psychologists within outpatient MDT burns
follow-up clinics in the UK. In light of this gap,
this paper aims to identify:

• The level of psychological need for burn
patients and/or families identified by clinical
psychologists through screening patients in
burns MDT follow-up clinics.

• The different levels of psychological input
for burn patients and/or families provided
by clinical psychologists in MDT outpatient
follow-up clinics.

Methods

Design

This study is anaudit of routineclinicalpractice in the
BurnsPsychologyServiceataUKpaediatricandadult
burns service. Data was collated using an anonymised
screening template, devised and completed by the
clinical psychologists present at routine paediatric
and adult outpatient burns MDT follow-up clinics.
Psychosocial screening in this setting is a routine
part of burnsMDT follow-up clinics that enables clin-
icians to consider individual patient circumstances
and promote flexible and responsive input, as
opposed to utilising a standardised questionnaire or
proforma. Screening questions aim to identify poten-
tial areas of burns-related distress, pre-burn vulner-
ability factors or general mental health concerns
and functioning. Consent was not obtained from
patients as the audit utilised anonymised data and
evaluated routine clinical practice.

Patients and setting

Patients included adults and children who sus-
tained a burn injury requiring scar management
and had attended their routine appointments at

burns MDT follow-up clinics. Some patients may
have been known to the Burns Psychology
Service; they may have already accessed psycho-
logical support as an inpatient or have been the
subject of indirect screening via MDT discussion
or consultation with burns care staff. The data set
included patients that attended MDT follow-up
clinics between April 2018 and November 2019.
The MDT follow-up clinic included a consultant
plastic surgeon, an Occupational Therapist, a
Physiotherapist, and a Clinical Psychologist; not all
professionals were present at every appointment as
this was dependent on identified patient need.

Data collection

An audit template was produced to record data.
Anonymized data was collected for all MDT
follow-up clinic appointments attended by the
Burns Psychology Service. Patient demographic
data consisted of age and gender.

A coding system was devised to gather data
relating to:

• Patient demographics (age, gender)
• Attendance status
• The level of psychology input into clinic

appointment
• The psychological needs of patients and/

or families

Psychological input provided within each individ-
ual burns MDT follow-up clinic was identified and
classified into three different levels of input in
line with previous research,4 highlighting the dif-
ferent tiers of psychosocial input that clinical psychol-
ogists offer in an MDT setting. At each level, the
complexity and amount of input offered from the
clinical psychologist increases. An assumption was
made that all patients receiving a higher level of
input had also received the subjacent tier(s) of input.

Level 1: brief screening. This is an initial stage
of gauging psychological need prior to possible
formal psychological assessment. Its aim is to
introduce the idea of potential psychological difficul-
ties following a burn injury and to gather a sense of
their applicability to patients. Psychological screen-
ing is in line with NBCS6 and established clinical
practice within burns care services.11 Further psych-
ology input was then delivered if required. At the
time of audit, there was no established service
screening tool for burns outpatients.

Level 2: psychological assessment. This is a more
detailed assessment of psychological need, compris-
ing presenting problems, background information,
as well as maintaining and supportive factors.

Potter et al. 3



Psychological assessment assists in any decision to
provide further input and may include providing
psychoeducation and signposting information.

Level 3: formulation and signposting. This
goes beyond assessment towards helping patients
make sense of their psychological difficulties, includ-
ing a potential interplay between burns related and
non-burns related factors. This may include an intro-
ductory formulation, with the intention of develop-
ing this further through either individual sessions
(following an internal referral to the Burns
Psychology Service) or an outward referral to
other services (to supplement, or as an alternative
to, burns psychology input) (Figure 1).

Psychological need of patients and/or fam-
ilies was classified into three categories:

• Burns related psychological concerns,
including (but not limited to) emotional
dysregulation and mood difficulties,
appearance-related anxiety, trauma
symptoms, surgical anxiety/preoperative
assessment.

• Non-burns psychological concerns and
concerns met by other services, including,
for example, pre-existing mental health dif-
ficulties or safeguarding concerns.

• No psychological concerns identified.

Where signposting was discussed within Levels 2
and 3 of input, the options included:

• Third sector organisations, such as Children’s
Burns Trust, Changing Faces andDan’s Fund

• Burns camp activities
• Adult mental health services
• Child mental health services
• School reintegration
• Other (e.g., citizens advice bureau, special

educational needs leads, vocational
organisations).

Ethics

Psychosocial screening is a routine aspect of
burns MDT follow-up clinics. The rationale for
including psychosocial screening within a full
MDT approach is to normalise psychological
need and therefore, to increase the chance of
capturing and addressing it, whilst also providing
holistic patient care. For clinic consultations
where highly emotive or sensitive content was dis-
cussed, a separate space with the clinical psych-
ologist for psychosocial screening was accessed
to maintain patient privacy and confidentiality.

Results

Data was analysed using descriptive statistics.
Demographic data was recorded including patients’
age and identified gender. Clinic contacts included
in the data included first or subsequent appoint-
ments at the MDT follow-up clinic for patients
with healed burns/scars. Patients were screened at
each clinic appointment and information from
each appointment was captured in the dataset, as
psychosocial needs fluctuate over time post burn
injury. Therefore, data may include multiple con-
tacts belonging to the same patient.

Figure 1. Levels of input provided by the clinical psychologist in routine Burns MDT followup Clinics.
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Attendance

From an initial sample of 1297 scheduled patient
appointments, 512 were adults and 784 were paediat-
ric (0–18 years). Clinical Psychologists were present
at 90% of burns MDT follow-up clinics (n=1180).
Of these, 68% of clinics were attended by patients.
This resulted in a total dataset of 808 clinic appoint-
ments (331 adults and 477 paediatrics). One partici-
pant was excluded due to having a non-burn injury.

In adult clinics, clinical psychologists were
present at 96% of burns MDT follow-up clinic
appointments. Reasons for psychology absence
were due to service demand (under-resourced
(under-resourced, n = 6; with another patient,
n= 5), or due to staff absence (n= 10). In paediatric
clinics, clinical psychologists were present at 89% of
burns MDT follow-up clinic appointments. Reasons
for psychology absence were due to service
demand (under- resourced, n=72; with another
patient, n=3), or due to staff absence (n = 11). On
one occasion, the patient declined to have the psych-
ologist present at the clinic.

Demographics

In adult clinics, 46% (n=235) of patients offered
appointments identified as female and 53% (n=
277) identified as male. Patients’ ages ranged from
17–93 years old; the modal age group was 18–29
years old (n=124). In paediatric clinics, 44% (n=
342) were female and 46% were male (n=359).
Patients ages ranged from 0–18 years old, and the
modal age group was 0–5 years old (n=361).

Psychological input

All patients and/or families seen were at least
‘briefly screened’, with further input being deliv-
ered if required.

In adult clinics, 65% (n= 217) of clinic
appointments were recorded as involving Level
1 brief screening only, with no further input
required. 18% (n= 59) of adult appointments
were recorded as involving Level 2 input, which
constituted a more in-depth psychological assess-
ment, psychoeducation and/or signposting. The
remaining 13% (n= 45) of adult appointments
were offered the highest tier of input (Level 3),
comprising initial psychological formulation,
referral to burns psychology services, and/or
liaison with other services (see Figure 2).

In paediatric clinics, 51% (n=243) of clinic
appointments were recorded as involving Level 1
brief screening only. Over a third (39%;n=187)
of paediatric appointments were recorded as involv-
ing Level 2 input, and 9% (n=43) received the
highest Level 3 input (see Figure 2).

The level of psychological need for patients
and/or families attending their MDT clinic
contact was assessed and recorded by the
Clinical Psychologist based on an evaluation of
presenting problems.

In adult clinics, a degree of psychological
concern relating directly to the burn injury was
identified for 38% (n= 126) of patient contacts.
In 4% (n= 12) of patient contacts, psychological
concerns were identified that related to other
aspects of their life. This resulted in a total of
42% (n= 188) of adults in clinic with some
degree of psychological concern.

In paediatric clinics, a degree of psychological
concern relating directly to the burn injury
(for either patients or families) was identified for
39% (n=188) of patient contacts. In 7%
(n=33) of patient contacts, psychological con-
cerns were identified that related to other aspects
of their lives. This resulted in a total of 46% (n=
221) of children and/or their family in clinic with
some degree of psychological concern.

Figure 2. Levels of input from psychology.
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Discussion

An audit of routine clinical practice for clinical psy-
chologists in burns MDT follow-up care within a
UK paediatric and adult burns service demon-
strated that almost half of all patients and/or
their families presented with some degree of psy-
chological concern in an MDT follow-up clinic.
For both patient groups, the vast majority of these
were identified as being psychological difficulties
directly related to the burn injury and a smaller
proportion were classed as being related to wider
psychological difficulties. Given that patients
attend burns follow-up clinics at varying time
points, and often many years post-injury, this
finding supports previous research that patients
and families experience psychological concerns at
various stages following a burn injury.1,2,7,12

In the current study, clinical psychologists were
present for the vast majority of follow-up clinics. In
line with National Burn Care Standards (NBCS6)
this allowed for effective screening of patients and
families, alongside timely access to psychological
care for those where difficulties were identified. As
part of a tiered approach, a third of adult patients
andalmosthalf ofpaediatricpatients and/or families
required an additional level of psychology input
within the follow-up clinic, beyond brief screening;
this included both Level 2 and Level 3 input. The
benefit of a tiered approach to psychological care
within burns services has been demonstrated13 and
highlighted as part of NBCS. Results from the
current study also suggest that burns MDT follow-up
clinicsprovideanappropriatewindowofopportunity
to offer patients and families brief, preventative
psychology input or signposting where needs were
either not previously present, established or met
earlier in the burns treatment pathway. This is
crucial to note, given previous research has demon-
strated the difficulties in future engagement with
psychology when clinical psychologists are not
present during screening. Thomas et al.7 found
that 25% of patients did not engage with psychology
services where psychological difficulties post-burn
injurywere identifiedusing screeningquestionnaires
and clinical cut-offs alone.

Anecdotal feedback from wider burns profes-
sionals about the presence of clinical psychologists
in burnsMDT follow-up clinics was positive, with par-
ticular reference to how it enriches patient conversa-
tions and facilitates effective decision-making around
treatments. Whilst this warrants further qualitative
research, thedatapresented in this paper emphasises
the value of psychology input into burns MDT
follow-up clinics. This contributes to holistic burns
MDT follow-up care and allows for effective use of

clinicalpsychology time.Forpatientsandfamiliespre-
senting with psychological need, it also presents the
opportunity for the clinical psychologists to engage
and provide containment, as well as support to the
wider team in their burn care treatment plans.

There are limitations to the present study. Since
the completion of this audit, psychosocial screening
tools have been developed and implemented in
inpatient burns care. A future direction would be to
utilise these for standardised assessment and data
gathering and to monitor potential changes in psy-
chosocial needs during the inpatient and outpatient
phase post-burn injury. The nature of the psychology
servicebeingembeddedwithin theburnsMDTclinic
may also create challenges for replicability, despite
being a positive aspect in patient-centered care.
Psychologists who are less embedded within services
and thus separate from the MDT, may experience
uniquebarriers in the routinepsychosocial screening
of patients. Furthermore, the clinical psychologists in
this study were likely to have had some degree of
familiarity with the patient, even if indirectly. This is
likely to have helped with rapport building and psy-
chological input at all levels.

Collecting additional data on the nature of
patients’ burn injuries and the length of time
since injury may have been of interest, alongside
examining any potential patterns in relation to the
level of psychology need and input identified in
clinic across different age groups of patients and
their families. Wider demographic data was not col-
lected pertaining to patients’ ethnic background,
religion and first language. Capturing this informa-
tion in future research would contribute a useful
perspective in relation to health inequalities, psycho-
logical need and accessibility of psychological ser-
vices. In addition, it may have been of benefit to
more thoroughly identify whether patients were sign-
posted to or currently accessing additional services.
Based on the data set, it was not possible to under-
take more complex statistical analysis of these demo-
graphic factors. Due to time constraints, it was also
not possible to establish inter-rater reliability of clin-
ical psychologists coding each clinical contact.

Further research should focus on exploring the
relationship between psychological needs, interven-
tion and additional demographic factors, such as
age and time since injury. This would help services
understand the presentation and patterns of psycho-
logical need and/or input at follow-up clinics.
Future work should also explore the experiences
of patients, families and MDT professionals in
experiences in having psychology presence in
clinic, including the use of case studies. This would
be important to continue to shape national guid-
ance relating to psychological care in burns services.
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Conclusion

A substantial number of patients and families pre-
sented with psychological needs in relation to a
burn injury when attending burns MDT follow-up
clinics. The presence of clinical psychologists at
burns MDT follow-up clinics is beneficial for the
identification of burns and non-burns related psy-
chological concerns and is a valuable use of psy-
chological resources within a burns service.

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

Funding
The author(s) received no financial support for the
research, authorship, and/or publication of this article.

ORCID iD
Melissa Potter https://orcid.org/0000-0001-6251-8313

References
1. Attoe C and Pounds-Cornish E. Psychosocial adjustment following

burns: an integrative literature review. Burns 2015; 41: 1375–1384.
2. Duke J, Randall SM, Vetrichevvel TP, et al. Long-termmental health

outcomes after unintentional burns sustained during childhood: a
retrospective cohort study. Burns Trauma 2018; 6: 32–41.

3. Gullick JG, Taggart SB, Johnston RA, et al. The trauma bubble:
patient and family experience of serious burn injury. J Burn Care
Res 2014; 35: 413–427.

4. Wisely J, Hoyle E, Tarrier N, et al. Where to start? Attempting to
meet the psychological needs of burned patients. Burns 2007;
33: 736–746.

5. Gaskell S, Cooke S, Hodgetts R, et al. Psychosocial screening
and outcome measurement in paediatric burns services in the
UK. Burns 2009; 35: S30.

6. British Burn Association. National Standards for Provisions and
Outcomes in Adult and Paediatric Burn Care. https://www.
britishburnassociation.org/wp-content/uploads/2018/11/BCSO-
2018-FINAL-v28.pdf (2018, accessed 11 February 2022).

7. Thomas B, Ford CG, Addicks S, et al. Implementation of a psy-
chosocial screener for adults in an outpatient burn clinic. J Burn
Care Res 2019; 40: 331–335.

8. Shepherd L, Tew V and Rai L. Comparison of two psychological
screening methods currently used for inpatients in a UK burns
service. Burns 2017; 43: 1802–1808.

9. Wisely JA and Tarrier N. A survey of the need for psychological
input in a follow-up service for adult burn-injured patients.
Burns 2001; 27: 801–807.

10. Van Loey NE, Faber AW and Taal LA. A European hospital survey
to determine the extent of psychological services offered to patients
with severe burns. Burns 2001; 27: 23–31.

11. Oaie E, Piepenstock E andWilliams L. Risk factors for peri-traumatic
distress and appearance concerns in burn-injured inpatients identi-
fied by a screening tool. Scars Burn Heal 2018; 4: 1–10.

12. Baker CP, Russell WJ, Meyer W, et al. Physical and psychologic
rehabilitation outcomes for young adults burned as children.
Arch Phys Med Rehabil 2007; 88. https://doi.org/10.1016/j.
apmr.2007.09.014

13. Shepherd L and Beveridge A. A tiered approach to inpatient
psychosocial screening in an adult UK burns service. Burns
2022; 48: 698–702. https://doi.org/10.1016/j.burns.2021.05.
017

How to cite this article
Potter M, Aaron D, Mumford R, et al. An evaluation of clinical

psychology input into burns multidisciplinary follow-up
clinics. Scars, Burns & Healing, Volume 8, 2022. DOI:
10.1177/20595131221141083.

Potter et al. 7

https://orcid.org/0000-0001-6251-8313
https://orcid.org/0000-0001-6251-8313
https://www.britishburnassociation.org/wp-content/uploads/2018/11/BCSO-2018-FINAL-v28.pdf
https://www.britishburnassociation.org/wp-content/uploads/2018/11/BCSO-2018-FINAL-v28.pdf
https://www.britishburnassociation.org/wp-content/uploads/2018/11/BCSO-2018-FINAL-v28.pdf
https://www.britishburnassociation.org/wp-content/uploads/2018/11/BCSO-2018-FINAL-v28.pdf
https://doi.org/10.1016/j.apmr.2007.09.014
https://doi.org/10.1016/j.apmr.2007.09.014
https://doi.org/10.1016/j.burns.2021.05.017
https://doi.org/10.1016/j.burns.2021.05.017
https://doi.org/10.1177/20595131221141083

	 Introduction
	 Methods
	 Design
	 Patients and setting
	 Data collection

	 Ethics
	 Results
	 Attendance
	 Demographics
	 Psychological input

	 Discussion
	 Conclusion
	 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


