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Abstract

Background: Family caregivers provide invaluable support to stroke survivors during their recovery, rehabilitation,
and community re-integration. Unfortunately, it is not standard clinical practice to prepare and support caregivers
in this role and, as a result, many experience stress and poor health that can compromise stroke survivor recovery
and threaten the sustainability of keeping the stroke survivor at home. We developed the Timing it Right Stroke
Family Support Program (TIRSFSP) to guide the timing of delivering specific types of education and support to meet
caregivers’ evolving needs. The objective of this multi-site randomized controlled trial is to determine if delivering the
TIRSFSP across the stroke care continuum improves caregivers’ sense of being supported and emotional well-being.

Methods/design: Our multi-site single-blinded randomized controlled trial will recruit 300 family caregivers of stroke
survivors from urban and rural acute care hospitals. After completing a baseline assessment, participants will be randomly
allocated to one of three groups: 1) TIRSFSP guided by a stroke support person (health care professional with stroke
care experience), delivered in-person during acute care and by telephone for approximately the first six to 12 months
post-stroke, 2) caregiver self-directed TIRSFSP with an initial introduction to the program by a stroke support person, or 3)
standard care receiving the educational resource “Let’s Talk about Stroke” prepared by the Heart and Stroke Foundation.
Participants will complete three follow-up quantitative assessments 3, 6, and 12-months post-stroke. These include
assessments of depression, social support, psychological well-being, stroke knowledge, mastery (sense of control over
life), caregiving assistance provided, caregiving impact on everyday life, and indicators of stroke severity and disability.
Qualitative methods will also be used to obtain information about caregivers’ experiences with the education and
support received and the impact on caregivers’ perception of being supported and emotional well-being.

Discussion: This research will determine if the TIRSFSP benefits family caregivers by improving their perception of
being supported and emotional well-being. If proven effective, it could be recommended as a model of stroke family
education and support that meets the Canadian Stroke Best Practice Guideline recommendation for providing timely
education and support to families through transitions.

Trial registration: ClinicalTrials.gov: NCT00958607.

Keywords: Stroke, Caregiver, Mixed methods, Randomized controlled trial, Social support, Education, Longitudinal
Background
Stroke is a complex medical condition and, as a result,
stroke survivors utilize many elements of the health care
system including acute, rehabilitation, and community
care services. In Canada, an estimated 58% of stroke
survivors go directly home after acute care, 19% go to
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inpatient rehabilitation before going home, and 10% are
admitted to long-term care [1]. As many as 50% of
stroke survivors returning to the community have diffi-
culties performing every day activities, including bathing,
walking short distances, negotiating stairs, housework,
meal preparation and traveling [2]. Family caregivers assist
stroke survivors with daily activities and navigating health
care services [3]. Currently, there is no standard clinical
practice to prepare family members for this caregiving role.
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As a result, caregivers often experience stress and poor
mental and physical health [4-6] that can contribute to
poor rehabilitation outcomes for stroke survivors [7]
or threaten the sustainability of care at home [8,9]. At
the same time, health care delivery systems have been
criticized for reducing hospital lengths-of-stay [10], for
limiting availability of community services [11], and for
lacking continuity across services [12]. This increases the
demand placed upon family caregivers as they support
individuals with considerable disability across fragmented
systems of care with very limited support from commu-
nity resources. To date, programs have been developed
to provide stroke-specific information and caregiver train-
ing and counseling, but these have had only a small
impact on improving caregiver well-being [13]. One
possible explanation, for this for which there is emer-
ging evidence, is that these programs do not consider
caregivers’ changing needs across the care continuum
[14,15]. We developed the Timing it Right (TIR) frame-
work that aims to guide the appropriate timing of specific
types of education and support to meet the evolving needs
of caregivers [16].
“Timing it right” (TIR) framework
The “Timing it Right” (TIR) framework promotes an orga-
nized approach to developing and evaluating interventions
aimed at meeting family caregivers’ changing needs for
support [16]. The TIR framework emphasizes family
caregivers’ unique support needs for each of five phases as
described in Figure 1. The event/diagnosis phase concerns
the time surrounding the stroke event and emergency care.
This phase ends when the person’s medical condition has
stabilized, at which point caregivers enter the second phase,
stabilization. The preparation phase occurs when the stroke
survivor is preparing for discharge home from inpatient
acute or rehabilitation care. The implementation phase
concerns the first few months after the stroke survivor
returns home and they are adjusting to living in the
community. The adaptation phase occurs once they are
comfortable living in the home environment and their
emphasis shifts to community re-integration.
Figure 1 Timing it right framework (Cameron and Gignac, 2008).
The premise of the framework is that careful attention to
phase-specific needs for concrete information and strategies
will enhance family caregiver preparedness, ease their
transitions across the care continuum, and decrease the
occurrence of negative outcomes [16] (e.g., burden, depres-
sive symptoms, and other health issues). Ultimately,
there will also be enhanced care of the person with stroke.
Interventions developed according to the TIR framework
target the support provided to caregivers according to
their phase in the TIR framework.
Existing caregiver interventions have drawn substantially

from research on social support and aim to provide differ-
ent elements of support including emotional (e.g., providing
comfort, listening to problems [17,18]), instrumental (e.g.,
providing training in problem-solving [19,20]), informational
(e.g., providing information about illness and services
[18,21-23]), and appraisal support (e.g., providing feedback
about their caregiving activities [24]). Therefore, we have
placed the TIR framework in this context of social support.
Previous research has demonstrated that family caregivers
who can draw upon social support will experience better
mental health outcomes [25-27]. In addition, support is
most beneficial if it is closely matched to an individual’s
current needs [28]. This reinforces the need to more closely
examine caregivers’ support needs over time and provide
support when and where they need it.

Previous caregiver intervention research
To date, some interventions have been developed to
promote caregivers’ adaptation to their caregiving role
(see reviews [13,29]). These interventions often provide
information about the illness and treatment [18,21,22,30]
or about community services [23]. Some provide caregiver
counselling [17,18] or training to assist with solving caregiv-
ing problems [19,20,31]. In addition, others have proposed
changes to the delivery of acute care and inpatient re-
habilitation (e.g., early supported discharge [32], integrated
care pathways [33]) that may also benefit family caregivers.
Some investigators have studied caregiver interventions
that cross a portion of the care continuum, most frequently
from acute care to the home. These interventions typically
begin when the patient is still in acute care and consist of
home visits and/or telephone support to continue the
intervention in the community [18,20]. Some interven-
tions use trained nurses [20] or family support organizers
[18] to deliver the intervention and have demonstrated
some benefit in caregiver outcomes (e.g., constant social
support). Similarly, telephone support provided by nurse
educators for family caregivers has been associated with
small improvements in caregiver problem-solving skills,
mental health, perception of preparedness, vitality, and
social functioning [19,34,35]. Reviews suggest that these
interventions result in small improvements in caregiver
burden, emotional distress, psychological well-being, and
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quality of life [29]. Larger improvements in outcomes
are observed with interventions that are tailored to in-
dividual caregivers’ needs and are psychotherapeutic,
psycho-educational, or multi-component in nature [29]. To
date, none of these interventions have specifically consid-
ered: 1) the appropriate timing of caregiver education and
support; and 2) changes in caregivers’ needs as they provide
support to stroke survivors moving across the care con-
tinuum. Providing caregivers with the support they need
when they need it may be of additional benefit.
The appropriate model for intervention delivery across

the care continuum is not yet known. In our qualitative
research, caregivers indicated a need for one key individual
to be available to them to answer questions and provide
support as needed while the stroke survivor was in the
hospital and after they had returned home [15]. The stroke
support programs discussed above used trained nurses [20]
or family support organizers [18] to deliver the intervention
in person and by telephone [19,34,35]. Other models have
focused on providing integrated service delivery to enhance
the coordination of care as patients move across the
care continuum [12,36-38]. These commonly use a system
where one individual (e.g., a case manager [36]) organizes
and facilitates a patient’s access to services across the
health care system. The common thread of this research
suggests we need to have one key individual provide
support across care environments.
In addition, some recent research has highlighted the

benefits of preparing patients and their family members
to self-manage their transitions across care environ-
ments [39,40]. By providing family members with edu-
cation and guidance, the self-management approach
can be extended to enable family members to self-direct
their learning and support needs across care environ-
ments. This second alternative for intervention delivery
may be a cost-effective way for caregivers to obtain the
information, training and support that they require when
they require it.

Research objectives and hypotheses
The objective of this multi-site mixed methodology single-
blind randomized controlled trial is to determine if the
TIRSFSP delivered across the care continuum contributes
to positive caregiver outcomes. Since this program targets
family caregiver support, the primary outcomes of the
intervention will be caregivers’ perception of being sup-
ported in their caregiving role and improvements in
caregiver mental health outcomes (e.g., less depression and
more psychological well-being). To determine the impact
of the intervention on caregiver outcomes, we will compare
two modes of intervention delivery with standard care: 1)
repeated contact in person and by telephone with a stroke
support person (health care professional with stroke care
experience, intervention arm 1); and 2) a self-directed
program by the caregiver (intervention arm 2). The
specific research hypotheses are the following:

Hypotheses

1. Family caregivers receiving the TIRSFSP delivered by
a stroke support person and the self-directed
TIRSFSP will report more perceived support and
better mental health than the standard care group.

2. Family caregivers receiving the TIRSFSP delivered by
a stroke support person will report more perceived
support and better mental health compared to those
receiving the self-directed TIRSFSP and standard care.

Methods
Trial design
We will conduct a convergent parallel mixed methodology
[41], longitudinal, multi-site, single-blind randomized con-
trolled trial. As a convergent parallel mixed methodology
design, the quantitative and qualitative portions of the study
will provide different but complementary perspectives on
caregivers’ experiences with support received [41]. Recruit-
ment will take place in 7 acute care hospitals from across
Canada. Caregivers will be recruited during the patients’
acute care hospital admission. They will complete baseline
assessments prior to randomization and follow-up assess-
ments at 3, 6, and 12-month’s post stroke. All caregivers
will provide written informed consent. The research
protocol has been approved by institutional research ethics
boards at all participating hospitals, including the following:
University Health Network Research Ethics Board, Capital
Health Research Ethics Board, Ottawa Hospital Research
Ethics Board, University of Toronto Office of Research
Ethics, University of Calgary Faculty of Medicine Office of
Medical Bioethics Conjoint Health Research Ethics Board,
Pembroke Regional Hospital Research Ethics Committee,
Thunder Bay Regional Health Sciences Centre Research
Ethics Board, Lakeridge Health Research Ethics Board,
Queen’s University Health Sciences & Affiliated Teaching
Hospitals Research Ethics Board, Health PEI Research
Ethics Board, Royal Victoria Hospital Research Ethics
Board, and Cape Breton District Health Authority Research
Ethics Board.

Participants
Family caregivers are defined as the person primarily
responsible for providing and/or coordinating stroke
survivor care in the community without financial compen-
sation. If during acute care there appears to be more than
one family caregiver, we will invite the family member
who, in discussion with the family, is likely to be primarily
responsible for providing and/or coordinating care in the
home.
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Inclusion criteria
Participants will be included if they are able to read and
speak English and will be caring for a person who is either
receiving care for their first hospitalization for an ischemic
or hemorrhagic stroke or whose previous stroke was mild
and they did not require admission to inpatient or out-
patient rehabilitation care. The stroke survivor’s antici-
pated ultimate destination after discharge is a private
residence or apartment building. Stroke survivors must
exhibit at least minimal disability (i.e., referred to an occu-
pational therapist, physical therapist, or speech language
pathologist during acute care). Stroke survivors may be
admitted to short or long-duration inpatient (maximum
duration of 6 months) or outpatient rehabilitation or return
directly home. During inpatient rehabilitation, there will be
stroke survivors who do not reach their rehabilitation goals
and will, therefore, not be able to return home. When this
occurs, we will exclude their caregivers from the study.

Exclusion criteria
We will exclude caregivers of patients who are terminally
ill, discharged to alternative levels of care, or discharged to
long-term care or assisted retirement residences.

Interventions
Participants in intervention arms 1 and 2 will receive the
TIRSFSP Guide. This educational resource contains an
introductory chapter, one chapter for each phase in the
TIR framework, and a concluding chapter containing lists
of local resources available to the patient and caregiver
(see Table 1). The content of each chapter is based on the
TIR framework [16] and caregivers descriptions of their
phase-specific experiences and needs obtained during a
previous qualitative study [15]. We leveraged existing
educational and support resources, created new resources,
and organized them according to the phases of the TIR
framework. Each chapter provides emotional support by
describing how some caregivers may feel emotionally
during each phase [15]. Each chapter also provides a
“who to talk to for help” section to guide caregivers as to
who they should speak with for certain areas of concern
Table 1 Contents of the timing it right stroke family
support program guide

Chapter Title

1. Introduction to the program

2. My family member has had a stroke

3. My family member’s condition has stabilized

4. My family member is preparing to go home

5. My family member has just returned home

6. Adapting to life in the community

7. Additional resources
(e.g., speech language pathologist to learn more about
communicating with a stroke survivor with aphasia).
The introduction to the guide instructs caregivers to
“self-manage” their support needs [42,43]. It provides
caregivers with strategies for eliciting help and support
from family and friends, communicating effectively with
health care professionals, obtaining community services,
and succeeding at caregiving. Caregivers will be instructed
to review the information in each chapter as it becomes
relevant to their current situation (i.e., as they move
through the TIR phases). Caregivers can review the guide
as often as they like.

1. Stroke Support Person TIRSFSP: The intervention
will be delivered by a stroke support person
in-person during the acute care phase and then by
monthly telephone calls for approximately six months
after the stroke survivor is discharge home. The stroke
support person is a health care professional involved
in the coordination of stroke services and provision of
education and support (e.g., occupational therapist,
social worker, nurse educator, case manager). During
each session, the stroke support person will ask
caregivers how things have been going, how they are
doing, and what their needs are so they can guide
them through appropriate sections of the TIRSFSP
educational resource and help them obtain the
supports they currently need. The stroke support
person will encourage, using self-management
principles, caregivers to obtain the needed supports
from the appropriate health care professional
(e.g., training in caregiving activities from an
occupational therapist) or appropriate community
resources. They will give the caregivers a copy of the
TIRSFSP guide as a resource. The support person will
encourage the caregiver to contact them between
regular appointments if they have any specific
questions. Our pilot study indicated that the first
meeting is the longest and takes approximately 60
minutes and subsequent meetings are 10–30 minutes
each [44]. The intervention content and duration,
including time spent during each session and
number of sessions, is tailored to individual
caregivers’ experiences and needs.

2. Self-Directed TIRSFSP: In the second arm of this
trial, family caregivers will self-direct their use of the
TIRSFSP guide. The stroke support person will meet
with the caregiver once during the acute stroke
phase to instruct them on the use of the guide. They
will provide an overview of the self-management
principles and encourage them to manage their
support needs.

3. Standard Care: Current standard care in the stroke
centres of the Ontario Stroke System is for stroke
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survivors and/or family members to receive a copy
of the Heart and Stroke Foundation’s “Let’s Talk
about Stroke” educational resource. This resource
provides general information that is not specific to
phase of recovery, to educate stroke families about
what a stroke is, treatment options, secondary
prevention, and impact on stroke survivors’ health
and well-being. The research assistant will ensure
that all caregivers recruited into the trial receive a copy
of “Let’s Talk about Stroke” with a brief introduction
to its contents.

Data collection
Three sources of data will be collected in the form of
structured quantitative measurement instruments, qualita-
tive interviews, and stroke support person journals.
Structured Quantitative Measurement Instruments:

Caregiver outcomes are the focus of this study. The
research assistant in each region will obtain the baseline
and follow-up data at 3, 6, and 12-months post-stroke.
All measurement instruments have been used previously
in stroke caregiving research and demonstrate good psy-
chometric properties [45-47]. In the pilot study, adminis-
tration of these quantitative measures took approximately
30–45 minutes [44]. All data will be entered into the Em-
Power web-based system that will support and manage
the data this clinical trial [48]. Caregivers will be able to
complete mailed surveys or enter their responses directly
into EmPower.
The primary outcome, caregiver’s perceived social

support, will be assessed by the Medical Outcomes Study
Social Support Scale [49]. Positive and negative mental
health outcomes, will be assessed by the Positive Affect
Scale [50] and the Centre for Epidemiological Studies
Depression Scale [51], respectively. Caregivers’ participation
in valued activities, will be assessed by the Caregiving
Impact Scale [45,52]. The level of assistance provided to
the stroke survivor in terms of activities of daily living,
instrumental activities and medical care will be assessed
by the Caregiving Assistance Scale [45,52]. Caregivers’
stroke knowledge concerning warning signs, causes, conse-
quences, treatment options, rehabilitation, and secondary
prevention will be assessed by the Stroke Knowledge Test
[53]. Caregivers’ sense of control over life will be assessed
by Pearlin’s Mastery Scale [54]. Personal development
as a result of providing care will be assessed by Pearlin’s
Personal Gain Scale [55]. To facilitate an economic analysis
related to the intervention, we will also collect Health
Resource Utilization data (adapted from Brown, 1990 [56].
Sociodemographic characteristics of the caregiver will also
be assessed. Stroke patients’ charts will be reviewed to ob-
tain the following information: stroke severity (Canadian
Neurological Scale [57] completed during the first week of
hospital admission), functional status as measured by the
Barthel Index [58], stroke type and location, and date
of stroke.

Qualitative interviews
A sub-sample of 36 (12 per intervention arm) caregivers
will participate in a qualitative interview after the comple-
tion of the final follow-up assessment. Research assistants
with training in qualitative interviewing will conduct all the
interviews by telephone. Telephone interviews have been
shown to provide qualitative data of the same quality and
quantity as in-person interviews [59]. We will use frame-
work methodology to describe caregivers’ experiences and
needs during each phase of the TIR framework and how
the intervention arm that they received did or did not
meet their needs [60,61]. Based upon our pilot study, we
estimate the qualitative interviews will take approximately
45–60 minutes [44].

Stroke support person journals
For each site, the stroke support person will complete a
journal to record the details of the intervention provided
to participants. Specifically, for each contact with each
caregiver, they will record the duration of the contact,
topics discussed, and resources provided. This information
will help us to understand more fully the role that the
stroke support person fills and the time commitment to
fill this role.

Sample size
The target sample size is 300 family caregivers (see
Figure 2). With a sample of 100 participants per group we
will be able to observe a medium sized difference between
three treatment groups in our primary outcome, caregiver’s
perceived social support (Social Support Survey, mean 73.3,
SD 20.8) (80% power, P < .05 significance) [62]. The esti-
mated sample size remained the same when calculated
using the Center for Epidemiological Studies - Depression
Score and the Positive Affect Scale as outcome measures
(described above). Our sample will include caregivers
from urban (n = 240) and rural (n = 60) environments to
be representative of the Canadian population (approxi-
mately 80% urban and 20% rural). We are using Statistics
Canada’s rural definition “A community (generally a mu-
nicipality in the west and a township in the east) is defined
as “rural” if its population density is less than 150 people
per square kilometer”.
A sub-set of 36 family caregivers will participate in the

qualitative portion of the study. Based on our previous
qualitative study with stroke family caregivers, we are
confident that this number will ensure saturation of re-
search themes [15,63]. Caregivers will be purposively sam-
pled to reflect the intervention groups (i.e., 12 participants
per research group) [64].
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Randomization
Research assistants responsible for recruiting participants
into the study will enter baseline data into EmPower and
EmPower will use a random number generator to place
participants into one of the 3 treatment arms: A) TIRSFSP
delivered by a stroke support person, B) TIRSFSP self-
directed by the caregiver, and C) standard care. EmPower
will email the stroke support person to inform them when
a participant has been randomized. We will use stratified
randomization to ensure an equal distribution of partici-
pants across intervention arms within each site.

Blinding
The research assistant who collects the baseline and
follow-up data will be blind to group assignment.

Statistical methods
Analysis of quantitative data
We will analyze the data on the principle of intention to
treat. Hierarchical linear modeling for longitudinal data
will examine changes in caregiver outcomes over the
follow-up period and examine differences between study
groups for each outcome [65]. We will use mixed effects
modeling as it accounts for the underlying heterogeneity
between and within participants (i.e., intercepts and slopes
are allowed to vary across participants). This approach will
also allow us to identify differences in rates of change
(slopes) in the dependent variables between study groups
(e.g., participants in the intervention group with a support
person may have earlier improvements in stroke-related
knowledge). It will also allow us to control for confounding
variables that can also influence caregiver outcomes
(e.g., stroke severity). Because intercepts and slopes are
computed for each participant, caregivers who miss a
follow-up assessment or drop out of the study are still
included in the data analyses.

Analysis of qualitative data
The in-depth qualitative interviews will be analyzed using
the 5 stages of framework analysis: 1) familiarizing by
listening to the interviews and reviewing the transcripts;
2) selecting a thematic framework (e.g. TIR model); 3)
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indexing or coding the data according to the framework; 4)
charting the data on the framework, and 5) interpretation
[60,61]. This approach will allow examination of caregivers’
changing experiences and needs across the recovery trajec-
tory and determine the extent to which their arm of the
intervention met their needs. With this number of qualita-
tive interviews (e.g., 12 participants per intervention arm)
we will be able to compare and contrast caregivers’ experi-
ences and needs across intervention arms. Researcher bias
is a common threat to the trustworthiness of qualitative
data analysis. To minimize this threat we will use the
following strategies as recommended by McReynolds
[64]: 1) we will maintain an audit trail by keeping record
of all data, analysis procedures, and analysis notes; 2)
multiple researchers will contribute to the data analysis
and theme generation; and 3) we will carefully examine
discrepant data (i.e., data that does not support the re-
searchers preliminary conclusions) [64]. We will use NVivo
10 qualitative software to organize the coding process [66].

Analysis of stroke support persons’ journals
The stroke support persons’ journals for each phase will
be reviewed to determine: 1) the amount of time the stroke
support person spends with each caregiver, 2) the topics
discussed, and 3) the resources provided. This information
will be summarized for each site’s stroke support person
and then averaged across sites. The topics and resources
provided will be synthesized using conventional content
analysis [67,68]. Specifically, for each phase of the inter-
vention, we will count the number of times each topic is
discussed and each resource is provided to identify the key
topics and resources for each phase of the intervention.

Combining findings across different methodologies
Each of these analyses will help us to understand if the
intervention improves caregiver outcomes (quantitative
analysis), how it does this (qualitative analysis), and how it
is delivered (stroke support person journal). This informa-
tion can be used to inform health care service delivery
policy makers about the benefits of the TIR Stroke Family
Support Program.

Discussion
Family caregivers play a central role supporting stroke
survivors as they transition from acute care, through
rehabilitation, and return to community living. With no
standard clinical practice to prepare and support these
individuals in the caregiving role, many experience stress
and poor mental health outcomes [4-6]. This can com-
promise the quality of care provided to the patient [7] as
well as jeopardize caregivers’ abilities to keep the stroke
survivor at home [8,9]. Interventions have been developed
and tested to support family caregivers, but have only
been able to demonstrate small improvements in caregiver
well-being [29]. More recently, Greenwood suggested
future research should consider caregivers’ changing needs
for support over time [14]. Consistent with the Timing it
Right framework, caregivers may have support needs that
are specific to the stroke survivor’s place in their recovery
trajectory [16]. Our research to date suggests caregivers’
support needs are changing over time and the individuals
they prefer to receive support from are also changing [15].
Building upon this information, we have created and pilot
tested the Timing it Right Stroke Family Support Program
with 30 family caregivers [44]. Preliminary qualitative
findings suggest the intervention is meeting the needs of
those caregivers who have limited experience with stroke,
difficulty obtaining information, and difficulty navigating
the health care system [44]. Therefore, improving the tim-
ing with which caregiver support is provided may address
caregivers’ changing needs as stroke survivors transition
across care environments and may result in caregivers
being better prepared for their caregiving role. As a result,
their quality of life may improve and they may be better
able to contribute to stroke survivor recovery, rehabilita-
tion, community re-integration, and quality of life. Given
that best practice guidelines [69] recommend the timely
education and support of patients and caregivers, it is
important to test interventions that can begin to address
these recommendations. This study will be the first to
examine the timing of caregiver support in a randomized
controlled trial. Results from this study will contribute to
our understanding of how to implement best practice and
meet the changing needs of stroke families as stroke survi-
vors’ transition across care environments.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
JIC contributed to study conception and design, drafted the manuscript, and
approved the final version. GN, MG, MB, GW, and TG contributed to study
design, critically reviewed the manuscript, and approved the final version.
MH, FS, SP, and AMC contributed to study design and approved the final
manuscript. All authors read and approved the final manuscript.

Acknowledgements
This study is funded by an operating grant from the Heart and Stroke
Foundation of Canada (#NA 6782). Jill Cameron is supported by a Canadian
Institutes of Health Research New Investigator Award. Gary Naglie is
supported by the George, Margaret and Gary Hunt Family Chair in Geriatric
Medicine, University of Toronto. Angela M. Cheung is supported by a
Canadian Institutes of Health Research Senior Investigator Award.

Author details
1Department of Occupational Science and Occupational Therapy, University
of Toronto, 160-500 University Ave, Toronto, Ontario M5G 1V7, Canada. 2UHN
Toronto Rehabilitation Institute, Toronto, Canada. 3Department of Medicine
and Rotman Research Institute, Baycrest Health Sciences, 3560 Bathurst
Street, Toronto, Ontario M6A 2E1, Canada. 4Research Department, UHN
Toronto Rehabilitation Institute, Toronto, Canada. 5Department of Medicine
and Institute of Health Policy, Management and Evaluation, University of
Toronto, Toronto, Canada. 6UHN Toronto Western Research Institute, 399
Bathurst Street, Main Pavilion, 10-328, Toronto, ON ON M5T 2S8, Canada.
7Dalla Lana School of Public Health, University of Toronto, Toronto, Canada.



Cameron et al. BMC Health Services Research 2014, 14:18 Page 8 of 9
http://www.biomedcentral.com/1472-6963/14/18
8UHN Toronto Rehabilitation Institute, University Centre, University of
Toronto, 550 University Avenue, Toronto, Ontario M5G 2A2, Canada.
9Department of Medicine, University of Toronto, Toronto, Canada. 10School
of Occupational Therapy, Dalhousie University, 5689 University Ave, Halifax,
Nova Scotia B3H 3J5, Canada. 11Faculty of Nursing, University of Calgary,
2500 University Dr NW, Calgary AB T2N 1N4, Canada. 12Family Service
Toronto, 355 Church Street, Toronto, Ontario M5B 1Z8, Canada.
13Department of Physical Therapy, University of Toronto, Baycrest Health
Sciences, Toronto, Canada. 14UHN Toronto Western Hospital, 399 Bathurst
Street, Toronto, ON M5T 2S8, Canada. 15Department of Medicine, Division of
Neurology, Dalhousie University/QEII Health Sciences Centre, 1796 Summer
Street, Halifax, Nova Scotia B3H 3A7, Canada. 16UHN Toronto General
Hospital, 200 Elizabeth Street, 7 Eaton North – room 221, Toronto, Ontario
M5G 2C4, Canada. 17Department of Medicine, University of Toronto, Toronto,
Canada.

Received: 13 June 2013 Accepted: 6 January 2014
Published: 17 January 2014

References
1. Heart and Stroke Foundation. 2013 Stroke Report. http://www.

heartandstroke.com/atf/cf/%7B99452D8B-E7F1-4BD6-A57D-B136CE6C95BF%
7D/StrokeReport2013_ENG.pdf.

2. Mayo NE, Wood-Dauphinee S, Cote R, Durcan L, Carlton J: Activity,
participation, and quality of life 6 months poststroke. Arch Phys Med
Rehabil 2002, 83:1035–1042.

3. Smith JE, Smith DL: No map, no guide. Family caregivers’ perspectives on
their journeys through the system. Care Manag J 2000, 2:27–33.

4. Schulz R, O'Brien AT, Bookwala J, Fleissner K: Psychiatric and physical
morbidity effects of dementia caregiving: prevalence, correlates, and
causes. Gerontologist 1995, 35:771–791.

5. Pinquart M, Sorensen S: Differences between caregivers and noncaregivers
in psychological health and physical health: a meta-analysis. Psychol Aging
2003, 18:250–267.

6. Han B, Haley WE: Family caregiving for patients with stroke. Review and
analysis. Stroke 1999, 30:1478–1485.

7. Evans RL, Bishop DS, Haselkorn JK: Factors predicting satisfactory home
care after stroke. Arch Phys Med Rehabil 1991, 72:144–147.

8. Kao HF, McHugh ML: The role of caregiver gender and caregiver burden
in nursing home placements for elderly Taiwanese survivors of stroke.
Res Nurs Health 2004, 27:121–134.

9. Arai Y, Sugiura M, Washio M, Miura H, Kudo K: Caregiver depression
predicts early discontinuation of care for disabled elderly at home.
Psychiatry Clin Neurosci 2001, 55:379–382.

10. Clarke A, Rosen R: Length of stay. How short should hospital care be? Eur
J Public Health 2001, 11:166–170.

11. Wilkins K, Park E: Home care in Canada. Health Rep 1998, 10:29–37.
12. Bergman H, Beland F, Lebel P, Contandriopoulos AP, Tousignant P, Brunelle

Y, et al: Care for Canada’s frail elderly population: fragmentation or
integration? CMAJ 1997, 157:1116–1121.

13. Visser-Meily A, van Heugten C, Post M, Schepers V, Lindeman E:
Intervention studies for caregivers of stroke survivors: a critical review.
Patient Educ Couns 2005, 56:257–267.

14. Greenwood N, Mackenzie A, Cloud GC, Wilson N: Informal primary carers
of stroke survivors living at home - challenges, satisfactions and coping:
a systematic review of qualitative studies. Disabil Rehabil 2008, 31:1–15.

15. Cameron JI, Naglie G, Silver FL, Gignac MA: Stroke family caregivers’
support needs change across the care continuum: a qualitative study
using the timing it right framework. Disabil Rehabil 2013, 35:315–324.

16. Cameron JI, Gignac MA: “Timing It right”: a conceptual framework for
addressing the support needs of family caregivers to stroke survivors
from the hospital to the home. Patient Educ Couns 2008, 70:305–314.

17. Evans RL, Matlock AL, Bishop DS, Stranahan S, Pederson C: Family
intervention after stroke: does counseling or education help? Stroke 1988,
19:1243–1249.

18. Lincoln NB, Francis VM, Lilley SA, Sharma JC, Summerfield M: Evaluation of
a stroke family support organiser: a randomized controlled trial. Stroke
2003, 34:116–121.

19. Grant JS, Elliott TR, Weaver M, Bartolucci AA, Giger JN: Telephone
intervention with family caregivers of stroke survivors after
rehabilitation. Stroke 2002, 33:2060–2065.
20. van den Heuvel ET, Witte LP, Stewart RE, Schure LM, Sanderman R,
Meyboom-de Jong B: Long-term effects of a group support program and
an individual support program for informal caregivers of stroke patients:
which caregivers benefit the most? Patient Educ Couns 2002, 47:291–299.

21. Braithwaite V, McGown A: Caregivers’ emotional well-being and their
capacity to learn about stroke. J Adv Nurs 1993, 18:195–202.

22. Rodgers H, Atkinson C, Bond S, Suddes M, Dobson R, Curless R:
Randomized controlled trial of a comprehensive stroke education
program for patients and caregivers. Stroke 1999, 30:2585–2591.

23. Dennis M, O’Rourke S, Slattery J, Staniforth T, Warlow C: Evaluation of a
stroke family care worker: results of a randomised controlled trial.
Br Med J 1997, 314:1071–1076.

24. Cohen S: Stress, social support, and disorder. In The meaning and
measurement of social support. Edited by Veiel HOF, Baumann A. New York:
Hemisphere Publishing Corporation; 1992:109–124.

25. Aneshensel CS, Stone JD: Stress and depression: a test of the buffering
model of social support. Arch Gen Psychiatry 1982, 39:1392–1396.

26. Drentea P, Clay OJ, Roth DL, Mittelman MS: Predictors of improvement in
social support: five-year effects of a structured intervention for caregivers
of spouses with Alzheimer’s disease. Soc Sci Med 2006, 63:957–967.

27. Bass DM, Noelker LS, Rechlin LR: The moderating influence of service use
on negative caregiving consequences. J Gerontol 1996, 51:S121–S131.
Series B, Psychological Sciences & Social Sciences.

28. Cutrona CE, Russell DW: Type of social support and specific stress: towards a
theory of optimal matching. In Social support: an interactional view. Edited by
Saranson BR, Saranson IG, Pierce GR. New York: Wiley; 1990:319–366.

29. Sorensen S, Pinquart M, Duberstein P: How effective are interventions with
caregivers? An updated meta-analysis. Gerontologist 2002, 42:356–372.

30. Eames S, Hoffmann T, Worrall L, Read S, Wong A: Randomised controlled
trial of an education and support package for stroke patients and their
carers. BMJ Open 2013, 3:1–9.

31. King RB, Hartke RJ, Houle T, Lee J, Herring G, Exander-Peterson BS, et al: A
problem-solving early intervention for stroke caregivers: one year
follow-up. Rehabil Nurs 2012, 37:231–243.

32. Teng J, Mayo NE, Latimer E, Hanley J, Wood-Dauphinee S, Cote R, et al:
Costs and caregiver consequences of early supported discharge for
stroke patients. Stroke 2003, 34:528–536.

33. Sulch D, Melbourn A, Perez I, Kalra L: Integrated care pathways and quality
of life on a stroke rehabilitation unit. Stroke 2002, 33:1600–1604.

34. Grant JS: Social problem-solving partnerships with family caregivers.
Rehabil Nurs 1999, 24:254–260.

35. Boter H, for the HESTIA Study Group: Multicenter randomized controlled
trial of an outreach nursing support program for recently discharged
stroke patients. Stroke 2004, 35:2867–2872.

36. Kodner DL, Spreeuwenberg C: Integrated care: meaning, logic, applications,
and implications: a discussion paper. Int J Int Care 2002, 2:1–8.

37. Reuben DB, Eng C, Pedulla J, Eleazer GP, McCann R, Fox N: Models of
geriatric practice: program of all-inclusive care for the elderly (PACE): an
innovative model of integrated geriatric care and financing. J Am Geriatr
Soc 1997, 45:1–20.

38. Hebert R, Durand PJ, Dubuc N, Tourigny A: PRISMA: a new model of
integrated service delivery for the frail older people in Canada. Int J Int
Care 2003, 3:1–10.

39. Coleman EA, Parry C, Chalmers S, Min SJ: The care transitions intervention:
results of a randomized controlled trial. Arch Intern Med 2006,
166:1822–1828.

40. Parry C, Coleman EA, Smith JD, Frank J, Kramer AM: The care transitions
intervention: a patient-centered approach to ensuring effective transfers
between sites of geriatric care. Home Health Care Serv Q 2003, 22:1–17.

41. Creswell J, Plano Clark V: Designing and conducting mixed methods research:
second edition. 2nd edition. California: Sage Publications, Inc; 2011.

42. Jones F: Strategies to enhance chronic disease self-management: how
can we apply this to stroke? Disabil Rehabil 2006, 28:841–847.

43. Lorig KR, Holman H: Self-management education: history, definition,
outcomes, and mechanisms. Ann Behav Med 2003, 26:1–7.

44. Cameron JI, Naglie G, Green TL, Gignac MA, Bayley M, Huijbregts M, et al:
Development and pilot testing of the timing it right stroke family
support program. 2014. Manuscript in preparation.

45. Cameron JI, Franche RL, Cheung AM, Stewart DE: Lifestyle interference and
emotional distress in family caregivers of advanced cancer patients.
Cancer 2002, 94:521–527.

http://www.heartandstroke.com/atf/cf/%7B99452D8B-E7F1-4BD6-A57D-B136CE6C95BF%7D/StrokeReport2013_ENG.pdf
http://www.heartandstroke.com/atf/cf/%7B99452D8B-E7F1-4BD6-A57D-B136CE6C95BF%7D/StrokeReport2013_ENG.pdf
http://www.heartandstroke.com/atf/cf/%7B99452D8B-E7F1-4BD6-A57D-B136CE6C95BF%7D/StrokeReport2013_ENG.pdf


Cameron et al. BMC Health Services Research 2014, 14:18 Page 9 of 9
http://www.biomedcentral.com/1472-6963/14/18
46. Cameron JI, Herridge MS, Tansey CM, McAndrews MP, Cheung AM:
Well-being in informal caregivers of survivors of acute respiratory
distress syndrome. Crit Care Med 2006, 34:81–86.

47. Cameron JI, Cheung AM, Streiner DL, Coyte PC, Stewart DE: Stroke survivor
depressive symptoms are associated with family caregiver depression
during the first 2 years poststroke. Stroke 2011, 42:302–306.

48. EmPOWER: EmPower health research inc; 2009. Ref Type: Computer Program.
49. Sherbourne CD, Stewart AL: The MOS social support survey. Soc Sci Med

1991, 32:705–714.
50. Watson D, Clark LA, Tellegen A: Development and validation of brief

measures of positive and negative affect: the PANAS scales. J Personal
Soc Psychol 1988, 54:1063–1070.

51. Radloff LS: The CES-D scale: a self-report depression scale for research in
the general population. Appl Psychol Measure 1977, 1:385–401.

52. Cameron JI, Cheung AM, Streiner DL, Coyte PC, Stewart DE: Stroke
survivors’ behavioral and psychologic symptoms are associated with
informal caregivers’ experiences of depression. Arch Phys Med Rehabil
2006, 87:177–183.

53. Sullivan K, Dunton NJ: Development and validation of the stroke
knowledge test. Top Stroke Rehabil 2004, 11:19–28.

54. Pearlin LI, Schooler C: The structure of coping. J Health Soc Behav 1978,
19:2–21.

55. Pearlin LI, Mullan JT, Semple SJ, Skaff MM: Caregiving and the stress
process: an overview of concepts and their measures. Gerontologist 1990,
30:583–594.

56. Browne GB, Arpin K, Corey P, Fitch M, Gafni A: Individual correlates of
health service utilization and the cost of poor adjustment to chronic
illness. Med Care 1990, 28:43–58.

57. Cote R, Battista RN, Wolfson C, Boucher J, Adam J, Hachinski V: The
Canadian neurological scale: validation and reliability assessment.
Neurology 1989, 39:638–643.

58. Wade DT, Hewer RL: Functional abilities after stroke: measurement,
natural history and prognosis. J Neurol Neurosurg Psychiatry 1987,
50:177–182.

59. Sturges JE, Hanrahan KJ: Comparing telephone and face-to-face qualitative
interviewing: a research note. Qual Res 2004, 4:107–118.

60. Rabiee F: Focus-group interview and data analysis. Proc Nutr Soc 2004,
63:655–660.

61. Ritchie J, Spencer L: Qualitative data analysis for applied policy research.
In Analyzing qualitative data. Edited by Bryman A, Burgess RG. New York, NY:
Routledge; 1994:173–194.

62. Tabachnick BG, Fidell LS: Using multivariate statistics. 3rd edition. New York,
NY: HarperCollins College Publishers; 2001.

63. Creswell JW: Qualitative inquiry and research design: choosing among five
traditions. London: Sage Publications; 1998.

64. McReynolds CJ, Koch LC, Rumrill PD Jr: Speaking of research. Qualitative
research strategies in rehabilitation. Work 2001, 16:57–65.

65. Singer JD, Willett JB: Applied longitudinal data analysis: modeling change and
event occurrence. New York: Oxford University Press, Inc; 2003.

66. NVivo qualitative data analysis software. [10.0]: QSR international Pty Ltd.;
2012. Ref Type: Computer Program.

67. Hsieh HF, Shannon SE: Three approaches to qualitative content analysis.
Qual Health Res 2005, 15:1277–1288.

68. Neuendorf KA: The content analysis guidebook. Thousand Oaks (CA):
Sage; 2002.

69. Lindsay MP, Gubitz G, Bayley M, Hill MD, Davies-Schinkel C, Singh S, et al:
Canadian best practice recommendations for stroke care (update 2010).
Canadian stroke strategy best practices and standards writin group. Ottawa,
Canada: Canadian Stroke Network; 2010. Ref Type: Report.

doi:10.1186/1472-6963-14-18
Cite this article as: Cameron et al.: Randomized clinical trial of the
timing it right stroke family support program: research protocol. BMC
Health Services Research 2014 14:18.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods/design
	Discussion
	Trial registration

	Background
	“Timing it right” (TIR) framework
	Previous caregiver intervention research

	Research objectives and hypotheses
	Hypotheses

	Methods
	Trial design
	Participants
	Inclusion criteria
	Exclusion criteria

	Interventions
	Data collection
	Qualitative interviews
	Stroke support person journals

	Sample size
	Randomization
	Blinding
	Statistical methods
	Analysis of quantitative data
	Analysis of qualitative data
	Analysis of stroke support persons’ journals
	Combining findings across different methodologies


	Discussion
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /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
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /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 1.50000
  /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 true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /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 true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /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 (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 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 /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


