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Abstract
Patient choice in healthcare follows a process in which references to evidence and experience are intertwined. From the perspec-

tive of a patient with chronic kidney disease, I propose experiential fallibilism as the use of uncertain evidence and experience, along

with knowledge gained in new contexts, situations, and experiences, to attain truth and promote shared decision-making. Thus,

because of their uncertain nature, both the patient’s experience and the doctor’s focus on evidence should be integrated into a

decision-making process through a co-learning perspective so that they can mutually enrich each other and prevent inappropriate

actions and decisions in other clinical contexts. The risks perceived by both the patient and the doctor should be valued equally to

encourage an honest discussion of the benefits and drawbacks of the proposed treatments after considering the patient’s social,
economic, and medical situation. Further, experience measurement tools, both quantitative and qualitative, should be used or devel-

oped to test their transferability and effectiveness in contexts involving healthcare decisions between doctors and patients.
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Introduction to the Issue
Although evidence-based medicine (EBM) is proposed as the
optimum approach for providing patients with the best treat-
ments, it struggles to quantify the steps and motivations that
can help orient patients toward treatments and involve their fam-
ilies in their care.1 Moreover, using EBM can lead to the avoid-
ance of applying evidence guidelines to every patient because
medical decisions are based on uncertain evidence and every
patient is unique in their lifestyle and experience.2 Thus, to
promote shared decision-making in kidney care, I propose the
concept of experiential fallibilism, based on my own experience
as a patient with chronic kidney disease. The concept of expe-
riential fallibilism is inspired by Charles Sanders Peirce’s doc-
trine of fallibilism, which refers to knowledge, which is not
absolute, uncertain, and indeterminate as part of a search for
truth through an inquiry that fosters growth.3 According to
Peirce, to attain truth, one needs to engage in an inquiry that
reduces uncertainty by observing phenomena or experiments
that challenge an erroneous hypothesis or idea. However, this
truth is an ideal. It is relative. It is not permanent.3

I define experiential fallibilism as the use of uncertain evi-
dence and experience, along with knowledge gained in new
contexts, situations, and experiences, to attain truth and

promote shared decision-making. In this sense, experiential
fallibilism is promoted through a co-learning process,
enabling the doctor and the patient to have the information
they require to make decisions together. From this perspec-
tive, experiential fallibilism is an approach that enriches
shared decision-making. Shared decision-making is defined
as a collaborative approach in which the patient, in partner-
ship with their doctor, chooses the option that best meets
their preferences after weighing the advantages and disad-
vantages of each option.4 Indeed, experiences are neither
absolute nor certain. Experiential fallibilism does not
oppose EBM but implies that doctors should value a patient’s
experience in the decision-making process. Similarly, experi-
ential fallibilism does not place experience above EBM;
rather, it advocates complementarity between the patient’s
experience and the EBM to which the doctor refers.
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Key Factors for Consideration
This plea for experiential fallibilism comes from my experi-
ence as a patient with chronic kidney disease, along with that
of my family during the time I had to undergo dialysis. My
doctor had chosen peritoneal dialysis as the treatment
option for me, and one of the eligibility criteria was that I
was young as well as a student. This decision was under-
standable given that peritoneal dialysis is considered the
most suitable dialysis modality for young individuals.5

Nevertheless, I was worried about performing peritoneal dial-
ysis alone, a hundred kilometers from the capital, which had
the only peritoneal dialysis center at the time. After the nurses
explained how to use the peritoneal dialysis machine, which
hygienic measures were to be taken, the risks that could
occur, and how to recognize them, I decided to follow my
doctor’s suggestion and chose peritoneal dialysis. These
general recommendations, which were given to every
patient referred for peritoneal dialysis during the individual
consultation, did not always apply to me because of my
lived experience as a patient who lived with a large family
in a small space in a country where poor access to electricity
meant frequent power cuts.6 For instance, although the nurse
wanted my parents to provide me with a single room to avoid
infections, I was not always entitled to one because of the
lack of space. At the university, however, I got a single
room thanks to the university doctor. The university doctor
was aware of the risks of peritoneal dialysis, but my
parents lacked experience in managing chronic kidney
disease, especially peritoneal dialysis. Thus, the decision
regarding my treatment, which was made based on the under-
standing that peritoneal dialysis is the best dialysis method
and provides a better quality of life for patients with kidney
disease than hemodialysis, was, nevertheless, made without
the involvement of some of the actors such as my parents,
who were not aware of the full implications of the treatment.
Consequently, the peritoneal dialysis treatment did not yield
the expected results because my parents did not assess the
risks of infection. During the treatment, I would sleep with
my brother, who was occasionally present when the perito-
neal dialysis catheter implanted in my abdomen was con-
nected or disconnected from the machine. In addition,
power cuts made the automated peritoneal dialysis treatment
I performed at night using the machine less effective. My
doctor did not know that I was living with my brother
when I was performing peritoneal dialysis at home. Hence,
experiential fallibilism could enable medical practitioners to
consider the experiences of all the relevant stakeholders
whose actions can impact the decisions and their outcomes.
By integrating the doctor’s evidence with the patient’s and
their family’s experiences into the decision-making process
in a manner that changes the doctor’s, patient’s, and the
family’s initial knowledge, experiential fallibilism can help
reach informed decisions that impact both the quality of
care and the quality of life of the patient and produce more
scientific recommendations.3

Experiential fallibilism exists when open-mindedness
allows us to value or learn from each other’s experiences.
When I was in a coma, the doctor told my parents to let me
die based on his understanding that because they could not
take care of me, I was going to live in suffering. It can be
argued that his experience with patients in similar situations
would have made the doctor reconsider his medical judgment
due to the potential existence of new information that could
change the situation.7 After learning that the university could
pay for my care and that my parents wanted me to live, the
doctor updated the experiences mobilized during his previous
interactions with my parents over the decision regarding
letting me die. There was uncertainty accompanying the
doctor’s initial judgment, and after receiving the correct infor-
mation about my benefits as a student through an inquiry, the
doctor updated his judgment. Similarly, my parents, who
were still hopeful, confirmed that they wished for to me live
and undergo dialysis, thanks to the new information they
received from the university doctor. In this situation, without
the information that the university could pay for my treatments,
the doctor would have made the decision based solely on his
experiences. Thus, the doctor’s attitude was one of bounded
rationality because he found it difficult to make a rational deci-
sion when he did not have all the information he needed.8

The lack of experiential fallibilism may be reflected in the
patients’ attitude to transferring previous positive treatment
experiences to other disease contexts. I had this experience
when I was using traditional medicine while on dialysis in
the hopes of feeling better. Although medicinal plants can
be toxic to the kidney, they are perceived to improve the
quality of life of dialysis patients.9 Similarly, experiential fal-
libilism on the patient’s side must translate into trust in the
doctor who informs them that, for instance, chronic kidney
disease cannot be cured. I remember that I used to take treat-
ments prescribed by traditional healers because the use of tra-
ditional medicine had had positive results on my other
medical conditions in the past, such as malaria and flu. A tra-
ditional healer assured me that my kidneys would become
intact and functional again by saying, “Your kidneys will
be unclogged as soon as you eat these foods.” I relied on
the opinions of these traditional healers and my positive
experience with traditional medicine by closing my mind to
the idea that chronic kidney disease could not be cured.10

By acting on my preferences to be treated by the methods
of the traditional healer over that of the doctor based on
EBM, I was demonstrating a closed-minded attitude by not rec-
ognizing the fallibility of my experience. This was because I
was satisfied with my limited knowledge due to a lack of
inquiry that was not integrated with medical knowledge. In
other words, by placing my experience above EBM, I was sug-
gesting to the doctor that I knew better than him about what was
the best decision to make to treat my kidney disease. This
closed-mindedness made me decide to use plant medicines con-
sidered toxic by medical professionals. Thus, by ignoring the
advice of my doctor to act on a false hope, I took the risk of
using forbidden plant medicines.
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Experiential fallibilism demands that we question our
experiences when it is necessary to make decisions that
favor quality of life. Even in this situation, a process of
inquiry is undertaken to gain access to the knowledge
needed to assess the situation and decide whether to integrate
experiences or practices that may be harmful.2 When the
doctor and the patient interact, they put on the table prefer-
ences based on uncertain evidence or experience. The
context and impact of social life on patient health may
favor evidence over experience. When I was offered a
kidney transplant by the doctor, he informed me about the
risk associated with the surgery and that only 1% of patients
who had undergone surgery died due to resultant complica-
tions. The doctor then said to me, “You are young. You
have your future ahead of you, and I would advise you to
undergo a kidney transplant.” Before that meeting with my
doctor, I was confused about having a kidney transplant.
On the one hand, I had had a negative experience with dial-
ysis, often had cramps, and the dietary restrictions were very
difficult to endure. These negative experiences encouraged
me to opt for a kidney transplant. On the other hand, a sooth-
sayer I had consulted in Senegal assured me that I should not
undergo the operation because I would be risking my life.
The caveat was this soothsayer did not specify the type of
surgery. However, despite my hesitation, I decided to
undergo kidney transplantation after all. An inquiry that
enabled me to acquire knowledge in my interaction with
the doctor helped me ignore certain past experiences that
had not improved my quality of life. I made my decision
based on what previous traditional healers had told me,
which turned out to be false. Besides, making that major deci-
sion to get a kidney transplant was influenced by many
factors. I had undergone several life-threatening surgeries,

and the doctors and nurses had assured me that the transplant
would allow me to stop the dialysis, return to a normal life,
continue my studies properly, and regain my normal
weight. Thus, in this situation, the exchange of experiences
and preferences between the doctor and the patient resulted
in a shared decision-making process that resulted in a
better quality of life for the patient.4

Based on my understanding, for shared decision-making
to become a reality, we must go beyond the need to know
what caused the illness and have the patience and humility
to acquire knowledge about the factors that led to the forma-
tion of the patient’s and doctor’s decision-making rationale.
This requires closeness to the patient that is built over time,
as well as trust that favors a patient sharing sensitive or inti-
mate experiences with their doctor, which can enlighten and
enrich the decision-making process. Shared decision-making
is regularly evaluated at all stages of the process using expe-
rience measurements tools. The process outlined in Figure 1
begins with initial medical judgments and patient experi-
ences, and moves to the attainment of truth after inquiry,
through an initial discussion on treatment options where
the contribution of new contexts, situations, and experiences
enriches the uncertainty of the doctor’s evidence and the
patient’s experience. An acquisition and updating of knowl-
edge emerge from the complementarity between uncertainty
and new sources of knowledge that allow the doctor and the
patient to update their knowledge. The doctor’s and patient’s
preferences resulting from this updated knowledge promote
truth seeking and acceptance of the patient’s choice of treat-
ment. This promotes shared decision-making and the
patient’s quality of care and life. Because truth is fallible3

due to the existence of new contexts, situations, and settings
that perpetuate the uncertainty of evidence and experience,

Figure 1. The experiential fallibilism process.

Senghor 3



experience measurements tools can suggest a new inquiry
and a need to attain truth.

Recommendations
Based on the concept of experiential fallibilism applied to my
experience as a patient with chronic kidney disease, I propose
the following recommendations:

1. For the decision-making process to lead to shared
decision-making, both the doctor and the patient
must be open to mutually enriching each other and
building their preferences based on information that
helps to attain truth.

2. The patient’s experience and the doctor’s focus on
evidence should not be systematically incorporated
into a decision-making process without first updat-
ing one’s knowledge with new contextual, situa-
tional, and experiential information to avoid
inappropriate actions and decisions in other clini-
cal contexts.

3. The risks perceived by both the patient and the doctor
should be valued equally to encourage a clear and
honest discussion of the benefits and drawbacks of
the proposed treatments, after considering the
patient’s social, economic, and medical situation.

4. Experience measurement tools, both quantitative and
qualitative tools (eg, focus groups, questionnaires,
and interviews), should be developed to test their
transferability and effectiveness in other contexts
involving healthcare decisions between doctors
and patients. Because of the fallibility of truth,
these tools should be used to evaluate the
process of experiential fallibilism and to initiate
a new inquiry.

Conclusion
In this article, experiential fallibilism unfolds through
socioculturally satisfying experiences that are continually
tested and updated based on new contexts and through
inquiry into kidney care. However, there are also chal-
lenges associated with the use of experiential fallibilism,
such as a greater emphasis on experience at the expense
of scientific evidence and the risk of making healthcare
decisions based on experience. Therefore, we must
ensure that scientific evidence and experience are in cons-
tant dialogue to avoid their unbalanced use and promote
change.

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 received no financial support for the research, author-
ship, and/or publication of this article.

ORCID iD
Abdou Simon Senghor https://orcid.org/0000-0001-9353-5482

References

1. Goldman JJ, Shih TL. The limitations of evidence-based med-
icine: applying population-based recommendations to individ-
ual patients. Virtual Mentor. 2011;13(1):26-30. https://doi:10.
1001/virtualmentor.2011.13.1.jdsc1-1101

2. Sturmberg JP, Kissling B, Kühlein T. Shared decision-making
in the realm of uncertainty: the example of coronary artery
disease through an EBM and complexity science lens. J Eval
Clin Pract. 2023;29(5):854-64. https://doi:10.1111/jep.13794

3. Paavola S, Hakkarainen K. Community of inquiry and inquiry-
based learning. In: Peters MA, ed. Encyclopedia of educational
philosophy and theory. Springer; 2018:1-6. https://doi:10.1007/
978-981-287-532-7_572-1

4. Montori VM, RuissenMM,Hargraves IG, Brito JP, KunnemanM.
Shared decision-making as a method of care. BMJ Evid Based
Med. 2023;28(4):213-7. https://doi:10.1136/bmjebm-2022-112068

5. Woodrow G, Fan SL, Reid C, Denning J, Pyrah AN. Renal
association clinical practice guideline on peritoneal dialysis in
adults and children. BMC Nephrol. 2017;18(1):333. https://
doi:10.1186/s12882-017-0687-2

6. Abu-Aisha H, Elamin S. Peritoneal dialysis in Africa. Perit
Dial Int. 2010;30(1):23-8. https://doi:10.3747/pdi.2008.00226

7. Kienle GS, Kiene H. Clinical judgement and the medical pro-
fession. J Eval Clin Pract. 2011;17(4):621-7. https://doi:10.
1111/j.1365-2753.2010.01560.x

8. Simon HA. Bounded rationality. In: Eatwell J, MilgateM, Newman
P, eds. Utility and probability. The New Palgrave. Palgrave
Macmillan; 1990:15-8. https://doi:10.1007/978-1-349-20568-4_5

9. Gracida-Osorno C, Jiménez-Martínez SL, Uc-Cachón AH,
Molina-Salinas GM. The use of complementary and alternative
medicine among peritoneal dialysis patients at a second-level
hospital in Yucatán Mexico. Healthcare (Basel). 2023;11(5):
722. https://doi:10.3390/healthcare11050722

10. Breyer MD, Susztak K. The next generation of therapeutics
for chronic kidney disease. Nat Rev Drug Discov. 2016;15(8):
568-88. doi:10.1038/nrd.2016.67

4 Journal of Patient Experience

https://orcid.org/0000-0001-9353-5482
https://orcid.org/0000-0001-9353-5482
https://doi:10.1001/virtualmentor.2011.13.1.jdsc1-1101
https://doi:10.1001/virtualmentor.2011.13.1.jdsc1-1101
https://doi:10.1001/virtualmentor.2011.13.1.jdsc1-1101
https://doi:10.1111/jep.13794
https://doi:10.1111/jep.13794
https://doi:10.1007/978-981-287-532-7_572-1
https://doi:10.1007/978-981-287-532-7_572-1
https://doi:10.1007/978-981-287-532-7_572-1
https://doi:10.1136/bmjebm-2022-112068
https://doi:10.1136/bmjebm-2022-112068
https://doi:10.1186/s12882-017-0687-2
https://doi:10.1186/s12882-017-0687-2
https://doi:10.1186/s12882-017-0687-2
https://doi:10.3747/pdi.2008.00226
https://doi:10.3747/pdi.2008.00226
https://doi:10.1111/j.1365-2753.2010.01560.x
https://doi:10.1111/j.1365-2753.2010.01560.x
https://doi:10.1111/j.1365-2753.2010.01560.x
https://doi:10.1007/978-1-349-20568-4_5
https://doi:10.1007/978-1-349-20568-4_5
https://doi:10.3390/healthcare11050722
https://doi:10.3390/healthcare11050722
http://doi.org/10.1038/nrd.2016.67

	 Introduction to the Issue
	 Key Factors for Consideration
	 Recommendations
	 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


