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Scientific summary

he Salford Integrated Care Programme (SICP) was a large project to improve care for older people
with long-term conditions and social care needs. The SICP sought to improve care via three mechanisms
of integration:

1. improved access to community assets for self-management
2. better integration by ‘multidisciplinary groups’ (MDGs) providing structured, population-based care
3. an ‘integrated contact centre’ (ICC) to support navigation and self-management.

The Comprehensive Longitudinal Assessment of Salford Integrated Care (CLASSIC) study tested the ability
of the SICP to deliver enhanced experiences of care, improved quality of life and reduced costs.

Objectives

® How do key stakeholders (commissioners, strategic partners) view the SICP, what do they expect from
it and how is it aligned with their objectives and incentives?
How were the mechanisms of integration in the SICP (MDGs and the ICC) implemented in practice?
What is the impact of the SICP and mechanisms of integration within the SICP (MDGs and health
coaching in the ICC) on patient and cost outcomes?

Methods

We used interviews and observations to explore implementation of the SICP, both among leadership and
management of the organisations involved, and managers and clinicians involved in everyday delivery.
We used a variety of quantitative methods to explore particular questions:

® a patient cohort provided an assessment of the impact of the SICP over time

® variation in use by patients of different mechanisms of integration allowed modelling of effects
® we conducted a formal randomised trial within the cohort

® we used routine data, appropriate comparators and non-randomised methods to assess impact.

The CLASSIC study was conducted at the same time as the initial implementation of the SICP and the
results reported here represent impacts relatively early in the implementation of the SICP.

Results

How do key stakeholders (commissioners, strategic partners) view the SICP? What do
they expect from it? How is it aligned with their objectives and incentives?

Participants suggested that the SICP and subsequent development into an integrated care organisation
(ICO) has been facilitated by strong partnerships between organisations, which have also helped to sustain
those relationships. Partnerships were built on strong professional relationships, as well as a significant
history of local co-operation and joint working.

Work towards the SICP has long roots, building on a variety of existing co-operative ventures. The model
was underpinned by consultation and a shared vision developed over time. The geography of Salford is
also a significant enabler, with organisations all covering similar geographical and population footprints.
Participants in the interviews highlighted that the initial governance model (an Alliance Board) ensured that
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the programme had a sustained impetus. Although the Alliance Agreement was not a legally enforceable
contract, local partners felt that the process of drawing up the agreement had cemented partnerships.

The SICP faced challenges in relation to the changing NHS context, resource constraints and the progression
from the SICP to even greater organisational integration in the ICO. It is possible that the managerial work
associated with implementing the ICO increased the challenges of operational delivery of the SICP. However,
the robust structure put in place to manage the SICP (managers and management groups) meant that despite
the significant workload associated with ICO development, the implementation of the SICP continued. The
SICP provided an important foundation for the creation of the ICO and the application to be a national
vanguard. The ICO ‘prime provider’ contract is an innovative model for the NHS.

The SICP achieved functional integration through the pooling of health and social care budgets, the
development of the Alliance Agreement between the four organisations and the development of the
shared care record. Service-level integration is observed in the ICC and MDGs, whereby clinical integration
led to the development of shared protocols and care plans.

Although primary care providers were engaged in the SICP, our evidence suggests that initial engagement
was challenging in part because of the speed with which the ICO was developed and the need for senior
leaders to focus on the formal legal requirements. Primary care engagement is a significant issue, as a
‘primary and acute care system’ is predicated on closer co-operative working between primary and secondary
care. The creation of the Salford general practice provider organisation in mid-2016 (towards the end of
CLASSIC) has provided new opportunities for the development of effective ways of working with the ICO.

How were the mechanisms of integration in the SICP (multidisciplinary groups and the
integrated contact centre) implemented in practice?

Multidisciplinary groups are designed to improve the integration of care for patients at higher levels of
need. It is one of the most popular models of integrated care in England. The international evidence for
MDGs is mixed, with few rigorous studies showing reductions in hospital admissions.

Multidisciplinary groups in the SICP have several innovative features that may enhance effectiveness: they
are organised on a neighbourhood model, they use a staged introduction to allow learning from early
work to inform the future roll-out, and they are being introduced in the context of a wider integrated
care programme.

Implementation of the multidisciplinary groups
The CLASSIC research team observed MDG meetings; interviewed staff, patients and carers; and explored
data collected by the MDGs themselves.

Multidisciplinary group meetings were generally well attended by the appropriate mix of health professionals.
However, securing the involvement of general practices was more challenging. Their engagement in the
MDGs was facilitated in mid-2016 through local contracting. Staff reported an expectation that the MDGs
would improve care and potentially reduce unnecessary admissions.

Clinical staff reported some issues with slow progress and considered that at times there was more focus
on patients at certain levels of need who were already well supported, rather than on more ‘unstable’
patients for whom they anticipated greater opportunities for proactive rather than reactive care.

There was a significant focus early in the implementation on process measures (such as the numbers of
‘shared care’ records created). Actions arising from the MDGs were sometimes limited because of the
short time slots allocated for discussion but could involve a variety of activities supporting integrated care:
chasing up outstanding results and referrals; health improvement work; mental health carer assessments;
“tweaking' existing health and social care packages; supplying equipment; and supporting housing requests.
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‘Care co-ordinators’ were allocated to each patient discussed at the MDG, although interviews with patients
and carers showed that they did not recall details of co-ordinators or the MDG discussions.

Implementation of the integrated contact centre

We explored the function of the ICC, with a specific focus on ‘health coaching’ for older people with
long-term conditions. The ICC faced some major delays in set-up, although the centre was dealing with a
significant call volume when operating fully in July 2016. On the basis of interviews with a small number of
patients, experiences of the ICC were mixed, which in part reflected the need to adapt to a new way of
engaging with services.

What is the impact of the SICP and mechanisms of integration on patient and

cost outcomes?

We surveyed 13,033 patients with long-term conditions from 33 practices and had responses from 4380
(34%). The respondents were aged 65-98 years (average age 75 years); 52% were female and 37% lived
alone. Fifteen per cent of all patients reported four or more long-term conditions, and 40% reported some
level of depressive symptoms. The cohort was designed to broadly reflect older patients with long-term
conditions in Salford and was not restricted to the patients with greater need, who were the focus for
some aspects of the SICP.

In terms of their experiences of care at the start of CLASSIC:

5% of patients reported having a written care plan

50% of patients reported being almost always ‘involved as much as they wanted about decisions’
54% of patients reported almost always ‘getting enough support from health and social care team'’
50% of patients reported that it was almost always the case that ‘the support and care received was joined
up and working for you'.

In terms of ‘patient activation’, 13% of patients were in the lowest group and 30% were in the lowest
two groups.

We saw only small changes in patient experience over the time of the CLASSIC cohort (early 2015 to late
2016), although many aspects of the SICP achieved full operation only towards the end of the cohort period.

One mechanism of integration in the SICP was to increase older people’s access to ‘community assets’.
The SICP used a variety of approaches, including well-being plans and supporting volunteers, as well as
digital inclusion and falls prevention programmes. We were not able to assess the impacts of all of these
SICP activities. We explored older people’s use of community groups over a period of 18 months. We used
the survey data to explore how many people used community groups, how that use changed over time
and whether or not the use of community groups affected outcomes.

Around 50% of people reported using community groups at baseline. We saw a small (6%) increase in those
reporting use of community groups 18 months later. Use of community groups was associated with better
quality of life, even taking account of a range of other factors. The benefits are focused on improvements in
quality of life, as impacts on self-reported care utilisation were not statistically significant.

We used similar methods to assess the benefits of care plans. At the end of CLASSIC, 10% reported
having a written care plan (up 5% from baseline). Data suggested that the small number of patients who
gained a care plan during CLASSIC were more likely to report that their care was ‘joined up’, but did not
report improved activation or quality of life. It is important to note that we analysed only care plans
reported by patients. Patients may not always be aware of care plans that have been created by SICP staff.
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What has been the impact of the multidisciplinary groups?

We tested whether or not the implementation of MDGs affected admissions to hospitals for all patients
aged > 65 years in Salford. As MDGs were quickly implemented across Salford, we could not conduct a
formal experiment, so we compared admissions in Salford with those in other areas (locally and nationally).
Our methods allowed us to test whether or not the MDGs were achieving greater reductions in admissions
than the wider trends locally and nationally.

The data show a national trend for an increase in hospital admissions across all sites. We found that
the SICP was associated with increases in the number of accident and emergency (A&E) attendances,
particularly from health and social care providers. We also found increases in the number of emergency
admissions, mostly through A&E. We did not find a statistically significant effect on ambulatory
care-sensitive admissions.

As noted previously, evaluation commenced at the same time as SICP implementation, which meant that
we had data for only 12 months after the start of the MDGs and even less time following full initiation of
MDGs (April 2016). Effects may take longer to become apparent and may need a significant period after
the full initiation of MDGs. Further analyses could be carried out to explore these longer-term effects.

What has been the impact of health coaching in the integrated contact centre?

Patients eligible for 'health coaching’ were those aged > 65 years with two or more existing long-term
conditions and assessed as needing some assistance with self-management (in terms of patient activation
scores). A total of 504 patients were offered health coaching and 197 (39%) agreed, with 85% receiving
four or more telephone calls.

We interviewed 22 people in health coaching. Most valued health coaching, with some adopting key
health messages involving diet and physical activity. Most reported discussing health concerns with the
coaches. Many appreciated being ‘signposted’ to local ‘community assets’.

There was evidence that the coaching was appreciated by patients. However, the offer of health coaching
did not lead to significant effects on activation, quality of physical health or depression across the entire
group of patients offered coaching. It is possible that the impacts of health coaching are greater in
certain patients.

In the economic analysis, patients offered health coaching reported a different pattern of care use, with
lower levels of emergency care but an increase in the use of elective services. Overall costs were higher

in the health coaching group. This led to small increases in health-related quality of life, which would be
judged as cost-effective by current standards. Health coaching among patients with multimorbidity may
have some value as a way of improving quality of care but does not appear to be an effective strategy for
reducing the use of health care.

Conclusions

Mechanisms of integration within the SICP have been implemented in a way that is consistent with the
original vision for integrated services. The greatest resource and fastest progress in delivering mechanisms
of integration has involved the MDGs. Beyond those mechanisms, the SICP was also an important factor
enabling the establishment of new integrated structures across Salford through the ICO.

As with many integrated care transformations, it has proved challenging to deliver transformation in care,
which means that the evaluation data reported here may be ‘early’ in terms of the evolution of new
services. Further evaluation will determine whether or not the establishment of new integrated structures
will deliver demonstrable patient benefit in the medium and longer term.
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In terms of the outcomes reported in the CLASSIC timeline, patient experience is only one of the core
outcomes of the SICP, and there was little evidence that a sample of older patients in Salford were
experiencing care as feeling more ‘joined up’ at this point of the evaluation of the SICP. The evaluation of
individual components of the SICP (MDGs, health coaching, use of community assets) suggests some
modest evidence of benefits, with community assets and health coaching generating some benefits in
increased quality of life, albeit at increased cost. The SICP has introduced new services, but it is not clear
that the scale of the programme is sufficient at this point in time to make a significant impact across the
wider population of older people in Salford.

Trial registration

This trial is registered as ISRCTN12286422.

Funding

Funding for this study was provided by the Health Services and Delivery Research programme of the
National Institute for Health Research.

© Queen'’s Printer and Controller of HMSO 2018. This work was produced by Bower et al. under the terms of a commissioning contract issued by the Secretary of State for

Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional V||
journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should

be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science

Park, Southampton SO16 7NS, UK.






Health Services and Delivery Research

ISSN 2050-4349 (Print)

ISSN 2050-4357 (Online)

This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE) (www.publicationethics.org/).
Editorial contact: journals.library@nihr.ac.uk

The full HS&DR archive is freely available to view online at www.journalslibrary.nihr.ac.uk/hsdr. Print-on-demand copies can be purchased from
the report pages of the NIHR Journals Library website: www. journalslibrary.nihr.ac.uk

Criteria for inclusion in the Health Services and Delivery Research journal

Reports are published in Health Services and Delivery Research (HS&DR) if (1) they have resulted from work for the HS&DR programme
or programmes which preceded the HS&DR programme, and (2) they are of a sufficiently high scientific quality as assessed by the
reviewers and editors.

HS&DR programme

The Health Services and Delivery Research (HS&DR) programme, part of the National Institute for Health Research (NIHR), was established to
fund a broad range of research. It combines the strengths and contributions of two previous NIHR research programmes: the Health Services
Research (HSR) programme and the Service Delivery and Organisation (SDO) programme, which were merged in January 2012.

The HS&DR programme aims to produce rigorous and relevant evidence on the quality, access and organisation of health services including
costs and outcomes, as well as research on implementation. The programme will enhance the strategic focus on research that matters to the
NHS and is keen to support ambitious evaluative research to improve health services.

For more information about the HS&DR programme please visit the website: http://www.nets.nihr.ac.uk/programmes/hsdr

This report

The research reported in this issue of the journal was funded by the HS&DR programme or one of its preceding programmes as project
number 12/130/33. The contractual start date was in April 2014. The final report began editorial review in February 2017 and was accepted
for publication in September 2017. The authors have been wholly responsible for all data collection, analysis and interpretation, and for writing
up their work. The HS&DR editors and production house have tried to ensure the accuracy of the authors’ report and would like to thank the
reviewers for their constructive comments on the final report document. However, they do not accept liability for damages or losses arising
from material published in this report.

This report presents independent research funded by the National Institute for Health Research (NIHR). The views and opinions expressed

by authors in this publication are those of the authors and do not necessarily reflect those of the NHS, the NIHR, NETSCC, the HS&DR
programme or the Department of Health and Social Care. If there are verbatim quotations included in this publication the views and opinions
expressed by the interviewees are those of the interviewees and do not necessarily reflect those of the authors, those of the NHS, the NIHR,
NETSCC, the HS&DR programme or the Department of Health and Social Care.

© Queen'’s Printer and Controller of HMSO 2018. This work was produced by Bower et al. under the terms of a commissioning
contract issued by the Secretary of State for Health and Social Care. This issue may be freely reproduced for the purposes of
private research and study and extracts (or indeed, the full report) may be included in professional journals provided that
suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for
commercial reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation,
Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.

Published by the NIHR Journals Library (www.journalslibrary.nihr.ac.uk), produced by Prepress Projects Ltd, Perth, Scotland
(www.prepress-projects.co.uk).



NIHR Journals Library Editor-in-Chief

Professor Tom Walley Director, NIHR Evaluation, Trials and Studies and Director of the EME Programme, UK

NIHR Journals Library Editors

Professor Ken Stein Chair of HTA and EME Editorial Board and Professor of Public Health,
University of Exeter Medical School, UK

Professor Andrée Le May Chair of NIHR Journals Library Editorial Group (HS&DR, PGfAR, PHR journals)
Dr Martin Ashton-Key Consultant in Public Health Medicine/Consultant Advisor, NETSCC, UK

Professor Matthias Beck Professor of Management, Cork University Business School, Department of Management
and Marketing, University College Cork, Ireland

Dr Tessa Crilly Director, Crystal Blue Consulting Ltd, UK

Dr Eugenia Cronin Senior Scientific Advisor, Wessex Institute, UK

Dr Peter Davidson Director of the NIHR Dissemination Centre, University of Southampton, UK
Ms Tara Lamont Scientific Advisor, NETSCC, UK

Dr Catriona McDaid Senior Research Fellow, York Trials Unit, Department of Health Sciences,
University of York, UK

Professor William McGuire Professor of Child Health, Hull York Medical School, University of York, UK
Professor Geoffrey Meads Professor of Wellbeing Research, University of Winchester, UK

Professor John Norrie Chair in Medical Statistics, University of Edinburgh, UK

Professor John Powell Consultant Clinical Adviser, National Institute for Health and Care Excellence (NICE), UK

Professor James Raftery Professor of Health Technology Assessment, Wessex Institute, Faculty of Medicine,
University of Southampton, UK

Dr Rob Riemsma Reviews Manager, Kleijnen Systematic Reviews Ltd, UK
Professor Helen Roberts Professor of Child Health Research, UCL Great Ormond Street Institute of Child Health, UK
Professor Jonathan Ross Professor of Sexual Health and HIV, University Hospital Birmingham, UK

Professor Helen Snooks Professor of Health Services Research, Institute of Life Science, College of Medicine,
Swansea University, UK

Professor Jim Thornton Professor of Obstetrics and Gynaecology, Faculty of Medicine and Health Sciences,
University of Nottingham, UK

Professor Martin Underwood Director, Warwick Clinical Trials Unit, Warwick Medical School,
University of Warwick, UK

Please visit the website for a list of editors: www.journalslibrary.nihr.ac.uk/about/editors

Editorial contact: journals.library@nihr.ac.uk




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.5
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 100
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 100
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 300
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU (Web PDFs for NIHR Journals Library article summaries \(executive summary, scientific summary, lay summary\). RGB colour space, low-resolution images.)
  >>
  /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
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing false
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /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 [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


