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Abstract

Background: The US Preventive Services Task Force updated mammography recommendations in 2009,
recommending against routine screening for women ages 40–49 and reducing recommended frequency for
women 50+. The recommendation changes were highly controversial and created conflicting recommendations
across professional organizations. This study examines overall awareness of the changes, accuracy of knowledge
about changes, factors related to both overall awareness and accuracy, sources of knowledge about changes,
and attitudes about the new recommendations.

Method: National telephone survey of 508 women, half aged 40–49 and half 50+, conducted one year after the
update (November/December 2010; cooperation rate was 36%). Measures include awareness, accuracy, source of
knowledge, interactions with providers, and attitudes about the changes.

Results: Fewer than half of women were aware of the guideline changes. Younger, more educated, and higher
income women were more aware. Of those who were aware, only 12% correctly reported both change in age and
frequency. Accuracy was not associated with demographics. The majority learned of changes through the media
and the majority had negative attitudes about the changes.

Conclusions: Despite widespread coverage of the recommendation changes, overall awareness in the relevant
population is low. Increasing awareness and addressing attitudes about the changes is necessary to ensure the
use of recommendations to impact screening behavior.

Keywords: Screening recommendations, Mammography, Health communication, Attitudes about public health
recommendations, Awareness of changes
* Correspondence: mtk8@buffalo.edu
1Department of Community Health and Health Behavior, University at
Buffalo, 314 Kimball Tower, 3435 Main Street, Buffalo, NY 14222, USA
Full list of author information is available at the end of the article

© 2012 Kiviniemi and Hay; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the
Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work is properly cited.

mailto:mtk8@buffalo.edu
http://creativecommons.org/licenses/by/2.0


Kiviniemi and Hay BMC Public Health 2012, 12:899 Page 2 of 11
http://www.biomedcentral.com/1471-2458/12/899
Background
Public health organizations frequently release guidelines
for recommended behavioral practices to advance public
health goals. These guidelines cover a range of behav-
ioral areas of public health relevance, including vaccin-
ation, dietary behavior, substance use, and disease
detection screening. The effectiveness of such messages
depends on public awareness of the recommendations
and on how the public responds to the behavioral
recommendations. However, awareness of and reactions
to recommendations are often not assessed.
In November 2009, the United States Preventive Ser-

vices Task Force (USPSTF) issued revised recommenda-
tions for breast cancer screening mammography for
average risk women [1]. From 2002–2009, USPSTF
guidelines recommended routine screening at least every
two years for women aged 40–49 and annual mammog-
raphy for women aged 50 and older [2,3]. The 2009 up-
date recommended against routine screening for women
40–49, stating that “. . .the decision to start regular,
biennial screening mammography before the age of
50 years should be an individual one and take patient
context into account, including the patient's values
regarding specific benefits and harms” [1]; for women
aged 50–74 the Task Force reduced the recommended
frequency from annual screening to screening every
other year.
The release of the revised recommendations was

widely reported in the mass media and became a con-
tentious discussion point in the debate around health
care reform [4]. The changes were also widely debated
in professional circles [4,5]. Other professional organiza-
tions did not change recommendations; for example, the
American Cancer Society and the Susan G. Komen
Foundation continued to recommend annual screening
beginning at age 40 [6,7]. In some cases, professional
organizations actively and publicly expressed disagree-
ment with the USPSTF recommendation changes [8],
and the differences in recommendations across organiza-
tions was highlighted in some of the media commentary
on the issue [9].
Similar professional debates and media attention have

surrounded previous changes in mammography screen-
ing recommendations [10,11]. Although a great deal of
media attention was given to the changes in recommen-
dations and a substantial public debate ensued, little is
known about the degree of awareness of, knowledge
about, and attitudes about the changes among women in
the relevant age groups for the recommended changes
(women age 40–49 and women ages 50 and older).
Mammography has been described as one of the

important “success stories” of cancer screening, with
reductions in breast cancer mortality attributed in part
to mammography utilization [12]. Rates of screening
adherence are high for mammography relative to other
cancer screening modalities [13] (self-reported screening
rates in the US were over 70% from 2000–2007 [14]).
Given these facts, understanding factors that relate to
awareness of the changes to the USPSTF mammography
screening recommendations, accuracy of knowledge
about the changes and attitudes about the changes is
critical for anticipating the public health impact of these
updated recommendations.
Examination of previous screening controversies has

shown that public awareness is often low [15,16]. A
number of factors may be relevant to understanding
awareness of changes. First, demographic and socioeco-
nomic factors are broadly associated with screening
compliance [17,18] and might therefore be associated
with awareness, as well [15]; one would predict lower
awareness in populations associated with lower health
literacy and greater knowledge gaps (e.g., low SES popu-
lations). For breast cancer, age is of specific interest
because many of the recommendation changes in breast
cancer screening over time, including those made by the
USPSTF in 2009, involve changes in age of screening;
one would predict greater awareness for those who are
directly impacted by the changes (in this case, women
40–49). In addition, familial history of breast cancer is
associated with risk perception and interest in preventive
actions [19-21] and may therefore influence reactions
to recommendations.
This study examined awareness of and accuracy of

knowledge about breast cancer screening recommenda-
tions made by the USPSTF for United States women
aged 40–49, and 50 and over. Overall awareness of
changes to recommendations is an important marker of
the degree to which public health recommendations are
disseminated to the public, including issues of whether
effective communications channels are being used to
announce changes. Over and above overall awareness,
the degree to which those who are aware have accurate
knowledge of recommendations is also important. Given
that recommendations are intended as a guide to action,
accurate knowledge of those changes is a necessary pre-
cursor to following the recommendations.
Data was collected one year after the USPSTF recom-

mended changes were released to the public (the release
processes and publicity surrounding the recommenda-
tion changes is described in detail elsewhere [22]). We
examined levels of awareness and knowledge of adjusted
recommendations, as well as potentially important fac-
tors that relate to degree of awareness and knowledge
of recommendations. Finally, given that attitudes about
behaviors are an important precursor to behavioral en-
gagement [23], we examined women’s attitude about
the recommendations. We surveyed equal numbers of
those women older and younger than age 50, given that
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awareness, and factors related to awareness, of the new
recommendations may differ in these age cohorts.

Methods
Participant recruitment and survey delivery
The survey study was conducted in November and
December, 2010, approximately 1 year after the release
of the updated guidelines (guidelines were published in
the November 17, 2009 issue of the Annals of Internal
Medicine [1]). The study protocol was approved by
the Social and Behavioral Sciences IRB at the University
at Buffalo.
Women ages 40 and above were recruited for the

survey. Recruiting was stratified so that approximately
half of the sample was women ages 40–49 and the other
half was women ages 50+. A commercially available tar-
geted sampling frame was used to select United States
phone numbers likely to include at least one household
member who was a woman age 40 or older. A pre-
notification letter was sent to households included in the
sample. Numbers in the sampling frame were called to
recruit participants. Up to 9 contact attempts were made
for each telephone number and a conversion attempt
was made for individuals who initially declined to par-
ticipate. Women who were eligible and agreed to partici-
pate immediately completed the survey by telephone.
The initial sampling frame contained 4000 potential

household telephone numbers. After the study began, an
additional 800 telephone numbers were added to the
sampling frame (these additional numbers did not re-
ceive a pre-notification letter). Ultimately, contact
attempts were made for 4671 of the 4800 numbers in
the frame. Of these 4671 households, 1444 were
excluded because they were not valid household num-
bers (e.g., FAX number, business number). An additional
1737 were excluded because they were not able to be
contacted. Of the 2436 households that were successfully
contacted, 1027 were excluded because there was no
female age 40+ in the household or because the female
age 40+ had a previous cancer diagnosis.
These exclusions led to 1409 households with an

eligible respondent. Of those, 508 respondents agreed
to participate and completed the interview and 901
declined to participate. Based on the American Asso-
ciation for Public Opinion Research’s guidelines [24], the
resultant cooperation rate for the survey was 36% (this
cooperation rate reflects the number of completed inter-
views [508] divided by the number of eligible individuals
reached by telephone [1409]).

Measures
Awareness of changes to screening guidelines
Participants were asked the question “As far as you
know, have medical recommendations for the age at
which a woman has her first mammogram and how
often she should have one changed in the past two
years?” Participants were given the response options of
yes and no. A don’t know response option was not expli-
citly offered but was coded if the respondent said don’t
know. The “two year” timeframe was chosen to capture
the time of the USPSTF recommendation changes
(which, depending on the date a given person completed
the survey, happened between 12–14 months prior to
the survey). To our knowledge, no other US mammog-
raphy recommendation changes were made in the two
year time frame referenced by the question.

Accuracy of knowledge about changes to
screening guidelines
Those participants who answered yes were then asked
an open-ended question about what changes were made
to the recommendations. Responses were coded into cat-
egories by survey research staff, with codings confirmed
by at least one author. Responses were then coded as ac-
curate or inaccurate by the first author. Separate coding
was done for accuracy about changes to frequency of
screening and changes to age of beginning screening. For
changes to frequency, responses were coded as accurate if
they indicated a change to every other year or indicated a
decrease in frequency without specifying a specific time;
other responses (including indicating an increase in fre-
quency, indicating a change to screening every year, and
extraneous responses) were coded as inaccurate. Similarly,
for the changes to age to begin screening, responses were
coded as accurate if they indicated beginning at age 50 or
an increase in age without a specific age referent. Other
responses were coded as inaccurate.

Sources of information about recommendations
Participants who were aware of the USPSTF changes
were also asked whether a health care provider had dis-
cussed the changes with them and, in an open-ended
question, were asked where they heard about the
changes. Finally, participants reported how much atten-
tion they had paid to reports about the recommendation
changes using a 4-point response scale ranging from “no
attention” to “a lot of attention”.

Attitudes about changes to the screening guidelines
Women who were aware of the changes were asked a
single question assessing attitudes about the changes.
Attitudes about the changes were assessed on a 4 point
response scale with response options of “very good”,
“somewhat good”, “somewhat bad”, and “very bad”.

Screening advice
All women were asked whether a health care professional
had recommended screening to them in the past year.



Table 1 Characteristics of the sample (N=508)

Demographic variable Percentage of sample

Age

40-49 48.7%

50+ 51.3%

Race

White/Caucasian 86.8%

Black/African American 7.7%

Hispanic/Latino 2.4%

Asian 1.2.%

Native American/Alaskan Native 0.6%

Don’t Know/Refused 1.4%

Education Level

Less than High School Graduate 6.0%

High School Graduate 21.2%

Some College 26.5%

Bachelor’s Degree or Higher 46.3%

Income Level

<$35,000 16.0%

$35,000 - < $80,000 40.3%

$80,000 - < $120,000 24.0%

> $120,000 19.6%

Census Region

Northeast 25.0%

Midwest 20.6%

South 34.8%

West 19.6%

Insurance Status

Uninsured 4.9%

Insured 95.1%

Have a Health Care Provider

No 27.5%

Yes 72.5%

Had a Mammogram In the Past 2 Years

No 16.9%

Yes 83.1%
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Personal experience with breast cancer and screening
All participants were asked whether they knew anyone
who had died from breast cancer, anyone who was cur-
rently in treatment or had survived breast cancer, and
anyone who had had a false positive result from a mam-
mogram. Participants were asked if they had ever had a
mammogram and, if so, when their last mammogram
took place.

Demographics
Women reported age, health insurance status, whether
they had a regular health care provider, race/ethnicity,
education level, income level, and state of residence.

Analysis strategy
Factors associated with awareness of changes in the
USPSTF screening guidelines and with accuracy of
knowledge about those changes were examined using lo-
gistic regression modeling. Both univariate and multi-
variate logistic regression equations were estimated with
awareness (yes versus no/not sure) as the dichotomous
outcome variable and the demographic characteristics
hypothesized to be associated with awareness (see Intro-
duction; age, race, income, education, knowledge of
someone with breast cancer, past screening behavior) as
predictor variables; all available demographic variables
were included in both the univariate and multivariate
models. Because the absolute numbers of respondents
from race/ethnic minority groups were relatively low, es-
pecially when stratified by age, race was dichotomized to
White/non-White for analysis. Because the vast majority
of women had a mammogram, the past screening vari-
able was coded as mammogram in last two years (no,
yes) for analysis. Analyses were conducted both for
the overall sample and stratified by age category (40–49,
50+). Because of concern about possible colinearity
between income and education and between the various
personal experience variables, we also ran multivariate
models including only one of each of these categories of
variables. No differences in results were noted.
Sources of knowledge about changes, accuracy of

knowledge about recommendations, attitudes about
changes, and receipt of medical provider advice about
screening were examined with frequency descriptives.
The relation of participant age category to each vari-
able was examined with contingency table analysis using
Chi-square. A p-value of 0.05 was used as the criterion
for statistical significance in all analyses.

Results
Characteristics of sample
Demographic characteristics of the sample are reported
in Table 1. Compared to characteristics of the US popu-
lation of women over the age of 40 (based on US Census
Bureau data [25-28], the sample had a higher proportion
of White respondents (88% in our sample versus 78% in
US women over 40), higher educational attainment
(46.3% have a Bachelor’s degree or higher, relative to
31.1% of the general population), higher income (in our
sample, median income is $60,000-80,000/year versus
$29,447 or lower for the general population of women
over 40), and higher rates of insurance coverage (95.1%
in our sample versus 83.7%).

Awareness of changes to screening guidelines
Results for awareness of changes to the recommend-
ations are summarized in Table 2. Overall, 41.7% of



Table 2 Awareness of changes to USPSTF
recommendations (N=508)

Yes No Don’t Know

FULL SAMPLE 41.7% 34.6% 23.8%

Ages 40-49 50.8% 33.1% 16.1%

Ages 50+ 33.0% 36.0% 31.0%
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respondents were aware that changes had been made to
recommendations. 23.8% of respondents reported that
they didn’t know whether changes had been made, with
34.6% reporting that no changes had been made. For
further analyses, “don’t know” and “no” responses were
collapsed into a single category; given our interest in
examining how many women are fully aware of the
changes, the comparison of women who are aware (yes
responses) to those who are not fully aware is appropri-
ate (note: we also ran analyses with only “yes” and “no”
responses included; there were no changes to the pat-
terns of significant results reported here).
Awareness of the change was significantly associated

with respondent age; relative to those over age 40–49,
women over age4 50 were less likely to be aware of the
changes in recommendations (for descriptive statistics
see Table 2; for odds ratios see Table 3); univariate odds
ratio=0.48; multivariate odds ratio controlling for other
demographic factors=0.53.

Demographic and personal experience factors associated
with awareness of changes
We next examined factors associated with awareness of
the changes in recommendations; results are summar-
ized in Table 3. As can be seen in the table, in addition
to the age effects reported above, higher income was
significantly associated with greater awareness in both
univariate and multivariate analyses; in addition higher
levels of education and knowing someone living with/
cured of breast cancer were both associated with greater
awareness in univariate, but not multivariate analyses.
In analyses stratified by participant age (results not
shown in table; full analyses are available from the first
author), the only differences as a function of age were
that knowing someone living with breast cancer was
associated with increased awareness for those 50 and
over but not those 40–49.

Accuracy of knowledge about changes to screening
guidelines
Women who reported being aware of the changes were
asked to report what changes had been made. These
responses were categorized. The percentage of respon-
dents describing different types of changes are reported
in Table 4. As can be seen in the table, for knowledge
about changes to start age, 29.7% of respondents pro-
vided an accurate answer (i.e., either indicated starting at
age 50 or indicated starting later with no specific age
mentioned). For knowledge about changes to recom-
mended frequency, 36.1% of respondents provided an
accurate answer (i.e., indicated a shift to every other year
or indicated a decrease in frequency without a specific
time referent).
When accuracy for both frequency and age were con-

sidered together, only 11.9% of respondents reported
correctly both age change (e.g., start later or start at age
50) and frequency change (decrease the frequency or
every two years). We examined whether accuracy of
knowledge (both separate age and frequency accuracy
and combined accuracy) was predicted by any demo-
graphic or personal experience variables. Accurate
knowledge did not vary as a function of any demo-
graphic variable.

Sources of knowledge about changes to
screening guidelines
Those women who responded that they were aware of
the changes to recommendations were asked where they
heard about the changes, how much attention they
paid to media reports about the changes, and whether
a health care provider had discussed the changes with
them. The vast majority of respondents heard about
the changes from the news media (80.6%), with health
care professionals (4.7%) and friends/family (5.7%)
being a much lower source of this information. About
one-quarter (26.9%) reported paying a lot of attention
to reports about the changes, 42% reported paying
some attention, and 29.7% reported paying little or no
attention. About one-quarter (25%) reported that a
health care provider had talked with them about
the changes to recommendations. Reported source of
knowledge did not vary as a function of participant age,
χ2(4)=3.99, ns.

Attitudes about changes to screening guidelines
Finally, those women who were aware of the changes
were asked whether they thought the changes were
good or bad. 11% of the respondents who were aware
of changes reported that the changes were very good,
22% responded that they were good, 33% that they
were bad, and 33% that they were very bad. We exam-
ined predictors of attitudes about the changes in
both univariate and multivariate analyses. The only sig-
nificant predictor in both univariate and multivariate
analyses was participant income, with higher incomes
associated with negative attitudes; univariate b=−0.12,
t (146)=−2.92, p < .01; multivariate b=−0.10, t (123)=
−2.12, p < .05. Women who were aware and had



Table 3 Factors associated with awareness of changes (N=508)

Demographic variable Univariate Multivariate

OR (95% CI) OR (95% CI)

Age

40-49 1.0 1.0

50+ 0.48 (0.33 – 0.68) 0.53 (0.34 – 0.85)

Race

White/Caucasian 1.0 1.0

Non-White/Caucasian 0.67 (0.38 – 1.19) 0.75 (0.39 – 1.44)

Education Level

Less than High School Graduate 1.0 1.0

High School Graduate 2.07 (0.72 – 5.89) 2.60 (0.75 – 8.00)

Some College 3.75 (1.35 – 10.40) 3.19 (0.95—10.72)

Bachelor’s Degree or Higher 4.91 (1.82 – 13.28) 3.22 (0.998 – 10.56)

Income Level

<$35,000 1.0 1.0

$35,000 - < $80,000 2.01 (1.04 – 3.91) 1.41 (0.67 – 3.00)

$80,000 to < $120,000 2.81 (1.38 – 5.72) 1.76 (0.77 – 4.04)

> $120,000 5.08 (2.42 – 10.67) 2.87 (1.19 – 6.92)

Census Region

Northeast 1.0 1.0

Midwest 1.12 (0.66 – 1.88) 1.16 (0.61 – 2.22)

South 0.69 (0.43 – 1.11) 0.79 (0.44 – 1.43)

West 0.85 (0.50 – 1.45) 1.23 (0.64 – 2.37)

Insurance Status

Uninsured 1.0 1.0

Insured 1.28 (0.55 – 2.96) 1.18 (0.40 – 3.46)

Have a Health Care Provider

No 1.0 1.0

Yes 1.04 (0.70 – 1.54) 0.94 (0.56 – 1.60)

Know Someone Who Died from Breast Cancer

No 1.0 1.0

Yes 1.34 (0.93-1.93) 1.10 (0.70-1.72)

Know Someone Living With/Cured of Breast Cancer

No 1.0 1.0

Yes 1.80 (1.11-2.93) 1.26 (0.69-2.27)

Know Someone with a Mammogram False Positive

No 1.0 1.0

Yes 1.51 (0.98-2.33) 1.47 (0.86-2.52)

Had Mammogram In Past Two Years

No 1.0 1.0

Yes 0.74 (0.57-1.19) 0.64 (0.34-1.18)

NOTE: All analyses are logistic regressions with awareness of guidelines changes as a dichotomous outcome variable. Multivariate analysis includes all variables
listed in the table as predictors.
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accurate knowledge of the changes had more negative
attitudes about the changes; accurate about frequency
b = −0.58, t (184)=−3.90, p < .001; accurate about age of
start b = −0.42, t (184) = −2.67, p < .01.
Advice about screening
All women were asked whether, in the past year, a health
care professional had recommended a mammogram. Over-
all, about 2/3 of women had received a recommendation



Table 4 Knowledge of changes to mammography recommendations

Response Category Percentage of Responses

Responses About Changes in Age To Start Screening

Accurate Responses About Guidelines Change

Start at 50 9.9%

Example: “Used to be 35 or 40 but now it’s 50”

Start later (no specific age mentioned) 19.8%

Example: “Raised the age”

Inaccurate Responses About Guidelines Change

Start at age earlier than 50 (specific age mentioned) 6.4%

Example: “Age 45 recommend every two years”

Start earlier (no specific age mentioned) 10.3%

Example: “changed the age in which to get first mammogram”

Change in age (no direction mentioned) 4.4%

Example: “changed the age in which to get first mammogram”

Don’t Know/Uncategorizable 21%

Example: “Insurance changes”, “I don’t know”

Response did not include statement about age 27.9%

Responses About Changes to Frequency of Screening Percentage of Responses

Accurate Responses About Guidelines Change

Every two years 16.8%

Example: “went from every year to two years”

Less frequent (no specific timetable mentioned) 19.3%

Example: “Length between increase”

Inaccurate Responses About Guidelines Change

Every year 3.9%

Example: “lower the start age to 35 and made it annually”

More frequent (no specific timetable mentioned) 8.9%

Example: “I think they want you to have them more often”

Change in frequency ( no direction mentioned) 4.0%

Example: “The year was changed and how often”

Don’t Know/Uncategorizable 21%

Example: “More research done”, “I don’t know”

Response did not include statement about frequency 26.1%

Kiviniemi and Hay BMC Public Health 2012, 12:899 Page 7 of 11
http://www.biomedcentral.com/1471-2458/12/899
(62.6%). The relation of age to mammogram recommen-
dations was examined in both a univariate analysis and
in a multivariate analysis controlling for demographic
characteristics. Age category was not a significant
predictor in either analysis; univariate OR=0.74, 95% CI
0.52 – 1.07; multivariate OR=0.65, 95% CI 0.40-1.04.
Women under age 50 were no less likely to report having
received a mammogram recommendation (66.1% yes)
than those over 50 (59.1% yes).

Discussion
To our knowledge, this is the first examination of
women’s awareness of and knowledge about the changes
in USPSTF recommendations for breast cancer screen-
ing; one recently published report assessed degree of
attention paid to changes but did not directly assess
whether respondents were aware that changes had been
made [22]. Given that the data reported here were col-
lected one year following the release of the USPSTF
recommendations, the findings represent an important
initial benchmark for women’s knowledge – and gaps
in knowledge – of breast cancer screening recommend-
ations, which may anticipate the initial public health
impact of these adjustments. Indeed, enough time had
passed (14 months) to allow for average-risk women
to have developed some knowledge concerning the
new recommendations, and to have engaged in potential
conversations with their physicians about whether
to undergo breast cancer screening. Although a cross-
sectional assessment of recommendation awareness
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must of necessity be conducted at a given time point
after the recommendation release, in the context of
screening 12–14 months post recommendation is a rea-
sonable time point – it is sufficiently far from the
recommendation release to allow individuals to see
media coverage, speak with friends and family, or have
conversations with a healthcare provider. In the context
of screening behavior, health care provider conversations
are a known influence on screening [29,30], so setting a
data collection timepoint that allows for such conversa-
tions is important. In the US, conversations with pri-
mary care providers often happen at an annual exam,
either by a general practitioner or a gynecologist. Thus,
selecting a time point one year after recommendation
release increases the likelihood of at least one provider
visit having occurred, in addition to allowing time for
media exposure and other conversations.
We found levels of awareness of USPSTF recommen-

dations for breast cancer screening in the moderate
range, with awareness differing by age group. Half (51%)
of women aged 40 to 49 were aware that breast cancer
screening recommendations had changed; 33% of
women aged 50 and over were aware. Certainly the par-
ticular relevance of the recommendations for women in
the younger age group may have enhanced the salience
of this new information for these women.
The context surrounding the recommendation

changes should be noted. The USPSTF is only one of
several professional organizations which makes recom-
mendations about screening frequencies. Other pro-
minent professional organizations (e.g., the American
Cancer Society) did not change recommendations.
As noted in the introduction, there was widespread con-
troversy and publicity about the changes and the dis-
agreements across professional organizations. On the
one hand, the differences across professional organiza-
tions might account for the low levels of awareness (e.g.,
if a woman uses another professional organization to
look for screening information or is cared for by a pro-
vider who follows another organization’s recommenda-
tions). On the other hand, the widespread publicity
generated because of the context of controversy and dis-
agreement would lead one to expect higher levels of
awareness given the media coverage.
Higher education level and higher income were both

associated with increased awareness of the recommenda-
tion changes in univariate analyses (and for income, also
in multivariate analyses). These important socioeco-
nomic predictors of awareness (higher educational at-
tainment and income) are in line with the “knowledge
gap hypothesis,” which proposes that information disse-
minated by mass media is acquired by those at higher
socioeconomic status at a faster rate as compared to
those of lower socioeconomic status. Given this, that
gaps in knowledge acquisition tend to increase over
time, and are particularly dramatic in the context of new
innovations [31-33]. Differential access to information
about cancer prevention, early detection, and treatment
options has been proposed as an important factor that
perpetuates cancer disparities [34].
This is highly relevant in the context of cancer preven-

tion and control for those at increased risk as well as in
the general population, where rapidly burgeoning know-
ledge of cancer risk factors, prevention strategies, early
detection recommendations, and treatment options
require concomitant knowledge transfer through mul-
tiple communication channels. Uptake of mammography
among women in underserved populations, especially
among individuals with limited health literacy, has never
reached the high rates achieved with more advantaged
women [18]. However, it is important to note that this
study was not designed nor powered to test the know-
ledge gap hypothesis.
Despite moderate levels of awareness of the changes in

recommendations among these women, their more con-
crete knowledge of the recommendations was relatively
low. We surveyed women concerning their knowledge of
how recommendations for breast cancer screening had
changed. Only 12% of women surveyed could accurately
report both the age and frequency change. For starting
age, after “don’t know,” the most frequently endorsed
option was “start mammography later,” with 20%
endorsing this response. For frequency, after “don’t
know,” the most frequently endorsed option was, ‘less
frequent,” with 19% endorsing this response. These find-
ings reflect comprehension of the general gist of the new
recommendations among sizable minorities of these
women, yet low levels of specific knowledge of the new
recommendations. This low level of knowledge is con-
sistent with the findings of other work examining
responses to the recommendations [22].
It is relatively unsurprising that women’s knowledge of

the recommendations is vague considering the fact that
women predominantly heard about the new recommen-
dations from the media (81%) rather than from their
physicians (5%). These findings highlight the limits
of media exposure and an important opportunity for
personalized discussion of breast cancer screening bene-
fits and drawbacks in the medical setting. There is an
important research priority to prepare healthcare provi-
ders to address the challenges of these discussions with
their patients. Discussions with women aged 40–50 will
shift to an emphasis on the benefits and drawbacks of
mammography, based on the preferences of individual
patients [35]; discussions with women over age 50 will
likely need to cover the rationale for recommended
screening every two, rather than one, year. In all cases,
these discussions will necessarily go beyond risks and
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benefits of mammography as they may be emotionally
complex, and need to address cognitions and affect
about mammography, as well as breast cancer more spe-
cifically. The impact of the USPSTF recommendations
appears to be relatively slight. We found no differences
in whether women received a recommendation to
complete a mammogram in the past year – across both
age groups, 63% of women received such a recom-
mendation during the time period December 2009 to
December 2010.
These sources of knowledge are also interesting in

light of the nature of the recommendation process. The
USPSTF’s charge is to serve as an expert panel to make
recommendations about service effectiveness based on
the scientific evidence. The mission of the USPSTF does
not extend to public health communication and educa-
tion to the lay public about guidelines and those guide-
lines changes. Thus, the USPSTF’s recommendations are
disseminated to the public by others, most immediately
the mass media.
In our survey only 25% of those who were aware that

changes had been made to recommendations reported
any discussions with a healthcare provider about the
changes to recommendations. Given that the new guide-
lines encourage individual decision-making in consult-
ation with a health care provider, strategies to increase
such mammography discussions would address an
important public health need. This will be particularly
important for those under the age of 50. One possible
explanation for the low levels of provider discussions is
that an unknown portion of providers may be basing
their mammography advice on recommendations of dif-
ferent professional organizations whose recommenda-
tions did not change (e.g., the American Cancer Society
[36] or are guided by individual beliefs about mammog-
raphy effectiveness [37]. Ultimately, the question of
health care provider beliefs about the recommendation
changes and on which guidelines they base their clinical
decisions is an empirical question. Regardless, the very
low rate of provider discussion given the large degree
of media coverage, as well as the fact that most women
reported learning about the changes from media
sources, indicates untapped opportunities to educate
and encourage healthcare providers about the new
recommendations, as well as methods for providers to
engage their female patients in discussions that allow the
patients to make personally appropriate decisions about
whether to undergo breast cancer screening. In fact,
such discussions may be increasingly necessary for pub-
lic health practice across many spheres.
Given the enhanced cultural acceptance of disclosure

and discussion of breast cancer diagnosis and treatment
over the past 20 years, we also examined whether social
network variables related to awareness of the changes in
UPSTF breast cancer screening recommendations.
Indeed, women who knew someone diagnosed with
breast cancer or someone who had received a false posi-
tive finding on a mammogram were more aware of the
new breast cancer screening recommendations. While
our results are cross-sectional, and thus we cannot infer
cause and effect, it may be that the salience of breast
cancer to these women enhanced their information-
seeking regarding breast cancer screening, where they
were more impacted by media reports concerning mam-
mography in general. Interestingly, most women sur-
veyed believed that the new breast cancer screening
recommendations were ‘bad’ or ‘very bad’ (66%), reveal-
ing their important concerns about the recommenda-
tions, as well as the media framing of the event, which
emphasized the recommendations’ potential negative
ramifications. Interestingly, awareness of changes in
USPSTF breast cancer screening recommendations was
not related to racial/ethnic minority status, whether
women had a regular healthcare provider, insurance sta-
tus, or geographical location. More research is needed
with nationally representative samples in order to con-
firm these findings.
Finally, we found that those women who were aware

of the changes in recommendations generally had nega-
tive attitudes about those changes, and that attitudes
were more negative for those women who had accurate
knowledge about the changes. In light of the fact that
knowledge of the changes largely came from media
sources, this finding may reflect a social amplification
effect. Social amplification through media messages can
shape the construction of an issue, and ultimately mag-
nify and enlarge the most negative, emotional or threa-
tening elements, resulting in high levels of public
concern [38,39]. Our findings likely reflect media fram-
ing of the recommendation change as one of rationing
care, or reducing younger women’s access to mammog-
raphy. This framing and the resultant impact on atti-
tudes and feelings concerning mammography may be
reflected in women’s discussions with their physicians
regarding mammography in the coming years. Physicians
may want to prepare themselves for this with both
accurate information and tools to help them address
potentially high levels of affect regarding mammography
screening and breast cancer worries. The relation of ac-
curacy to attitudes may reflect the fact that accurate
knowledge of the changes means that women were
aware that the changes reduced the frequency and
increased the age of screening. Previous work has shown
that beliefs about mammography occur most strongly
for women impacted by the changes [40]. Women with
accurate knowledge knew the impact the changes might
reduce their screening frequency, which might account
for the more negative attitudes.
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Limitations
There are important limitations of the current research.
First, while our sample was diverse on some demo-
graphic characteristics, as it was evenly distributed over
geographical locations in the United States, and broadly
inclusive of different income levels and educational
attainment, and representative of different health care
provider statuses, the sample was primarily Caucasian
and insured, and had higher income and education than
the general population. It should be noted that these
sample characteristics likely mean that our finding of
substantial lack of awareness is an underestimate of the
true magnitude of the situation – given the relation of
income and education to awareness, it is likely that the
general population was less aware of the guidelines
changes than is represented by our sample. Future work
with larger, national probability sampling will be critical
to identify more precise estimates of the impact of the
USPSTF breast cancer screening recommendations
across diverse elements of the United States population.
Second, our relatively low response rate (36%) may

limit our ability to generalize to the overall population; it
is possible that our respondents were more knowledge-
able and/or motivated than the population at large.
While response rates to land-line telephone surveys have
been much lower in recent years overall [41], recent ana-
lyses suggest that low response rates do not bias esti-
mates of population characteristics [42,43]. However, it
is conceivable that the sample we collected was more
motivated and/or knowledgeable than the general popu-
lation. If this is the case, it is likely that general popula-
tion levels of awareness and knowledge of the new
breast cancer screening recommendations are likely even
lower than what we reported here.
Finally, given that information about innovations tends

to diffuse through the population over time [44], it is
important to note that the data presented here represent
awareness at one time point (one year following the
guidelines presentation); presumably surveys conducted
longer after the release of new recommendations would
show higher rates of awareness.

Conclusions
National guidelines for preventive health services likely
represent an important galvanizing influence on patient
inquiries and requests, as well as physician’s discussions
with their patients. Accordingly, examination of level of
awareness of USPSTF recommendations among women
may be an important early indication of potential
changes in public health practice. Our findings indicate
that women ages 40 and over are, overall, not aware of
the changes made to breast cancer screening recommen-
dations despite the wide media coverage the changes
received. In addition, the changes in recommendations
are not reflected in age differences in physician recom-
mendations for mammography screening. Women who
are aware of the changes predominantly view them
negatively. Increasing awareness of the guideline changes
and addressing attitudes about the changes is critical
to ensuring that women consider and discuss the bene-
fits and drawbacks with their physicians, with the goal
of ensuring that they are screened for breast cancer at
appropriate intervals.

Competing interests
The authors report no conflicts of interest.

Authors’ contributions
The two authors contributed equally to the work reported here. Both had
responsibility for study conception and design, data interpretation, and
manuscript writing and editing. MTK had responsibility for data analysis. Both
authors approved the final version of the manuscript. MTK had full access to
all the data in the study and takes responsibility for the integrity of the data
and the accuracy of the data analyses.

Acknowledgements
Data collection was conducted by the Center for Survey Research at Stony
Brook University, SUNY. We gratefully acknowledge the assistance of the staff
of the center with measures development and data collection. We also
acknowledge the assistance of Kaitlin Smith with manuscript preparation and
of Jeralyn Cortez with accessing US Census data.

Funding
Funding for data collection was provided by the University at Buffalo, SUNY.
Preparation of this manuscript was supported by NIH grant CA106225 to
MTK, and NIH grants CA133376 and CA137532 to JLH. Neither funder had
any involvement in design and conduct of the study; collection,
management, analysis, and interpretation of the data; or preparation, review,
or approval of the manuscript.

Author details
1Department of Community Health and Health Behavior, University at
Buffalo, 314 Kimball Tower, 3435 Main Street, Buffalo, NY 14222, USA.
2Department of Psychiatry and Behavioral Sciences, Memorial Sloan-Kettering
Cancer Center, 330 E 59th St, 7th floor, New York, NY 10022, USA.

Received: 3 May 2012 Accepted: 19 October 2012
Published: 24 October 2012

References
1. US Preventive Services Task Force: Screening for Breast Cancer: U.S.

Preventive Services Task Force Recommendation Statement. Ann Intern
Med 2009, 151(10):716–726.

2. Woolf SH: The 2009 breast cancer screening recommendations of the US
Preventive Services Task Force. Jama 2010, 303(2):162–163.

3. US Preventive Services Task Force: Screening for Breast Cancer:
Recommendations and Rationale. Ann Intern Med 2002, 137(5):344–346.

4. Berlin L, Hall FM: More Mammography Muddle: Emotions, Politics,
Science, Costs, and Polarization. Radiology 2010, 255(2):311–316.

5. Griffin JL, Pearlman MD: Breast cancer screening in women at average
risk and high risk. Obstet Gynecol 2010, 116(6):1410–1421.

6. Smith RA, Cokkinides V, Brooks D, Saslow D, Brawley OW: Cancer screening
in the United States, 2010: a review of current American Cancer Society
guidelines and issues in cancer screening. CA: a cancer journal for
clinicians 2010, 60(2):99–119.

7. Breast Cancer Detection. http://ww5.komen.org/uploadedFiles/
Content_Binaries/806-374a.pdf

8. American Cancer Society responds to changes to USPSTF mammography
guidelines. http://pressroom.cancer.org/index.php?s=43&item=201

9. Blake K: Communicating science: Lessons from the challenge of breast
cancer screening. In American Public Health Association. Denver: CO; 2010.

http://ww5.komen.org/uploadedFiles/Content_Binaries/806-374a.pdf
http://ww5.komen.org/uploadedFiles/Content_Binaries/806-374a.pdf


Kiviniemi and Hay BMC Public Health 2012, 12:899 Page 11 of 11
http://www.biomedcentral.com/1471-2458/12/899
10. Schwartz LM, Woloshin S: News media coverage of screening
mammography for women in their 40s and tamoxifen for primary
prevention of breast cancer. Jama 2002, 287(23):3136–3142.

11. Klabunde CN, O'Malley MS, Kaluzny AD: Physicians' reactions to change in
recommendations for mammography screening. Am J Prev Med 1997,
13(6):432–438.

12. Berry DA, Cronin KA, Plevritis SK, Fryback DG, Clarke L, Zelen M,
Mandelblatt JS, Yakovlev AY, Habbema JDF, Feuer EJ, et al: Effect of
screening and adjuvant therapy on mortality from breast cancer.
N Engl J Med 2005, 353(17):1784–1792.

13. Swan J, Breen N, Graubard BI, McNeel TS, Blackman D, Tangka FK,
Ballard-Barbash R: Data and trends in cancer screening in the United
States: results from the 2005 National Health Interview Survey. Cancer
2010, 116(20):4872–4881.

14. MIranda PY, Tarrif W, Gonzalez P, Johnson-Jennings M, Gonzalez HM: Breast
cancer screening trends in the United States and ethnicity. Cancer
Epidemiology Biomarkers & Prevention 2012, 21(2):351–357.

15. Meissner HI, Rimer BK, Davis WW, Eisner EJ, Siegler IC: Another round in the
mammography controversy. J Womens Health 2003, 12(3):261–276.

16. Morton E, Tambor E, Rimer BK, Tessaro I, Farrell D, Siegler IC: Impact of
National Cancer Institute revised mammography screening guidelines
on women 40–49. Womens Health Issues 1996, 6(5):246–254.

17. Doescher MP, Jackson JE: Trends in cervical and breast cancer screening
practices among women in rural and urban areas of the United States.
J Public Health Manag Pract 2009, 15(3):200–209.

18. Centers for Disease Control and Prevention: Vital signs: breast cancer
screening among women aged 50–74 years - United States, 2008.
MMWR Morbidity and mortality weekly report 2010, 59(26):813–816.

19. Meiser B, Halliday JL: What is the impact of genetic counselling in women
at increased risk of developing hereditary breast cancer? A meta-analytic
review. A meta-analytic review. Social science & medicine (1982) 2002,
54(10):1463–1470.

20. Howard AF, Balneaves LG, Bottorff JL: Women's decision making about
risk-reducing strategies in the context of hereditary breast and ovarian
cancer: a systematic review. J Genet Couns 2009, 18(6):578–597.

21. Underhill ML, Lally RM, Kiviniemi MT, Murekeyisoni C, Dickerson SS: Living
my family’s story: Identifying the lived experience in healthy women at
risk for hereditary breast cancer. Cancer Nursing, in press.

22. Squiers LB, Holden DJ, Dolina SE, Kim AE, Bann CM, Renaud JM: The
Public's Response to the U.S. Preventive Services Task Force's 2009
Recommendations on Mammography Screening. American Journal of
Preventive Medicine 2011, 40(5):497–504.

23. Ajzen I: The theory of planned behavior. Organ Behav Hum Decis Process
1991, 50(2):179–211.

24. American Association for Public Opinion Research: Standard Definitions:
Final Dispositions of Case Codes and Outcome Rates for Surveys. 6th edition;
2009.

25. US Census Bureau: Intercensal Population Estimates 2010 –Age, Sex (Female)
Race, and Hispanic Origin. Washington, DC: US Census Bureau; 2010.

26. US Census Bureau: Income 2010 Current Population Survey, Annual Social and
Economic Supplements. Washington, DC: US Census Bureau; 2010.

27. US Census Bureau: Educational Attainment 2010, Current Population Survey,
Annual Social and Economic Supplement. Washington, DC: US Census
Bureau; 2010.

28. Bureau UC: Income, Poverty, and Health Insurance Coverage in the United
States: 2010. Washington, DC: US Census Bureau; 2011.

29. Subramanian S, Klosterman M, Amonkar MM, Hunt TL: Adherence with
colorectal cancer screening guidelines: a review. Preventive Medicine 2004,
38(5):536–550.

30. Beydoun H, Beydoun M: Predictors of colorectal cancer screening
behaviors among average-risk older adults in the United States. Cancer
Causes and Control 2008, 19(4):339–359.

31. Tichenor PJ, Donohue GA, Olien CN: Mass Media Flow and Differential
Growth in Knowledge. Public Opinion Quarterly 1970, 34(2):159–170.

32. Viswanath K, Kahn E, Finnegan JR, Hertog J, Potter JD: Motivation and the
Knowledge Gap. Commun Res 1993, 20(4):546–563.

33. Viswanath K, JR Finnegan J: The knowledge gap hypothesis: Twenty-five
years later. In Communication yearbook. 19 ednth edition. Thousand Oaks,
CA: Sage Publications, Inc; 1996:187–227.

34. Hiatt RA, Rimer BK: A new strategy for cancer control research. Cancer
epidemiology, biomarkers & prevention 1999, 8(11):957–964.
35. O'Connor AM, Legare F, Stacey D: Risk communication in practice: the
contribution of decision aids. BMJ 2003, 327(7417):736–740.

36. Smith RA, Cokkinides V, Brooks D, Saslow D, Shah M, Brawley OW: Cancer
screening in the United States, 2011: A review of current American
Cancer Society guidelines and issues in cancer screening. CA Cancer J
Clin 2011, 61(1):8–30.

37. Yasmeen S, Romano PS, Trancredi DJ, Saito NH, Rainwater J, Kravitz RL:
Screening mammography beliefs and recommendations: A web-based
survey of primary care physicians. BMC Health Services Reserach 2012,
12:32.

38. Kasperson RE, Renn O, Slovic P, Brown HS, Emel J, Goble R, Kasperson JX,
Ratick S: The Social Amplification of Risk: A Conceptual Framework. Risk
Analysis 1988, 8(2):177–187.

39. Vasterman PLM: Media-Hype. Eur J Commun 2005, 20(4):508–530.
40. Calvocoressi L, Sun A, Kasl SV, Claus EB, Jones BA: Mammography

screening of women in their 40s: Impact of changes in screening
guidelines. Cancer 2008, 112(3):473–480.

41. Curtin R, Presser S, Singer E: Changes in telephone survey nonresponse
over the past quarter century. Public Opinion Quarterly 2005, 69(1):87–98.

42. Davern M, McAlpine D, Beebe TJ, Ziegenfuss J, Rockwood T, Call KT:
Are lower response rates hazardous to your health survey? An
analysis of three state telephone health surveys. Health Serv Res 2010,
45(5 Pt 1):1324–1344.

43. Keeter S, Kennedy C, Dimock M, Best J, Craighill P: Gauging the Impact of
Growing Nonresponse on Estimates From a National RDD Telephone
Survey. Public Opinion Quarterly 2006, 70(5):759–779.

44. Rogers EM: Diffusion of Innovations. 5th edition. New York: Free Press; 2003.

doi:10.1186/1471-2458-12-899
Cite this article as: Kiviniemi and Hay: Awareness of the 2009 US
Preventive Services Task Force recommended changes in
mammography screening guidelines, accuracy of awareness, sources of
knowledge about recommendations, and attitudes about updated
screening guidelines in women ages 40–49 and 50+. BMC Public Health
2012 12:899.
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
	Method
	Results
	Conclusions

	Background
	Methods
	Participant recruitment and survey delivery
	Measures
	Awareness of changes to screening guidelines
	Accuracy of knowledge about changes to screening guidelines
	Sources of information about recommendations
	Attitudes about changes to the screening guidelines
	Screening advice
	Personal experience with breast cancer and screening
	Demographics
	Analysis strategy


	Results
	Characteristics of sample
	Awareness of changes to screening guidelines
	Demographic and personal experience factors associated with awareness of changes
	Accuracy of knowledge about changes to screening guidelines
	Sources of knowledge about changes to screening guidelines
	Attitudes about changes to screening guidelines
	Advice about screening

	Discussion
	Limitations

	Conclusions
	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 0.0000
  /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


