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Abstract

Background Hepatitis C (HCV) knowledge is limited
in injection drug users (IDU). Vulnerable populations
including IDUs are disproportionally affected by HCV.
Effective HCV education can potentially reduce disparity
in HCV prevalence and its outcome in this population.
Aim This study aimed to assess the impact of formal
HCV education and factors associated with improved HCV
knowledge in the vulnerable population.

Methods Over 18 months, 201 HCV-infected patients
underwent a 2-h standardized education and completed
demographic and pre- and post-education questionnaires.
Results  Patient characteristics were: 69% male, mean age
49 4+ 10, 49% White (26% AA, 10% Latino), 75% unem-
ployed, 83% high school education and above, 64% were
IDU, and 7% were HIV co-infected. On multivariate anal-
ysis, baseline knowledge scores were higher in patients with
at least a high school education (coef 7.1, p = 0.045).
Baseline knowledge scores were lower in African Americans
(coef —12.3, p = 0.004) and older patients (coef —0.7,
p = 0.03). Following HCV education, the overall test scores
improved significantly by 14% (p = 0.0001) specifically in
the areas of HCV transmission (p = 0.003), general knowl-
edge (p = 0.02), and health care maintenance (p = 0.004).
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There was a high compliance with liver specialty clinic
attendance following education.

Conclusions Formal HCV education is effective in
improving HCV knowledge. Although White race, younger
age, and higher education were predictors of having more
HCV knowledge prior to education, all patients indepen-
dent of racial background had a significant improvement in
their knowledge after education. Therefore, promoting
effective HCV education among vulnerable populations
may be an important factor in reducing the disparities in
HCYV disease.
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Introduction

Hepatitis C virus (HCV) affects 4.1 million Americans and
is the leading cause of chronic liver disease and death from
liver disease in the country [1]. The diagnosis of hepatitis C
can also affect a person’s quality of life, finances, pro-
ductivity, and psychological status [2, 3]. Prior studies have
shown that HCV-infected individuals have limited knowl-
edge of HCV disease and improvement in HCV knowledge
can influence a patient’s decision to explore and initiate
HCV therapy [4, 5].

The majority of studies evaluating the impact of HCV
education on patients’ health have focused on injection
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drug users (IDUs) and often within the context of drug
treatment programs [6, 7]. IDUs are considered hard to
reach populations with a high prevalence of HCV infection
[8]. Drug treatment programs therefore represent an
opportunity for providing health care to these individuals.
In addition, many IDUs are actively using drugs at the time
of HCV diagnosis, thereby education about modes of
transmission of HCV is important to prevention of trans-
mission of HCV in this population. Studies to date have
shown that IDUs have many misconceptions about HCV
transmission, symptoms, clinical markers, and treatment,
including a perceived fear of HCV treatment [4, 9]. These
individuals are generally interested in educational services
and improved knowledge of HCV disease is associated
with increasing interest in receipt of HCV treatment
[7, 10].

Although IDUs are considered a vulnerable population
and represent the majority of HCV-infected individuals
within the safety net system, these findings may not
necessarily be applicable to other non-IDU vulnerable
populations with HCV infection who are uninsured or
underinsured with limited access to care. In addition, while
HCV education can vary among different health systems
and studies have shown that patients attending liver spe-
cialty clinics have higher HCV knowledge compared to
those in the primary care setting, there are reports of sub-
optimal (60%) rates of formal education among patients
attending specialty clinics [11]. The purpose of this study
was to prospectively evaluate the impact of formal HCV
education given by liver specialty providers on patient’s
knowledge of hepatitis C disease and interest in pursuing
liver specialty care for evaluation of HCV therapy among a
large cohort of vulnerable and ethnically diverse safety net
population.

Methods
Subject Eligibility

The Hepatology service at San Francisco General Hospital
and Trauma Center, a safety net institution affiliated with
University of California San Francisco (UCSF), instituted a
formal HCV education session accessible to all HCV-
infected individuals within San Francisco’s safety net
healthcare system. The initial diagnosis of HCV infection
was made by the primary providers. Primary providers
refer their adult patients for HCV education prior to being
permitted to have their patients scheduled for the liver
specialty clinics. Patients who attend the education session
may or may not be candidates for HCV therapy but referral
to liver specialty clinics are primarily made for consider-
ation for initiation of HCV therapy.
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The study population consisted of subjects attending this
educational session. All study participants provided
informed consent prior to enrollment. This study was
approved by the UCSF Committee on Human Research and
SFGH Data Governance Committee.

Education Session

The HCV education session consisted of a 2-h standardized
in-person didactic PowerPoint presentation facilitated by a
specialized hepatology nurse practitioner. Up to 25 subjects
attended each session. The session was offered in English
and with the aid of certified interpreters in Spanish, Can-
tonese, and Vietnamese. Subjects were encouraged to ask
questions during the session and each session was followed
by an interactive discussion. The educational materials
consisted of information on HCV diagnosis, symptoms,
transmission, natural history, assessment of severity of
liver disease and candidacy for treatment, virologic
response rates with PEGylated interferon and ribavirin
combination therapy, adverse effects of treatment, and
resources for obtaining further HCV healthcare and spe-
cialty access.

Data Collection Procedures

Participants completed a demographic questionnaire at
baseline followed by a questionnaire assessing HCV
knowledge as well as interest in obtaining HCV care and
treatment both before (pre-education) and immediately
after (post-education) completion of the session (Table 1).
The questionnaire was developed by study investigators,
reviewed by three hepatology providers and pilot tested in
20 patients and revised. Subjects who then attended the
liver specialty clinic were asked to complete another post-
education questionnaire at the time of their clinic visit in
order to assess the retention of knowledge overtime. The
pre-education and post-education questionnaires consisted
of 31 multiple-choice and true/false questions. The total
number of correct answers was then scored for overall
knowledge and also in the following knowledge categories
(assigned by the investigators): HCV general knowledge,
HCV diagnosis, HCV transmission, HCV treatment, and
health care maintenance.

Statistical Analysis

Baseline characteristics of subjects were summarized
using mean + SD, median (range), and frequencies.
Paired ¢ test was used to assess the change in knowledge
score after education overall and within each knowledge
categories. Univariate analysis using ¢ test and analysis of
variance was performed evaluating factors associated with
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Table 1 Summary of

components of HCV knowledge Multiple-choice questions

Correct at
baseline (%)

questionnaire
Hepatitis C is caused by? 83
What is hepatitis C? 51
How does a person know that he/she has hepatitis C? 65
What is the treatment for hepatitis C? 65
What are the side-effects of treatment for hepatitis C? 51
True or false questions
Hepatitis C is a common chronic disease 51
Hepatitis C has different genotypes 44
Genotype 1 is the most common in the United States 27
Hepatitis C usually has no symptoms 37
Hepatitis means inflammation of the liver 89
Alcohol makes hepatitis C disease worse 95
Most people with hepatitis C develop liver cancer 54
Most people with hepatitis C do not develop cirrhosis 29
Most people with hepatitis C eventually need a liver transplant 69
People with HIV can also receive hepatitis C treatment 79
Liver biopsy is helpful in assessing damage to the liver from hepatitis C 78
There are vaccines available for
Hepatitis A 74
Hepatitis B 76
Hepatitis C 38
How does a person get or spread hepatitis C?
Sharing needles 88
Blood transfusion 83
Through childbirth 35
Hugging 58
Toilet 61
Sexual intercourse 63
Tattoos/piercings 78
Sharing food/utensils 57
Sharing razor 74

pre-education knowledge scores and change in knowledge
score following education. Multivariate regression model-
ing was used to evaluate factors independently associated
with pre-education score and change in knowledge score
following education. A p value < 0.05 was considered
statistically significant. All analysis was performed
using STATA version 8.0 (STATA Corp., College Sta-
tion, TX).

Results

From October 2007 to June 2009, 201 HCV-infected sub-
jects who attended the HCV education session participated
in the study and 197 subjects completed both pre-education
and post-education questionnaires. Subjects were mostly
middle-aged males who were unemployed with incomes of

less than $15,000 per year (Table 2). Approximately half
of the subjects were minorities and had high school or
higher education. About two-thirds had a history of IDU
and heavy alcohol use. Although patients were referred by
their primary providers to the sessions, 13% indicated that
they had never heard of HCV. Among those who had heard
of HCV, 64% learned about HCV from their primary care
providers and the rest of the subjects had most commonly
heard of HCV from friends/family members, magazines/
books/newspapers, and media. The majority of subjects
were interested in receiving HCV therapy (97%).

At baseline, the overall mean percent knowledge score
was 61. The percent baseline HCV knowledge scores were
significantly higher in individuals with age less than
45 years (68 vs. 58, p = 0.01), White race (70 vs. 53,
p = 0.007), high school and above education (66 vs. 56,
p = 0.006), income less than $15,000 per year (65 vs. 51,
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Table 2 Patient characteristics (n = 201)

Age mean £ SD (years) 49 + 10
Males (%) 136 (69)
Race/ethnicity (%)
Caucasian 96 (49)
African American 51 (26)
Latino 20 (10)
Asian/Pacific Islander 13 (7.0)
Other 15 (8)
Born in United States (%) 161 (83)
Married/living together (%) 29 (15)
Temporary housing or homeless (%) 36 (18)
Employed (%) 48 (25)
Income: $15,000 or less (%) 135 (74)
High school and above education (%) 159 (83)
HIV co-infection (%) 14 (7)
Methadone maintenance/drug 31 (16)
rehabilitation program (%)
Current alcohol use (%) 21 (13)
History of heavy alcohol use > 50 g/day (%) 100 (59)
HCYV risk factors (%)
IDU 125 (64)
Blood transfusion 49 (26)
Sexual 17 (9)
Other 10 (5)
Never heard of hepatitis C (%) 25 (13)
Prior treatment of hepatitis C (%) 23 (12)

p = 0.0001), exposure to hepatitis B (72 vs. 60, p =
0.003), and current or prior history of IDU (65 vs. 53,
p = 0.001). On multivariate analysis, education of high
school and above was independently associated with higher
baseline knowledge scores and African American (com-
pared to White) race and older age were associated with
lower baseline knowledge scores (Table 3).

Following HCV education, the mean percent knowledge
score improved by 14 points (61-75, p < 0.0001). Patients
specifically gained the most knowledge in three categories
(Table 4): HCV transmission (mean change in percent
score = 10, p = 0.0003), HCV general knowledge (mean
change in percent score = 16, p = 0.02), and health care
maintenance (mean change in percent score = 17, p =
0.004). Although there was an improvement in knowledge
in the categories of HCV diagnosis, HCV natural history,
and HCV therapy, these changes did not reach statistical
significance.

There was a greater increase in HCV knowledge in those
who were employed (mean change in percent score 19 vs.
13, p = 0.01). Other potential predictors such as gender,
age, racial background, US birth, education level, marital
status, mode of acquisition of HCV, alcohol use or IDU
use, methadone maintenance therapy, and presence of HIV
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Table 3 Multivariate analysis of predictors of knowledge scores
prior to HCV education

Variable Coefficient 95% CI* p value**
Age -0.7 —13to —0.8  0.03**
Female gender —1.8 —10to 6.5 0.7
Race (compared to White)
African American —12.3 —20.8 to —3.9 0.004**
Latino —10.0 —239t03.83 02
Asian 1.8 —2321t0268 09
Other -5.0 —-199t0 9.9 0.51
Education: high school 7.1 0.2 to 14.0 0.045%%*
and above
IDU —5.1 —133t0 3.2 0.2
Methadone maintenance 6.2 —3.6to 159 0.2
Current alcohol use —0.06 —0.6 to 0.5 0.8
High interest in obtaining 72 —0.4 to 14.8 0.06

medical care

* 95% confidence intervals; ** p < 0.05 is considered significant

Table 4 Change in knowledge score after HCV education

Knowledge categories Mean change in % 95% CI* p value**
knowledge score

HCV transmission 10 6to 14 0.0003**

HCV diagnosis 9 —56t0 74 0.3

HCV knowledge 16 3to29 0.02%*

Natural history of HCV 13 —4t030 0.1

HCV treatment 10 —7t029 02

Health care maintenance 17 12t022  0.004**

* 95% confidence intervals; ** p < 0.05 is considered significant

coinfection were not different. On multivariate analysis,
the only independent predictor of change in HCV knowl-
edge after education was interest in obtaining medical care
for medical conditions. Patients who were interested in
obtaining medical care had a 6.7% (95% CI —11.3 to —2.1,
p = 0.005) lower change in knowledge scores after edu-
cation compared to those who were not interested in
obtaining medical care.

Interest in HCV Treatment and Specialty Referral After
Education

After education, once again the majority of subjects (94%)
indicated that they were interested in HCV treatment and
referral to a liver specialist. Since 2005, interested HCV
patients have been scheduled in the liver specialty clinics
within the San Francisco safety net system following
approval by a hepatologist who reviews the electronic
referral submitted by the primary provider and who
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determines potential candidacy of the patient for HCV
treatment work-up. Before initiation of the HCV education
class (historical control) and during the same length of time
as the study period (19 months), 322 patients were referred
to the liver specialty clinics and 180 (56%) were scheduled
in the liver specialty clinics. A similar number of patients
were referred (n = 358) and scheduled (n = 206, 58%) in
the liver specialty clinics during the study period (p = 0.4).
However, there were significantly higher show rates in the
liver specialty clinics among those who were scheduled
after initiation of mandatory education class than the his-
torical controls who did not receive disease-specific formal
education (64 vs. 39%, p < 0.0001). The characteristics of
patients who were scheduled in the liver clinic and attended
their visit during the study period was similar to the his-
torical control with respect to mean age (52 £ 11 vs.
53 &£ 10 years, p = 0.4), gender (proportion male 59 vs.
65%, p = 0.4), and race (White 38 vs. 35%, African
American 22 vs. 34%, Latino 17 vs. 10%, p = 0.3).

Long-Term Retention of HCV Knowledge
After Education

Nineteen study subjects who attended the liver specialty
clinic after HCV education agreed to complete the same
post-education questionnaire at the time of their clinic visit
to evaluate retention of HCV knowledge. The primary
reason for low response rates was related to the time
constraints on patients (and providers) to complete the
questionnaire during the busy clinic setting. In these
patients, their HCV knowledge immediately after educa-
tion had substantially improved compared to before edu-
cation (mean percent score 45-64, p = 0.005). The median
time elapsed between attending the HCV education class
and liver clinic visit was 4 months (range 1-13 months).
The mean percent knowledge scores at the time of liver
clinic attendance were similar to that immediately fol-
lowing education session (61 vs. 65, p = 0.7) suggesting
that HCV knowledge following education can be retained
long-term.

Discussion

In this study, we have shown that HCV education sub-
stantially improves patient knowledge of HCV disease in
the vulnerable, ethnically diverse, safety net population.
Although we identified gaps in almost all areas of HCV
knowledge, patients gained the most knowledge in the
categories of general HCV disease knowledge, HCV
transmission, and health care maintenance. We also
showed that HCV knowledge may possibly be retained
long-term. Moreover, there were substantially higher liver

clinic show rates compared to those who were not offered
disease-specific education.

Our education session was specially designed to
encompass all aspects of HCV disease management from
diagnosis, transmission, natural history, candidacy for
treatment, and benefits and adverse effects of therapy, to
resources for access to specialty care and general health
care maintenance. In a study of 115 patients with newly
diagnosed HCV, the most common volunteered patient
concerns included disease progression, premature death,
infecting family members and side-effects of treatment [3].
This highlights the necessity for a comprehensive HCV
educational program such as that implemented in our study
in order to adequately address patient’s concerns.

We have shown that African American race, older age,
and lower level of education are independently associated
with lower HCV knowledge. This is consistent with dis-
parities of access to care that have been previously
described in the vulnerable populations [7, 12]. Similarly,
in a cohort of 110 patients attending a methadone detoxi-
fication and methadone maintenance program in San
Francisco, Walley et al. [7] showed that White race and
Latinos had significantly higher knowledge of HCV treat-
ment than African Americans. However, we have also
shown that the gain in knowledge after education was
similar across all ages, genders, and racial background,
suggesting that HCV education can play an important role
in reducing health care disparity in this population. The
fact that patients who were interested in obtaining medical
care had a lesser change in knowledge scores after edu-
cation was likely because these patients were well
informed about HCV disease at baseline with higher
knowledge scores compared to those who were not inter-
ested in obtaining medical care (66 vs. 58%, p = 0.05).

Prior studies have shown a large gap in HCV knowledge
about HCV therapy in IDUs [7, 13]. We found that IDUs
had 12% higher baseline knowledge scores compared to
other HCV-infected individuals. This may reflect height-
ened awareness of HCV in this population due to the high
prevalence of HCV among peers, exposure to substance
abuse counselors and mental health professionals, and
potentially integrated substance abuse and HCV manage-
ment in this population [14]. This result also suggests that
there is likely a great need in educating individuals with
modes of acquisition of HCV other than IDU.

Despite being engaged with the health care system and
being referred by their primary providers, 13% of our study
subjects had never heard of HCV prior to the session and
36% had become aware of HCV from sources other than
primary providers. A survey of 388 family physicians in
New Jersey showed that family physicians had insufficient
knowledge about screening and counseling for chronic
hepatitis and 83% of respondents were interested in
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receiving education about chronic hepatitis [15]. In addi-
tion, a survey of 629 chronically infected veterans showed
that only 60% of patients who attended liver specialty care
underwent formal HCV education [11]. While our study
was not designed to address health system or institutional
barriers to access to HCV care, the initiation of an edu-
cational session provided by liver specialists along with
a patient-centered approach to HCV management has
substantially improved access to HCV care in our popu-
lation. A significantly higher proportion of patients atten-
ded their liver specialty clinic visit after initiation of the
educational sessions, and about 30% had received HCV
therapy during the study period. In addition, the wait times
for liver specialty clinic appointments have been reduced
from 6 to 2 months in our safety net system.

Since the HCV education class was instituted as a
mandatory component of referral of patients with HCV to
the liver specialty clinics in this safety net system, the
study was limited by a lack of randomization of patients to
education versus no education class in determining the
rates of liver specialty clinic attendance. However, we were
able to utilize a historical control of HCV patients prior to
initiation of education class to compare liver specialty
clinic show rates in those with scheduled appointments.
Both the study patient cohort and the historical controls
likely represent individuals who are motivated to receive
HCV therapy and management. Therefore, selection bias is
unlikely to play a role in our finding that HCV education
significantly improves liver specialty clinic attendance
rates when these cohorts are compared. The low response
rate to the questionnaire in the busy clinic setting was
primarily related to the time constraints on patients and
selection and/or reporting biases are less likely to have
played a significant role in the reported retention of HCV
knowledge long-term in nearly one-quarter of patients.
Nevertheless, this result requires confirmation with a larger
number of patients.

In summary, education plays an important role in
improvement of HCV knowledge in HCV-infected sub-
jects. Although African Americans and older individuals
had lower baseline HCV knowledge, the improvement of
HCV knowledge was observed across all ages, racial
backgrounds, IDUs, education levels, and socioeconomic
status. As vulnerable populations are disproportionally
affected by HCV and adverse disease outcomes, this sug-
gests that promoting effective HCV educational programs
among vulnerable populations may be an important factor
in reducing the disparities in HCV disease. Prior studies
have shown that HCV patients consider HCV education as
an important HCV health care need that results in a marked
increase in willingness to accept HCV treatment [16, 17].
A patient-centered approach to health care in HCV-infec-
ted vulnerable population is likely to result in higher
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compliance with pursuing HCV health care and potentially
create efficiencies in the health system to better access
specialty care for these individuals.

Acknowledgments National Institute of Health Grant numbers
RO1 DK074673 (M.K.), P30 DK 026743 (UCSF Liver Center),
ADA Grant number 1-08-CR-30 (M.K.). H.F.Y. was supported in
part by the William and Mary Ann Rice Memorial Distinguished
Professorship.
Conflict of interest No conflicts of interest exist.

Open Access This article is distributed under the terms of the
Creative Commons Attribution Noncommercial License which per-
mits any noncommercial use, distribution, and reproduction in any
medium, provided the original author(s) and source are credited.

References

1. Armstrong GL, Wasley A, Simard EP, McQuillan GM,
Kuhnert WL, Alter MJ. The prevalence of hepatitis C virus
infection in the United States, 1999 through 2002. Ann Intern
Med. 2006;144: 705-714.

2. Fabris P, Tositti G, Giordani MT, et al. Assessing patients’
understanding of hepatitis C virus infection and its impact on
their lifestyle. Aliment Pharmacol Ther. 2006;23:1161-1170.

3. Minuk GY, Gutkin A, Wong SG, Kaita KD. Patient concerns
regarding chronic hepatitis C infections. J Viral Hepat. 2005;12:
51-57.

4. Munoz-Plaza CE, Strauss S, Astone-Twerell J, et al. Exploring
drug users’ attitudes and decisions regarding hepatitis C (HCV)
treatment in the US. Int J Drug Policy. 2008;19:71-78.

5. Strauss E. Barriers to care of chronic hepatitis patients in Latin
America. Arch Med Res. 2007;38:711-715.

6. Strauss SM, Falkin GP, Vassilev Z, Des Jarlais DC, Astone J. A
nationwide survey of hepatitis C services provided by drug
treatment programs. J Subst Abuse Treat. 2002;22:55-62.

7. Walley AY, White MC, Kushel MB, Song YS, Tulsky JP.
Knowledge of and interest in hepatitis C treatment at a metha-
done clinic. J Subst Abuse Treat. 2005;28:181-187.

8. Chitwood DD, McBride DC, French MT, Comerford M. Health
care need and utilization: a preliminary comparison of injection
drug users, other illicit drug users, and nonusers. Subst Use
Misuse. 1999;34:727-746.

9. O’Brien S, Day C, Black E, Dolan K. Injecting drug users’
understanding of hepatitis C. Addict Behav. 2008;33:1602-1605.

10. Strauss SM, Astone-Twerell J, Munoz-Plaza CE, et al. Drug
treatment program patients’ hepatitis C virus (HCV) education
needs and their use of available HCV education services. BMC
Health Serv Res. 2007;7:39.

11. Beste LA, Straits-Troster K, Zickmund S, Larson M, Chapko M,
Dominitz JA. Specialty care and education associated with
greater disease-specific knowledge but not satisfaction with care
for chronic hepatitis C. Aliment Pharmacol Ther. 2009;30:
275-282.

12. Nelson A. Unequal treatment: confronting racial and ethnic dis-
parities in health care. J Natl Med Assoc. 2002;94:666—668.

13. Doab A, Treloar C, Dore GJ. Knowledge and attitudes about
treatment for hepatitis C virus infection and barriers to treatment
among current injection drug users in Australia. Clin Infect Dis.
2005;40(Suppl 5):S313-S320.



Dig Dis Sci (2011) 56:213-219

219

14.

15.

16.

Groessl EJ, Weingart KR, Kaplan RM, Clark JA, Gifford AL, Ho
SB. Living with hepatitis C: qualitative interviews with hepatitis
C-infected veterans. J Gen Intern Med. 2008;23:1959-1965.
Ferrante JM, Winston DG, Chen PH, de la Torre AN. Family
physicians’ knowledge and screening of chronic hepatitis and
liver cancer. Fam Med. 2008;40:345-351.

Balfour L, Cooper C, Tasca GA, Kane M, Kowal J, Garber G.
Evaluation of health care needs and patient satisfaction among

17.

hepatitis C patients treated at a hospital-based, viral hepatitis
clinic. Can J Public Health. 2004;95:272-277.

Gupta K, Romney D, Briggs M, Benker K. Effects of a brief
educational program on knowledge and willingness to accept
treatment among patients with hepatitis C at inner-city hospitals.
J Commun Health. 2007;32:221-230.

@ Springer



	Formal Patient Education Improves Patient Knowledge of Hepatitis C in Vulnerable Populations
	Abstract
	Background
	Aim
	Methods
	Results
	Conclusions

	Introduction
	Methods
	Subject Eligibility
	Education Session
	Data Collection Procedures
	Statistical Analysis

	Results
	Interest in HCV Treatment and Specialty Referral After Education
	Long-Term Retention of HCV Knowledge After Education

	Discussion
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /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 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 false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /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 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /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 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /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 <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. 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 best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /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 /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


