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ABSTRACT

Background Recent epidemiologic data show that Denmark has considerably poorer survival from
common cancers than Sweden. This may be related to a lower awareness of cancer symptoms and
longer patient intervals in Denmark than in Sweden. The aims of this study were to: 1) compare
population awareness of three possible symptoms of cancer (unexplained lump or swelling,
unexplained bleeding and persistent cough or hoarseness); 2) compare anticipated patient interval
when noticing any breast changes, rectal bleeding and persistent cough; and 3) examine whether
potential differences were noticeable in particular age groups or at particular levels of education in
a Danish and Swedish population sample.

Method Data were derived from Module 2 of the International Cancer Benchmarking Partnership.
Telephone interviews using the Awareness and Beliefs about Cancer measure were conducted in
2011 among 3000 adults in Denmark and 3070 adults in Sweden.

Results Danish respondents reported a higher awareness of two of three symptoms (i.e.
unexplained lump or swelling and persistent cough or hoarseness) and a shorter anticipated
patient interval for two of three symptoms studied (i.e. any breast changes and rectal bleeding)
than Swedish respondents. Differences in symptom awareness and anticipated patient interval
between these countries were most pronounced in highly educated respondents.

Conclusion Somewhat paradoxically, the highest awareness of symptoms of cancer and the
shortest anticipated patient intervals were found in Denmark, where cancer survival is lower than in
Sweden. Thus, it appears that these differences in symptom awareness and anticipated patient
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interval do not help explain the cancer survival disparity between Denmark and Sweden.

Large variations in survival from common cancers are seen
between Denmark and Sweden, two Nordic welfare
states with many socio-economic and healthcare system
similarities [1].

Thus, women in Sweden diagnosed with breast, colon and
lung cancer during 2009-2011 had 2, 9 and 10 percentage
point advantages in one-year relative survival, respectively,
compared with women in Denmark. A similar difference was
observed among men for colon and lung cancer [2].

It has been suggested that the poorer survival from cancer
in Denmark than in Sweden may be due to more advanced
disease stages at diagnosis [1,3], which might be explained, in
part, by longer patient intervals [1,4] (i.e. the time from the first
symptom is experienced until healthcare is sought [5]). A body
of research has made efforts to identify factors associated with
longer patient intervals [6-9]. In a comprehensive review of
several cancer types, Macleod et al. [9] found that not

recognizing the seriousness of a symptom was the main
patient-mediated factor associated with a long patient interval.
One reason for the lack of recognition of the serious nature of
symptoms may be low awareness about which symptoms may
be indicative of cancer [9,10]. However, only a few comparative
studies [11,12] have analyzed whether awareness differs
between settings with different cancer survival rates. The aim
of the present study was therefore to compare awareness of
three symptoms of cancer (unexplained lump or swelling,
unexplained bleeding and persistent cough or hoarseness) and
to compare anticipated patient interval when noticing any
breast changes, rectal bleeding and persistent cough between a
Danish and Swedish population sample. A further aim was to
examine whether potential differences between the countries
were especially prominent in specific age groups or at
particular levels of education. We hypothesized that in line
with the lower survival rates in Denmark, the Danish
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population sample would show a lower symptom awareness
and have a longer anticipated patient interval than the
Swedish sample.

Methods
Study population and data collection

Data were collected as part of Module 2 of the International
Cancer Benchmarking Partnership (ICBP). The ICBP examines
international variations in cancer survival and possible reasons
for these variations in Australia, Canada, England, Northern
Ireland, Wales, Norway, Sweden and Denmark. Module 2 was
designed to specifically explore differences in population
awareness and beliefs about cancer [13].

In Denmark and Sweden, the target was to include 1000
respondents 30-49 years of age and 2000 respondents
aged >50 from each country. In Denmark, a total of 20 000
residents 30-49 years of age and 40 000 residents aged 50 and
older were randomly selected from the Danish Civil
Registration System (CRS) [14]. In Sweden, a sample of 8000
residents in the age group 30-49 and 15 000 residents aged 50
and older from the Uppsala-Orebro and the Stockholm-
Gotland healthcare regions were randomly selected from the
Swedish Population and Address Register (SPAR) [15]. In both
countries, these continuously updated registers of all residents
include a personal identification number and variables, such as
name, address, gender, civil status, date and place of birth.
Names and/or addresses as listed in the CRS and SPAR were
then matched with their landline and/or mobile phone
numbers by national market research and consulting firms
(NN Markedsdata in Denmark and Infodata in Sweden).

The survey was conducted from 31 May to 4 July 2011 in
Denmark and from 15 August to 30 September 2011 in
Sweden. Telephone interviews were carried out by trained
native-speaking interviewers from a research company, Ipsos
MORI, using the Awareness and Beliefs about Cancer (ABC)
measure [16]. Each interview took approximately 20 minutes.
Up to seven attempts were made to reach each person with
calls being made at different times and different days.
Interviews were not performed if the respondents were
unable to speak or understand Danish or Swedish. Figure 1
shows the data collection process used to obtain the target
sample size. As can be seen from the figure, about one third of
those who were available for telephone interview were
approached by the interviewers from Ipsos MORI. The persons
approached were randomly selected, thus all persons available
for telephone interviews had an equal chance of selection.

Survey measure

The development and validation of the ABC measure is
described in detail elsewhere [16]. Data reported here relate
to awareness of cancer symptoms and anticipated patient
interval.

Awareness of cancer symptoms was assessed by using the
prompt: “I'm now going to list some symptoms that may or
may not be warning signs for cancer. For each one, can you tell
me whether you think that it could be a warning sign for
cancer?” In total, 11 symptoms were listed and rotated

randomly to avoid bias being introduced by the ordering of
the symptoms.

Anticipated patient interval was assessed by the prompt:
“The next questions are about going to the doctor. I'm going
to read you a list of signs and symptoms. For each one, please
tell me how long it would take you to go to the doctor from
the time you first noticed the symptom”. In the ABC measure,
four symptoms were listed and rotated randomly.

Dependent variables

For the present analyses, awareness of cancer symptoms was
measured by an unexplained lump or swelling, an unexplained
bleeding and a persistent cough or hoarseness. Respondents
could respond yes or no as to whether they thought the
specific symptom could be a warning sign for cancer. There
was no set option for don’t know; however, such spontaneous
responses as well as did not answer were documented by the
interviewers. The categories no, don’t know and did not answer
were combined here to indicate lack of awareness.

The anticipated patient interval was measured for any breast
changes (in women only), rectal bleeding and a persistent
cough. The interviewers categorized the respondents’ answers
into one of the following categories: as soon as | noticed, up to
1 week, over 1 up to 2 weeks, over 2 up to 3 weeks, over 3 up to 4
weeks, more than a month, and | would not contact my doctor.
Additional response alternatives documented were: | would go
to another healthcare professional, | would go to a pharmacist
(Sweden only), | would go to a nurse at a primary care center
(Sweden only), don’t know and did not answer.

Independent variables

Information on country (Denmark, Sweden), age (30-39, 40-49,
50-59, 60-69, 70+ years) and gender (male, female) of the two
populations was obtained from the CRS in Denmark and the
SPAR in Sweden. Information on marital status (married/
cohabiting; living alone), educational level (low: primary/lower
secondary school; middle: upper secondary; and high: bachelor
and higher), country of birth [country of current residence (DK/
SE); other], experience of cancer themselves and/or in family/
friend (yes/no) was obtained from the respondent during the
ABC interview.

Analysis

Descriptive statistics were used to describe the Danish and
Swedish respondents’ symptom awareness and anticipated
patient interval. We estimated the associations between country
and lack of awareness for each of the three cancer symptoms
using a generalized linear regression model with prevalence
ratios (PRs) with 95% confidence intervals (Cl). We adjusted for
age, gender, marital status, educational level and experience of
cancer. Similar analyses were performed to examine the
association between country and longer anticipated interval.
For this purpose, the response categories were dichotomized
into two categories of anticipated patient interval. For persistent
cough, the NICE guidelines [17] suggest that the cough should
have been present for at least three weeks before it is suggestive
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Figure 1. The data collection process for Denmark and Sweden. (a) Before start of data collection in Denmark, it was checked whether the persons: 1) had a newly
established research protection status; 2) had emigrated from Denmark; or 3) had passed away. (b) Include business/fax number, incomplete/unobtainable number,
barred and wrong number. (c) Include not available during data collection period, could not be contacted after seven attempts and the persons answering the phone
did not want to speak to the interviewer. (d) Include refused to take part (before or after it was known whether or not it was the person eligible for study
participation), stopped the interview, the person eligible for study participation asked to called back at a later date, but could not be contacted again and the person

stated that he/she was not in the age group anyway.

of cancer; the categories for persistent cough were therefore set
at <3 weeks versus >3 weeks. The same clarity is not found in
recommendations for any breast changes and rectal bleeding; the
patient intervals for these symptoms were categorized as <2
weeks versus >2 weeks. For these dichotomizations, the add-
itional response alternatives were coded as missing data (less
than 0.4% of the responses).

Lastly, data on symptom awareness and the anticipated
patient interval were both stratified by five age strata (30-39,
40-49, 50-59, 60-69 and 70+years) and by three strata for
educational level (low, middle and high) to explore whether
potential differences between the countries were especially
prominent in specific age groups or at particular levels of
education.
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Results
Populations

The characteristics of the respondents in Denmark and Sweden
are presented in Table 1. Compared with Sweden, a higher
proportion of the respondents from Denmark were married/
cohabiting, born in the country of their current residence and
reported experience of cancer. Compared with their Danish
counterparts, a higher proportion of respondents from Sweden
were in the oldest age groups (i.e. 60-69 and >70 years) and
reported a high educational level (bachelor and higher). There
was no statistically significant difference in gender distribution
among respondents from Denmark and Sweden.

Awareness of cancer symptoms

The most well known of the three symptoms of cancer was an
unexplained lump or swelling, which was recognized by over
90% of the respondents in both countries (Table 2). A
persistent cough or hoarseness was the least well known
symptom in both Denmark and Sweden. The adjusted analyzes
show that respondents in Denmark were less likely to lack
awareness of the symptoms. For example, the adjusted PR
(PRag;) for Denmark was 0.67 (95% Cl 0.60-0.73) for lack of
awareness that a persistent cough or hoarseness can be a
warning sign for cancer (Table 2).

Using Sweden as the reference when stratifying for age, the
difference between the Danish and the Swedish samples in
terms of lack of awareness was largest for an unexplained lump
or swelling, and the difference was statistically significant only
in the age group 60-69 [PR,q;. for DK: 0.55 (95% Cl 0.39-0.77)].
Across educational level, significant differences between the

Table 1. Socio-economic characteristics of the Danish and Swedish respondents.
Sums vary because of missing data.

Danish respondents Swedish respondents

n=3000 n=3070
Socio-economic
characteristic % (n) % (n) p-Value*
Gender 0.604
Female 55.3 ((1659) 56.0 (1718)
Male 447 (1341) 44,0 (1352)
Age group (years) 0.001
30-39 13.9 (416) 14.5 (445)
40-49 19.5 (584) 19.1 (586)
50-59 24.9 (746) 20.6 (633)
60-69 25.5 (764) 27.2 (836)
>70 16.3 (490) 18.6 (570)
Age, mean (SD) 55.9 (13.3) 56.6 (14.1)
Marital status <0.001
Married/cohabiting 78.5 (2354) 74.1 (2272)
Living alone 21.5 (644) 25.9 (793)
Educational level <0.001
High 34.2 (1020) 40.8 (1248)
Middle 46.9 (1400) 40.8 (1249)
Low 18.9 (565) 18.4 (563)
Country of birth <0.001
Country of current 95.1 (2854) 87.6 (2687)
residence (DK/SE)
Other 4.9 (146) 12.4 (381)
Experience of cancer 0.003
(self and/or family/friend)
Yes 84.3 (2526) 81.4 (2496)
No 15.7 (472) 18.6 (572)

*\-test.

two countries were found for the two highest educational
groups. Thus, the PR,q; for DK was 0.75 (95% Cl 0.56-0.99) and
0.51 (95% Cl 0.33-0.77) for respondents with a middle and a
high educational level, respectively (data not shown).

For unexplained bleeding, a significant difference was found
between respondents aged 50-59 years [PR,q;. for DK: 0.77 (95%
Cl1 0.63-0.95)] and for respondents with a high educational level
[PR,q;. for DK: 0.83 (95% Cl 0.69-0.99)] (data not shown).

Lastly, statistically significant differences across all the age
groups were found for lack of awareness of a persistent cough
or hoarseness except among the youngest age group (PR.q;
ranging from 0.47 to 0.76 for DK). Associations across all
educational levels were significant (PR,q; ranging from 0.65 to
0.68 for DK) (data not shown).

To summarize, we found that across age groups, the
difference in awareness of cancer symptoms was most
pronounced among respondents 50 years or older, and the
largest difference in symptom awareness across educational
level appeared among highly educated respondents. For all
significant associations across age and educational level,
respondents from Denmark reported higher symptom aware-
ness than respondents from Sweden.

Anticipated patient interval

Figure 2 displays the anticipated patient interval when
experiencing breast changes, rectal bleeding and a persistent
cough for Denmark and Sweden. The majority of the respond-
ents in both countries reported that when experiencing breast
changes or rectal bleeding they would go to the doctor as
soon as they noticed the symptom or within one week.
Dichotomizing the anticipated patient intervals, we found that
Danish respondents were less likely than Swedish respondents
to report that they would wait more than two weeks to go to
the doctor when they first noticed any breast changes or rectal
bleeding (Table 3). There was no difference between respond-
ents in Denmark and Sweden concerning the prevalence of
reporting a longer anticipated patient interval (>3 weeks) for a
persistent cough.

The difference between respondents in Denmark and in
Sweden was particularly salient in the youngest age strata
(30-39 years of age) with significantly fewer younger respond-
ents from the Danish sample reporting longer anticipated
patient interval for both breast changes [PR,q for DK: 0.42

Table 2. Distribution of responses and associations between country and lack of
awareness that the symptom can be a warning sign for cancer.

No/don’t know/

Yes did not answer PRunad;. PR¥.4;.
% (n) % (n) (95% Cl) (95% Cl)
Unexplained lump or swelling
Sweden  92.2 (2830) 7.8 (240) 1.00 1.00
Denmark 94.3 (2829) 5.7 (171) 0.73 (0.60-0.88) 0.77 (0.64-0.93)
Unexplained bleeding
Sweden  77.4 (2377) 22.6 (693) 1.00 1.00
Denmark 79.5 (2385) 20.5 (615) 0.91 (0.82-1.00) 0.91 (0.83-1.00)

Persistent cough or hoarseness
Sweden 64.8 (1989)  35.2 (1081) 1.00 1.00
Denmark 76.3 (2290) 23.7 (710) 0.67 (0.62-0.73) 0.67 (0.60-0.73)

Note: Prevalence ratios (PR) with 95% confidence intervals (Cl). Numbers in bold
are significant results.

*Adjusted for gender, age, marital status, educational level and experience of
cancer.
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Figure 2. Anticipated patient interval for Sweden and Denmark when experiencing any breast changes®, rectal bleeding and a persistent cough. ? Only answered by

women.

Table 3. Associations between country and longer anticipated patient interval.

I:,Runade PR*ade
% (n) (95% Cl) (95% Cl)
Any breast changes®
(>2 weeks)
Sweden 10.0 (163) 1.00 1.00
Denmark 6.9 (113) 0.72 (0.57-0.90) 0.72 (0.57-0.91)
Rectal bleeding
(>2 weeks)
Sweden 9.9 (301) 1.00 1.00
Denmark 7.0 (209) 0.71 (0.60-0.84) 0.70 (0.59-0.83)
Persistent cough
(>3 weeks)
Sweden 36.5 (1104) 1.00 1.00
Denmark 37.8 (1114) 1.03 (0.97-1.10) 1.02 (0.96-1.09)

Note: Prevalence ratios (PR) with 95% confidence intervals (Cl). Numbers in bold
are significant results.

Adjusted for gender, age, marital status, educational level and experience of
cancer.

?Only answered by women.

(95% Cl 0.27-0.67)] and rectal bleeding [PR,y; for DK: 0.49
(95% Cl 0.33-0.74)] using Sweden as the reference (data not
shown). The difference between the two countries was
especially prominent in the group with a high educational
level with regard to breast change [PR,q;for DK: 0.53 (95% ClI
0.36-0.77)] and rectal bleeding [PR,q;for DK: 0.65 (95% Cl 0.50-
0.85)]. For persistent cough, no statistically significant differ-
ences across age groups or educational levels were found.
Thus, again, we found that for all significant associations
across age and educational level, respondents from Denmark
reported shorter anticipated intervals than respondents from
Sweden. Furthermore, the differences between the two coun-
tries were especially prominent in the youngest age group and
among the respondents with the highest educational level.

Discussion
Main findings

Contrary to our hypotheses, we found that respondents from
Denmark reported higher symptom awareness for two of the

three symptoms investigated (i.e. unexplained lump or
swelling and persistent cough or hoarseness) and shorter
anticipated patient intervals for two of three symptoms studied
(i.e. any breast changes and rectal bleeding) than respondents
in Sweden. Overall, we observed a trend that the largest
difference in symptom awareness and anticipated patient
interval between the two countries was found among
respondents with high educational level.

These data suggest that self-reported differences in symp-
tom awareness and anticipated patient interval related to
breast, colon and lung cancer do not help explain disparities in
survival from these cancer types between Denmark and
Sweden. Nevertheless, it is interesting that the higher cancer
symptom awareness and lower anticipated patient interval
among respondents from Denmark was particularly prominent
among highly educated respondents who also constitute a
group with relatively high cancer survival in Denmark [18].

Other potential factors that have been suggested in the
search for an explanation for the survival disparity include
differences in the diagnostic interval (i.e. the time from
healthcare is sought until diagnosis [5]), the presence of
comorbidities and the access to and quality of treatment [1].
Studies on stage distribution and survival indicate that the
former may be of particular relevance for explaining the
relatively low survival in Denmark and thus to the survival
disparity between Denmark and Sweden. For example, Maringe
et al. [19] found a more adverse stage distribution for
colorectal cancer in Denmark, with long diagnostic intervals
as one suggested explanation for this, whereas unequal access
to optimal treatment may be a more plausible explanation for
the relatively low survival rates in the UK. Many of the potential
explanations above are the focus of further in-depth research
in the ICBP and are currently being studied. Thus, Module 4 of
the ICBP is testing the hypothesis that differences in the
diagnostic interval can contribute to the difference in cancer
outcomes by closely exploring cancer patient pathways in
among other Denmark and Sweden, and Module 5 seeks to
investigate the effect of comorbidity on cancer survival [13].
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Differences in the screening program in Denmark and Sweden
have also been mentioned as a possible factor for the survival
disparity [20]. Thus, compared to Sweden, Denmark has had a
late implementation of a national breast cancer screening
program, which may help explain the lower survival of breast
cancer [21].

Comparison with other studies

Encouragingly, most Danish and Swedish respondents
reported that they would go to their doctor as soon as they
noticed any breast changes or rectal bleeding. This is consist-
ent with Robb et al’s findings [10] that the majority of
respondents anticipated a short patient interval if they noticed
a lump or swelling or unexplained bleeding. However, in the
present as well as in Robb et al.’s study, the patient interval was
assessed using a hypothetical question in which respondents
were asked how long it would take them to go to the doctor if
they noticed the specific symptom. Not surprisingly, the
anticipated patient interval assessed among the general
population is shorter than what has been reported in the
patient interval literature for patients with breast or colorectal
cancer [22,23]. For example, a Danish study found that the
median patient interval was 28 days in colorectal cancer
patients [22]. This discrepancy between a hypothetical situ-
ation and a real-life situation may be explained in part by
competing priorities, formal and informal barriers to healthcare
seeking and negative beliefs about cancer, which may merely
affect actual behavior [12,24]. Formal barriers include, among
others, the way healthcare is organized. Healthcare in Denmark
and Sweden is similar in the sense that the systems are
primarily based on general taxation and characterized by
universal access [25]. In contrast to Denmark, however, Sweden
has a fee per visit to the general practitioner (GP). The fee is
typically SEK 100-300 and includes a cost limit which ensures
that patients will not pay more than SEK 1100 in a 12-month
period [26]. Co-payments in primary care are generally
considered a barrier to access [27] although this barrier may
not be captured by the hypothetical question. Informal barriers
for healthcare seeking for symptoms that may be indicative of
cancer can relate to worry of wasting the GP’s time as well as
about what the GP might find. There are some differences
between Denmark and Sweden in respect to the informal
barriers to healthcare seeking [12]; however, these have also
been assessed using hypothetical statements and again
informal barriers may affect actual behavior to a greater
extent than anticipated behavior. In relation to negative beliefs
about cancer, the ICBP study from Module 2 by Forbes et al.
[12] found that approximately 26% of the Danish respondents
and 23% of the Swedish respondents aged 50 years and older
agreed that ‘a diagnosis of cancer is a death sentence’. In
comparison to the Swedish respondents, the Danish respond-
ents consistently appeared to have a more pessimistic view on
cancer. Negative beliefs about cancer may affect healthcare
seeking when a possible cancer threat is experienced, and this
may help explain the discrepancy between the patient interval
reported by the general population and the patient interval
reported by cancer patients. Lastly, it should be noted that
neither of the two measures of the patient interval may be

optimal. The former has limitations due to the hypothetical
nature of the question and the latter has limitations because
the patient interval is self-reported, and the time estimates may
therefore be affected by the fact that the respondents have
received a cancer diagnosis [28].

We only studied differences in awareness of three of 11
symptoms examined by the ABC measure. However, the
finding that the Danish sample had higher awareness of
symptoms of cancer than the Swedish sample is not confined
to the symptoms examined in the present study. Higher
symptom awareness in Denmark than in Sweden is found for
10 of the 11 symptoms examined by the ABC measure among
adults aged 30 years and older (unpublished data). That
respondents from Denmark have higher symptom awareness
than respondents from Sweden is also shown in the study by
Forbes et al., [12] mentioned above. Forbes et al. [12] found
that a mean of 7.7 symptoms of cancer were recognized in
Sweden as opposed to 8.4 in Denmark. Again, it should be
noted that Forbes et al.’s study merely included the age group
50 years and older (total 4039 people from Denmark and
Sweden).

Strengths and limitations

To the best of our knowledge, there has been no international,
comparative study of equivalent magnitude focusing on cancer
awareness and healthcare seeking.

An advantage of comparing Denmark and Sweden is that
the ICBP sampling frame for these two countries was based on
national population registers as opposed to the random
probability sampling frames applied in Australia, Canada,
England, Northern Ireland and Wales [12]. Also, the ABC
measure has shown to have satisfactory psychometric proper-
ties and since Denmark and Sweden have many linguistic
similarities and great effort has been put on achieving ABC
measures in Danish and Swedish that are conceptually and
culturally equivalent [16], we do not expect to find great
measurement bias in the ABC items used for this study.

Nevertheless, it is a limitation that about 20% of both the
Danish and the Swedish study bases were not available for the
telephone interview and, furthermore, that only approximately
one quarter of the persons approached participated in the
study. The reasons for this included: research protection in
Denmark (i.e. publicly recorded rejection to be contacted for
research purposes), lack of telephone contact information, and
refusal to participate either immediately or after being given
information about the study. Moreover, it should be noted that
the two Swedish healthcare regions included, i.e. Uppsala-
Orebro and Stockholm-Gotland have higher average levels of
educational attainment than the country as a whole [29]. These
factors may have resulted in an underrepresentation of people
with a lower socio-economic position (SEP) and people
belonging to ethnic minorities in the study. These are
population groups which are known to have lower symptom
awareness [10,30] and this selection bias may have resulted in
an overestimation of awareness of these three cancer symp-
toms in both countries, but we are inclined to believe that the
estimates of the associations have not been considerably
affected. However, it is important that forthcoming surveys



consider strategies to increase the response among people
with a lower SEP and people belonging to ethnic minorities.
These strategies might include using more resources on
translators and multilingual interviewers in order not to
exclude individuals due to linguistic barriers.

The categorization of anticipated patient interval for any
breast changes and rectal bleeding may seem arbitrary.
However, as there are neither guidelines regarding frequency
or persistency of these symptoms nor consensus about the
optimal time to wait before seeking healthcare, the cut-off of
two weeks was chosen as a pragmatic and lenient time frame
for breast changes and rectal bleeding.

It is important to note that this is an explorative, ecological
study not specifically designed to test whether cancer aware-
ness and the patient interval in the two countries are
associated with cancer survival. Data on cancer survival are
collected retrospectively, whereas the questions on anticipated
patient interval refers to anticipated future behavior which is
therefore associated more with cancer survival in the future. To
conclude, it is interesting that this comparison of Denmark and
Sweden, two Nordic countries with large differences in survival
from common cancers, finds the highest awareness of symp-
toms of cancer and the shortest anticipated patient interval in
Denmark, the country with the lowest cancer survival among
the two.
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