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Abstract

Breast cancer is the most common cause of cancer and the leading cause of cancer death among 

Latinas in the United States. In addition, Latinas experience a disproportionate burden of cervical 

cancer incidence, morbidity, and mortality compared with non-Hispanic White women. Lower use 

of breast and cervical cancer screening services may contribute to these disparities. To address the 

underutilization of breast and cervical cancer screening among diverse subgroups of Latinas, a 

peer-led education program called Esperanza y Vida (“Hope and Life”) was developed and 

administered at 3 sites (2 in New York and 1 in Arkansas). Immigrant Latina women and their 

partners were educated about the importance of breast and cervical cancer screening, with the 

goals of increasing their knowledge about these cancers and their screening behavior. An analysis 

of the intervention’s findings at baseline among female participants demonstrated significant 

sociodemographic, interpersonal, cultural, health care system, and program variability in 3 distinct 

geographic regions in the United States. These data indicate the need for and feasibility of 

customizing cancer outreach and educational programs for diverse Latina subgroups living in 

various U.S. regions, with implications for informing the expansion and replication of the program 

in other regions of the country.

Breast cancer is the most commonly diagnosed cancer among Latina women in the United 

States (American Cancer Society, 2009a; Trapido et al., 1995). Although Latinas have lower 

breast cancer incidence rates than do non-Hispanic White women, they are more likely to be 

Jandorf et al. Page 2

J Health Commun. Author manuscript; available in PMC 2015 January 21.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



diagnosed with larger tumors and=or metastatic disease at the time of diagnosis and have 

higher breast cancer mortality rates (Joslyn, Foote, Nasseri, Coughlin, & Howe, 2005; Jemal 

et al., 2004; Li, Malone, & Daling, 2003; Miller, Hankey, & Thomas, 2002). Differences in 

mammography screening are thought to contribute to these disparities, with screening rates 

for breast cancer significantly lower among Latinas than for White women (Chlebowski et 

al., 2005; Jacobellis & Cutter, 2002).With regard to cervical cancer, incidence rates for 

Latinas are more than 50% higher than those for White women (8.2 per 100,000 women for 

Whites vs. 13.2 per 100,000 for Hispanics; American Cancer Society, 2009b). This disparity 

is again potentially related to the underuse of cervical cancer screening services among 

many Latina groups. These higher incidences of cervical cancer and lower screening rates 

for breast cancer and cervical cancer may be reflective of health care utilization patterns for 

new immigrant Latinas in rural and urban areas. Such patterns indicate the need to develop 

and disseminate culturally and linguistically appropriate programs to promote cancer 

screening to ultimately help reduce survival disparities in this growing immigrant 

population.

Women of most Latino subgroups (from different countries of origin) experience many 

obstacles to accessing the health care services necessary for successful initiation and 

maintenance of cancer prevention and early detection behaviors. These barriers include 

lower access to socioeconomic resources (e.g., education, income), reduced likelihood of 

having a regular health care provider, and more limited access to care and health insurance 

coverage, often as a result of lack of documentation or illegal entry into the United States 

(Abraido-Lanza, Chao, & Gates, 2005; Lees, Wortley, & Coughlin, 2005; O’Malley, Kerner, 

Johnson, & Mandelblatt, 1999), as well as cultural and linguistic barriers. For example, 

compared with 12% of Whites, 33% of Hispanics are uninsured (American Cancer Society, 

2008). Community-based health promotion is built upon the principle that individuals and 

their behavior should be considered in the larger context of their social environment and life 

circumstances. Furthermore, to be successful in creating and maintaining behavior change, 

interventions must extend beyond the individual level to address multiple levels of change 

(Merzel & D’Afflitti, 2003; Stokols, 1996). To equitably reach all segments of the 

population, it is important that interventions are adapted to reflect community priorities and 

cultural norms and values. For this reason, delivering culturally and linguistically 

appropriate information, resources, and programs is a promising strategy that may help 

increase community members’ knowledge of resources for self-care and reduce obstacles to 

health care often faced by underserved populations, including diverse subgroups of women 

of Hispanic origin (Fisher, Burnet, Huang, Chin, & Cagney, 2007).

The Latino population in the United States is large and diverse, with people immigrating 

from many countries of origin. The U.S. Census Bureau (2009a) estimated that by the year 

2010, Hispanics will make up 15.5% of the U.S. population (47.8 million people). Hispanic 

populations from different countries of origin vary across a number of characteristics, 

including foreign-born status, education level, age distribution, Spanish and English 

language fluency and literacy, and socioeconomic status. More than 60% of U.S. Hispanics 

self-identify as being of Mexican origin (Pew Hispanic Center, 2009a). The next nine largest 

Hispanic countries of origin (Puerto Rico, Cuba, El Salvador, Dominican Republic, 

Guatemala, Colombia, Honduras, Ecuador, and Peru) make up approximately one third of 
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the U.S. Hispanic population (Pew Hispanic Center, 2009a). As of 2007, Hispanics are the 

largest and fastest growing immigrant group, comprising 54% of the total foreign-born 

population of the United States (Grieco, 2009). These statistics reflect the growing and ever-

evolving demographics of the diverse U.S. Hispanic population and the need to recognize 

and appreciate the tremendous heterogeneity that exists within an immigrant population.

To address the low rates of breast and cervical cancer screening among Latina subgroups, a 

peer-led, cancer education program titled Esperanza y Vida (“Hope and Life”) was 

developed (Jandorf et al., 2008). This program, based on an established group intervention 

model (the Witness Project), was adapted and customized to better address the educational 

needs of diverse immigrant Latinas and their partners (see Erwin, Spatz, & Turturro, 1992) 

for description of this process). The goals were to increase awareness of the importance of 

breast and cervical cancer screening, increase knowledge about these cancers (Erwin, 

Johnson, Feliciano-Libid, Zamora, & Jandorf, 2005; Jandorf et al.), and to increase 

screening behaviors. The program incorporates perspectives on family, religion, and gender 

roles that reflect the experiences of diverse Latinos and provides participants with 

navigation (e.g., assistance finding affordable screening locations) for breast and cervical 

cancer screening. The program is delivered in a small group setting in a variety of contexts, 

including women’s homes, community and faith-based locations.

The goal of this article is to describe the diversity of intervention participants, in particular 

the women hosted in three distinct geographic locations in the United States, and to present 

the baseline findings about knowledge and screening rates among a sample of more than 

1,000 immigrant participants from many Latino subgroups. These findings provide 

important guidance about the nature of variability among Latino subgroups that may 

influence how cancer screening programs should be conducted and designed among this 

population.

Method

Program sites included three geographically diverse locations to include rural and urban 

Latinos from various countries of origin: Arkansas (AR) included primarily Mexican 

immigrants, New York City (NYC) included multiple countries of origin, and Buffalo in 

Western New York (WNY) included primarily Puerto Ricans. In each location, program 

staff actively recruited sites at which to conduct group programs, including community-

based and faith-based organizations, as well as private homes. As described previously 

(Sudarsan, Jandorf, & Erwin, 2010), this was a randomized design study, testing the efficacy 

of the Esperanza y Vida educational programs to positively affect breast and cervical 

knowledge and screening adherence (intervention), compared with a diabetes educational 

program (control). Sites were recruited and then randomized to one of the two conditions. 

This article reports the results for the women attending only intervention, breast and cervical 

programs. At each program, bilingual, Latino program staff and peer volunteers (including 

breast and cervical cancer survivors) assisted with the programs. The peer volunteers 

specifically testify to the importance of early detection, regular screening, and the strength 

one has to survive a diagnosis of breast or cervical cancer. All components of the 

intervention met institutional review board requirements at each institution.
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The cancer education programs aimed to do the following:

• collect sociodemographic data on attendees,

• educate about breast and cervical cancers and the recommended screening tests 

(breast self-exam, clinical breast exam, mammography, and Pap test),

• address reported beliefs and fears about cancer that are not supported by the 

biomedical perspective and may play a role in decisions to screen (Austin, Ahmad, 

McNally, & Stewart, 2002),

• evaluate pre- and postintervention knowledge of cancer and screening,

• collect information about barriers to access and screening, and

• understand and assess the current screening practices of the women.

All participants completed sociodemographic questions (e.g., age, country of birth, marital 

status, years in the United States, language preference), pre- and post-program knowledge 

surveys, and reported their current participation in screening exams (breast self-exam, 

clinical breast exam, mammogram, and Pap test) and perceived barriers to cancer screening. 

The knowledge questions included four items related to breast cancer (e.g., “A woman 

without a history of breast cancer should get her first mammogram at or around age 40”) and 

four questions related to cervical cancer (e.g., “Cervical cancer is 100% curable if found at 

its earliest stage”). Identical questions were asked before the educational presentation and 

immediately after, with all presented in a true=false or multiple-choice format. Current 

screening status and intent to receive screening tests were measured (e.g., “Have you ever 

had a mammogram? If so, when was your last exam?”). All of this information was 

collected through an Audience Response System in Spanish or English, depending on 

participants’ preferences. This system has been found to be a useful tool when dealing with 

English as a second language, rural, and=or low-literacy populations (Garrito et al., 2005). 

Questions and answer options were presented on PowerPoint slides and read aloud by 

program leaders. On occasion, as a result of mechanical problems or people arriving late or 

leaving early, we used paper response forms. PowerPoint slides presented identical 

information and questions at all sites; program staff customized resources for diverse Latino 

subgroups and geographic region at the end of each program. Each participant was able to 

confidentially enter her answers by pressing the number matching her answer option on her 

individual wireless keypads. At each program, staff recorded program specific factors, 

including site (AR, NYC, or WNY), setting (urban or rural=suburban: in AR, program 

locations were categorized on the basis of the Arkansas Hospital Association; in NYC, most 

program locations were categorized as urban; and in WNY, program locations were 

categorized on the basis of its relative size to Buffalo, New York), type of site (community-

based, faith-based, or private home), length of the educational program, and language in 

which the program was conducted (Spanish or English).

Questions related to the participant’s cancer screening practices were embedded in the 

program’s presentation. For the purposes of analyses, these responses were recoded to assess 

the participant’s adherence, on the basis of the American Cancer Society’s (2009b) 

guidelines, in place during the outreach time period for the respective screening 
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examinations (Pap test, mammogram, and clinical breast exam). Women (older than 18 

years of age) were considered adherent for cervical cancer screening if the participant 

reported that they had a Pap test within the previous 3 years. We evaluated only women 40 

years of age or older for mammography adherence. Women who completed a mammogram 

within the previous year were considered to be adherent; women who completed a 

mammogram within the past 2–3 years were categorized as partially adherent. The 

definition of adherence for clinical breast exam was also age specific. Women between the 

ages of 18 to 40 years were considered adherent if a clinical breast exam was performed 

within the past 3 years; for women older than 40 years of age, only those who had received a 

clinical breast exam within the past year were considered adherent. For breast self-exam, 

women (older than 18 years of age) were considered adherent if conducted on a monthly 

basis. Analyses were performed using SPSS (Version 16.0) software. We used chi-square 

and analysis of variance statistical tests to compare the equality of proportion and=or means 

respectively among the three sites, with significance reported at p ≤ .05.

Results

Educational programs began in August of 2007 in NYC and AR and in January of 2008 in 

WNY. Randomization ended in December 2009, with a total of 177 educational programs 

completed, including 99 on breast and cervical cancer screening and 78 on diabetes. A total 

of 1,073 (87.0%) women and 160 (13.0%) men attended the cancer programs. Among the 

women, 14.5% attended with their spouse or partner, and among the men in attendance, 

39.3% attended alone. Participant data excluded from analyses were those who did not 

respond to individual questions (on average 19.1% missing) and those who chose not to 

answer any of the survey questions (preknowledge: 2.9%; postknowledge: 8.4%). 

Participants who attended a program where paper forms were used (vs. the Audience 

Response System) were more likely to have missing pretest questions. As a result of missing 

data, we omitted 6.2% of women who participated in the paper programs for the pretest and 

3.4% from Audience Response System programs. This article focuses on the results for the 

female participants at the cancer programs.

Participant Sociodemographic Differences by Program Site

Demographic characteristics are reported in Table 1, including the total number of 

respondents and differences by site location (AR, NYC, WNY). A greater percentage of AR 

participants (85.1%) preferred Spanish over English compared with WNY (50.6%) and 

NYC participants (66.0%; p < .001). Significant differences across the sites were noted for 

many of the individual participant variables. The distribution of participants’ country of 

origin varied greatly across the three sites (p < .001). The majority of women at the AR 

programs were from Mexico (68.5%), whereas the majority of women in WNY were of 

Puerto Rican origin (69.5%). NYC had greater representation from multiple Hispanic 

countries. AR had the greatest percentage of participants who had lived in the United States 

for less than 5 years (AR: 16.6%; WNY: 15.2%; NYC: 10.1%) and WNY had the highest 

percentages of women who had lived in the United States for 15 or more years (WNY: 

70.9%; NYC: 50.6%; AR: 34.6%; p < .001).

Jandorf et al. Page 6

J Health Commun. Author manuscript; available in PMC 2015 January 21.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



We found other differences with respect to sociodemographic factors. For example, there 

were differences by geographic program site with respect to the marital status of the women 

(p < .001). The majority of women from AR were married or living with a partner (76.6%) 

in contrast with those from WNY (43.1%). In addition, the majority (73.5%) of AR women 

did not have health insurance, compared with 33.3% of those in NYC and 8.2% of those in 

WNY (p < .001).

Pre–Post Knowledge—Breast and cervical cancer knowledge of program participants 

was assessed before the educational program (pretest) and immediately after the program 

(posttest). There were significant differences among sites in terms of women’s pre-=posttest 

knowledge about breast and cervical cancer (all ps < .001), as well as change score 

differences between pre- and posttest (all ps < .001). Although all sites showed improvement 

in their cancer knowledge scores from pre- to posttest, WNY had the highest pre- and 

posttest scores for breast cancer and cervical cancer and AR exhibited the greatest change in 

scores from pre- to posttest knowledge.

Screening Adherence—AR had a lower percentage of women adherent for clinical 

breast exam and mammography screening tests at baseline than did NYC and WNY (both ps 

≤ .001). There were no significant across-site differences for breast self-exam or Pap test 

screening adherence, as the majority of site participants had low rates of adherence for 

breast self-exam (21.4%) and high rates of adherence for Pap test (74.0%).

Participant Cultural and Interpersonal Differences, by Program Site

Women also answered questions on cultural and interpersonal factors, such as fear, trust in 

the U.S. health care system, language issues, and family support and preferences (see Table 

2), with some significant differences found among women across the three Esperanza y Vida 

sites (AR, WNY, NYC). Fear of going to the doctor, nurse, or clinic and fear of hearing the 

results from a medical examination was low and did not vary by site (p = .292 and p = .276, 

respectively). Participants were also asked how sure they were that doctors or nurses in the 

United States always know what is best for them, and participant responses did not vary by 

site (p = .796), with most women (59.2%) somewhat or very sure that U.S. doctors or nurses 

know what is best for them. Participants were also asked about how they viewed their health 

care treatment compared with that received by other races and ethnicities. A greater 

proportion of Latinas in AR believed that they had been treated worse than other ethnic or 

racial groups (28.1%), compared with women at the NYC (6.3%) and WNY (3.2%) sites (p 

< .001).

The degree to which language was acknowledged to be a problem in getting the health care 

they need=want varied across sites, particularly between women in AR and those in 

NYC=WNY. Of AR women, 64.6% reported that language was very often=sometimes a 

problem, compared with 26.3% of NYC and 28.0% of WNY (p < .001) women. A related 

question, “How well do you understand what your doctor or health care provider tells you?” 

also varied among the sites, with AR women reporting the lowest level of understanding of 

the doctor=health care provider (p < .001). There was little variance in spousal=partner 

cancer screening support across sites, with the majority of women reporting that their 
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spouses supported their getting breast and cervical cancer screening. Also, the majority of 

women across sites reported that their spouse did not have a preference whether they saw a 

female=male doctor (AR: 72.7%; NYC: 82.0%; WNY: 71.0%).

Participant Health Care and Program Differences, by Program Site

Participant health care and program variables, including knowledge of screening access and 

stage of change variables, are reported in Table 3. There were significant differences across 

sites in terms of knowledge of where to receive cancer screening. Latinas in AR were the 

least likely to know where to obtain breast screening (mammogram and clinical breast 

exam), while WNY had the greatest proportion of women who knew where to obtain 

screening. InWNY, 84.9% of women knew where to go to get a mammogram compared 

with 60.2% in AR; 92.0% of WNY women knew where to get a clinical breast exam 

compared with 69.7% of AR women. Interestingly, there was no significant site difference 

in terms of the percentages of women who knew where to obtain cervical cancer screening 

(Pap test; AR: 91.4%; NYC: 86.8%; WNY: 90.5%). There were significant differences 

across the sites in terms of women’s intentions to undergo cancer screening tests. As shown 

in Table 3, a greater proportion of AR women reported that they would definitely get one of 

the three screening tests (clinical breast exam, mammogram, and=or Pap test) after having 

attended the educational program than the NYC=WNY sites. Also, a larger percentage of 

women in AR reported that hearing the cancer survivor’s story made them more likely to 

make a screening appointment than the other two sites (AR: 83.9%; NYC: 66.7%; WNY: 

61.9%).

Discussion

With the increasing numbers of diverse Latino subgroups and disparities in breast and 

cervical cancer incidence and mortality persisting, there is a recognized and pressing need 

for culturally and linguistically appropriate health education programs to increase breast and 

cervical cancer knowledge and screening among diverse Latino communities. Modeled after 

the successful Witness Project, originated in AR, and successfully replicated and 

disseminated to more than 20 states (Erwin et al., 2003; Erwin et al., 2007), we have now 

demonstrated the feasibility of adapting this program to reach a large number of diverse 

Latino subgroups at a variety of geographic locations. By implementing Esperanza y Vida in 

three distinct regions—AR, WNY, and NYC—our data show that while the program 

elements remain consistent, there are opportunities to consider additional adaptations on the 

basis of geographical or cultural differences, with the goal of improving intervention 

implementation and effect.

The very high (>90%) response rate of participants, large number of diverse Latino 

subgroups, and geographic location variation are significant strengths of this study and 

provide support for the generalizability of these findings for Latino subgroups in NY and 

AR. The heterogeneity of the participants suggests comparable application to similar 

immigrant groups in other areas of the south and northeastern United States.

Several sociodemographic variables showed variability across the three regions and across 

the Latino subgroups. The distribution of the country of origin of participants greatly varied 
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across sites, possibly the result of immigration patterns, proximity to original country, 

workforce needs, and historical and political considerations. For example, many Mexicans 

find significant work opportunities within relatively short travel distances to immigrate to 

AR, and comprise 76% of the Hispanics in AR (Pew Hispanic Center, 2009b). In contrast, 

Puerto Ricans have decades of historical precedent for revolving immigrants back and forth 

to NYC (Limonic, 2007) and WNY (Census Bureau, 2009b). There is also variance in 

English proficiency across different countries of origin, with Mexicans having the lowest 

likelihood of self-reported English proficiency, often corresponding with less time in the 

United States. Puerto Ricans and South Americans are most likely to report English 

proficiency (Hakimzadeh & Cohn, 2007). Therefore, the fact that 85.1% of AR participants 

preferred to speak in Spanish could be attributable to the finding that the majority of AR 

program participants were of Mexican origin (68.5%), and only 34.6% had lived in the 

United States for 15 or more years. WNY had the lowest percentage of participants who 

preferred to speak in Spanish (50.6%), which may relate to the fact that the majority of 

participants (69.5%) were from Puerto Rico and had lived in the United States 15 or more 

years (70.9%). Another noticeable difference between AR and the two other sites that 

correspond to recent immigration settlement patterns as well as having unstable 

documentation status was health insurance status: 73.5% of AR participants reported having 

no coverage compared with NYC (33.3%) and WNY (8.2%). Almost 60% of the nation’s 

unauthorized workers are Mexicans (Passel & Cohn, 2009), and since public health 

insurance coverage requires documentation of citizenship, this high rate of uninsured in AR 

is not surprising.

We also found regional differences in a number of interpersonal and cultural variables. It is 

not surprising that as immigration of Latinos to AR has a limited (less than 20 years) history 

and there are limited number of bilingual health care providers and services (Erwin, 2003), 

participants at the AR site were more likely to report language being a problem in getting 

the health care they wanted or needed and were less likely to understand their doctor=health 

care provider, compared with participants in WNY and NYC. This is exacerbated by the 

lower proficiency of English among AR participants. AR participants were also more likely 

to report feelings of discriminatory treatment than other ethnic groups and races when 

seeking health care in the past year. Again, this difference may relate to the different 

countries of origin of the cancer participants at each of the three sites. Gee, Ryan, Laflamme, 

and Holt (2006) found that a higher proportion of Mexican Americans reported health care 

discrimination compared with other Latinos (consisting of Puerto Ricans, Dominicans, and 

South Americans). In general, the primary reason identified by Latinos as the source of 

discrimination is language (Hakimzadeh & Cohn, 2007). All other interpersonal and cultural 

variables displayed no significant across-site differences. In terms of health care and 

program variables, NYC and WNY participants, who are likely to have resided longer in 

their respective locations in the United States, were more likely to know where they could 

go to get a mammogram and clinical breast exam than AR participants. This could also be 

the result of a lower English proficiency which may result in lower knowledge of health care 

choices, or to the higher proportion of potentially undocumented (and therefore uninsured) 

residents among the AR participants. It is striking that there were no differences regarding 

where to obtain Pap test screening services. This is an important example of differential 
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health care access for types of services and suggests that maternal and child health services, 

often available through public health clinics, are more widely used by recent immigrant 

Latinas from Mexico. This could potentially be a point of service for other cancer control 

services.

Although the randomization portion of the study ended in December 2009, all three sites 

will continue to provide breast and cervical education programs. At the same time, follow-

up interviews will be conducted with the female participants, to examine factors related to 

increasing adherence to age-specific breast and cervical screening exams over time. This 

will allow for the potential expansion of the program content as well as the goal of 

replicating the program in other geographic regions of the country. Another important public 

health finding relates to the low rate of breast self-exam (21.4%) among all women 

regardless of ethnicity or location. It may be that the changing guidelines for breast self-

exam (e.g., now optional on the American Cancer Society’s website) have resulted in fewer 

women practicing regular breast self-exam.

Although we believe that this article reports on several strengths of the project, a few 

limitations should be noted. First, although the Audience Response System greatly reduced 

the amount of missing data, eliminated the need for data entry and cleaning, and is helpful 

for low-literacy populations, we realize that not everyone fully understood the use of the 

system, which contributed to some data entry errors and missing data. Moving forward, we 

will add additional warm-up questions with the hope of reducing these errors. Latino 

subgroups who are our participants were primarily immigrants (88.4%), and thus the 

applicability with long-time residents of the United States still needs to be tested. In 

addition, although we were successful in three different geographic areas, we hope that this 

program will be replicated in other geographic areas (e.g., Texas, California, and central 

United States) with more heterogeneous Latinas (i.e., women who regularly travel back and 

forth over the Mexican border). Last, our focus was only on breast and cervical cancer 

screening. In future research, it will be useful to determine whether and how the format of 

community based educational programs could be adapted for other cancer screening exams 

(e.g., colorectal cancer), other disease prevention programs, and populations. These findings 

strongly demonstrate that researchers and practitioners cannot make assumptions that 

language preferences, knowledge and awareness levels, and even perceptions and 

experiences within the health care system are the same for all Latino subgroups (even in the 

same geographic location and also depending on country of origin comparisons). Although 

we believe that this study is an important step in exploring and understanding the 

heterogeneity of Latinos and demonstrates how culturally and linguistically developed 

educational programs (see Erwin et al., 2010) can be implemented, we look forward to 

findings from our follow-up interviews to assess actual behavior changes and how the 

program might be tailored to enhance such changes.
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