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Abstract

Objective—To characterize system-level barriers to bariatric surgery from the perspectives of
Veterans with severe obesity and obesity care providers.

Summary Background Data—ABariatric surgery is the most effective weight loss option for
Veterans with severe obesity, but fewer than 0.1% of Veterans with severe obesity undergo it.
Addressing low utilization of bariatric surgery and weight management services is a priority for
the Veterans Health Administration (VHA).

Methods—We conducted semi-structured interviews with Veterans with severe obesity who were
referred for or underwent bariatric surgery, and providers who delivered care to Veterans with
severe obesity, including bariatric surgeons, primary care providers, registered dietitians, and
health psychologists. We asked study participants to describe their experiences with the bariatric
surgery delivery process in the VA system. All interviews were audio-recorded and transcribed.
Four coders iteratively developed a codebook and used conventional content analysis to identify
relevant systems or “contextual” barriers within Andersen’s Behavioral Model of Health Services
Use.

Results—73 semi-structured interviews with Veterans (n=33) and providers (n=40) throughout
the VHA system were completed. More than three fourths of Veterans were male, while nearly
three fourths of the providers were female. Eight themes were mapped onto Andersen’s model as
barriers to bariatric surgery: poor care coordination, lack of bariatric surgery guidelines, limited
provider knowledge about bariatric surgery, long travel distances, delayed referrals, limited access
to healthy foods, difficulties meetings preoperative requirements and lack of provider availability
and/or time.
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Conclusions—Addressing system-level barriers by improving coordination of care and
standardizing some aspects of bariatric surgery care may improve access to evidence-based severe
obesity care within VA.

MINI ABSTRACT

In this qualitative study of 73 interviews with Veterans with severe obesity and obesity care
providers, participants identified barriers to surgery including poor care coordination, lack of
bariatric surgery care guidelines within VA, and limited provider knowledge about bariatric
surgery care. Improving care coordination and optimizing provider knowledge about the bariatric
surgery evaluation process, pre-operative care and post-operative follow-up may help improve the
delivery of evidence-based severe obesity care within VA.

INTRODUCTION

Observational studies and randomized trials have led to the conclusion that bariatric surgery
is the most effective weight loss treatment for adults with severe obesity (body mass index
[BMI] = 40 kg/m2 or 35.0 — 39.9 kg/m? in addition to an obesity-related comorbidity).t
Bariatric surgery is associated with improved quality of life and resolution of obesity-
related comorbidities compared to dietary changes and increased physical activity alone.2=2
Bariatric surgery mortality rates have also decreased more than 10-fold over the past three
decades’011 and are now similar to cholecystectomy mortality rates.?

Despite its effectiveness and favorable safety profile, bariatric surgery utilization rates
remain low. Fewer than 1% of U.S. adults who meet BMI criteria for bariatric surgery
undergo it annually.13-14 Utilization of bariatric surgery is even lower within the Veterans
Health Administration (VHA) system, where an average of fewer than 500 bariatric
procedures are performed annually for approximately 700,000 Veterans with severe
obesity.1516 This rate of bariatric surgery utilization (0.07%) is nearly 20 times lower than
the utilization rate for non-Veterans. In 2016, invited subject matter experts participating in
a VA “State of the Art” (SOTA) conference on weight management in Washington, DC,
acknowledged low utilization of bariatric surgery in VA and cited addressing barriers to
bariatric surgery as a research priority.1”

The objective of this study was to describe system-level barriers to referral and receipt of
bariatric surgery from the perspectives of Veterans with severe obesity and obesity care
providers. Further, we sought to identify barriers that could be targeted to improve access to
evidence-based obesity care in the VA system.

METHODS

Study design and population

We performed a qualitative study that included semi-structured interviews with patients and
providers in VA.

Patients — Veterans were eligible if they met National Institutes of Health (NIH) BMI criteria
for bariatric surgery [1) BMI of 35.0-39.9 kg/m? with an obesity-related comorbidity
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(coronary artery disease, dyslipidemia, hypertension, diabetes, GERD, obstructive sleep
apnea); or 2) BMI = 40 kg/m?] and had participated in either behavioral or surgical weight
management at one of two VA medical centers in the Midwest region. Participation in
behavioral weight management included attendance at least three “Weight Management
Program for Veterans” (MOVE!) visits, with the first visit occurring 6-18 months prior

to study initiation. This allowed us to identify patients who participated in the MOVE!
program long enough that they could have reasonably been evaluated for bariatric surgery
(typically 6-12 months). MOVE! is VA’s evidence-based weight management program that
was adapted from the Diabetes Prevention Program8 and involves individual or group
sessions with providers, often dietitians, focused on nutrition, physical activity, and related
behavioral strategies (e.g., goal-setting, problem solving, stimulus control).

Bariatric surgery patients were defined as Veterans who attended at least one MOVE!

visit 12—72 months prior to study initiation and were either referred for bariatric surgery
and/or underwent bariatric surgery. This longer period allowed the study team to identify
an adequate sample size of patients. All potentially eligible patients were identified through
an administrative data pull of electronic health records. Veterans older than 70 years of age
were excluded from the analysis because some VA bariatric surgery programs exclude them
from bariatric surgery.

Providers — Four groups of providers were eligible for participation. Health psychologists,
registered dietitians (RDs), and primary care providers (PCPs) were eligible if they practiced
at one of three hospitals in our region (also known as our Veterans Integrated Services
Network or VISN). PCPs were required to have a panel of at least 250 patients and had

to be a physician, physician assistant, or nurse practitioner. To obtain an adequate sample
size of bariatric surgeons, all surgeons who performed bariatric surgery at one of the 21 VA
bariatric surgery programs nationally were eligible for participation. We attempted to recruit
2 surgeons from each of the 5 VA regions.

Data collection

Eligible Veterans and providers were sent recruitment letters or emails, respectively, asking
them to participate in a 60-minute, semi-structured interview. Written consent was obtained
for in-person interviews (for Veterans and providers who were able to complete an in-person
interview), and verbal consent was obtained for telephone interviews (for providers who
were unable to complete an in-person interview due to logistics or distance). Veterans were
asked to describe their experiences with weight loss treatment options in VA (Supplemental
Digital Content 1). Veterans were also asked about their motivations for pursuing bariatric
surgery or behavioral weight management, and how their experiences with weight loss
treatments compared to their weight loss treatment intentions and goals. Providers were
asked to describe their experiences with managing patients with severe obesity in the

VA system. Upon completion of their interviews, participants were asked to complete a
demographic survey, which included questions about their age, sex, race/ethnicity, and
socioeconomic status.
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Data analysis

RESULTS

All interviews were audio-recorded, transcribed, de-identified, and uploaded to NVivo
Version 11.19 We analyzed the data using conventional content analysis,2% which included
both emergent codes and a priori codes based on our research questions. Five members of
the research team (SAJ, EA, RG, CV, LF) consensus-coded seven transcripts (approximately
10% of the total) independently to draft the initial set of codes. After each of the first

seven transcripts was coded independently, the group convened to discuss themes, adjudicate
differences, and determine code definitions. Coders’ memos and annotations were reviewed
to facilitate group discussions. to refine and finalize the codebook. Once the codebook was
finalized, using the technique of constant comparison,?! three coders (SAJ, EA, GES) each
coded approximately one-third of the remaining transcripts independently. These individuals
met regularly as a group to discuss segments for which codes could not easily be applied.
Through discussion, they achieved coding consensus.

For this analysis, we examined all data associated with codes relating to bariatric surgery (15
codes from patient transcripts and 28 codes from provider transcripts; Supplemental Digital
Content 2). We used data matrices22 organized by the study participant group (Veterans or
one of the four provider groups) to perform higher-level analysis and generate themes within
the framework of Andersen’s Behavioral Model of Health Services Use.23 Andersen’s
model was chosen because our research group previously reviewed the literature regarding
bariatric surgery access and applied these findings to Andersen’s conceptual framework.24

Andersen’s model includes two general types of determinants: contextual and individual. In
the current study, we report the contextual determinants, which represent the circumstances
and environment of health care access, and include providers, the health care system,

and community characteristics. A patient’s use of the health care system (for both
contextual and individual determinants) involves three components in Andersen’s model: 1)
a predisposition to use a service; 2) factors that impede or enable use of that service; and 3)
the need for that service. Per Andersen’s Model, there are three types of “predisposing”
contextual determinants (provider demographics, social factors, and beliefs) and three
types of “enabling” contextual determinants (health policy, financing, and organizational
factors). “Care coordination” was defined as processes that “facilitat[ed] integration of, and
navigation through, healthcare services, within and across care settings, to help patients
receive the care they need and want without unnecessary duplication of services or avoidable
inconvenience.”2

This study was approved by the UW-Madison IRB and the William S. Middleton VA
Research & Development Committee (VA R&D). The study procedures, including obtaining
informed consent, were performed in accord with the ethical standards of the Helsinki
Declaration of 1975.

Study participant characteristics

We assessed 1,091 Veterans and 229 providers for eligibility (Figures 1 and 2). 592 Veterans
and 187 providers met inclusion criteria. Of those who met inclusion criteria, 271 Veterans
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and 182 providers were contacted for recruitment. We reached thematic saturation prior to
contacting all Veterans, and thus 321 Veterans were not sent recruitment letters. We obtained
informed consent from and interviewed 73 participants: 33 Veterans and 40 providers

(15 PCPs, 13 bariatric surgeons, 6 RDs and 6 health psychologists). Bariatric surgeons
represented all 5 VA regions in the U.S. The mean age of Veteran and provider participants
was 58.5 and 44.0 years, respectively (Table 1). Nearly three-fourths of Veterans were male
(n=26) and white (n=25). Nearly three-fourths of providers were female (n=29) and white
(n=31). Forty-three percent (n=17) of the provider participants had a dual appointment at a
university.

Bariatric surgery barriers within Andersen’s Framework

Eight themes were mapped onto Andersen’s model as barriers to bariatric surgery (Table 2).
Two themes were categorized as “predisposing” contextual determinants within the “social”
and “beliefs” categories in Andersen’s model. Six of the eight study themes fit within
Andersen’s “organization” category, which is an “enabling” contextual determinant. Each
theme that was identified within a participant group was reported in Table 3. Representative
quotes for each theme from the perspectives of each participant group were included in
Table 4. The eight study themes were:

1. Limited access to healthy foods — Within the “social” category, limited access
to healthy foods was a barrier. One PCP located at “inner-city” VA reported that
patient “access to healthy food probably isn’t great.” Veterans reported difficulty
obtaining foods such as fruits and vegetables at food pantries, while noting that
processed foods were easily obtained.

2. Not referring patients for bariatric surgery early enough or at all - PCPs
acknowledged discomfort with referring patients for surgery. One PCP alluded
to concerns about the risks of bariatric surgery: “It’s not a totally benign surgery
by any means. There can be a lot of morbidity associated with it, so if you don’t
choose the patient right...” PCPs also reported they had been “more conservative
with bariatric surgery referrals than other healthcare areas.” Bariatric surgeons
highlighted discussions with patients who felt that they deserved referral for
bariatric surgery, but did not get one from their PCP. One Veteran stated that
he worked with a nutritionist who shared that she “had never got that doctor to
approve anybody” for bariatric surgery.

3. Poor coordination of care between services and providers — All five study
participant groups — PCPs, bariatric surgeons, RDs, health psychologists and
patients — felt that severe obesity care was poorly coordinated. PCPs were
concerned that Veterans were not getting consistent messages across providers
and reported that transmitting information between hospitals and clinics through
the electronic health record was problematic at times. One PCP remarked,
“Primary care doesn’t always hear when the patient is going [for bariatric
surgery] unless we are specifically notified. And then, did the patient have
surgery since we’re in a different system? | don’t get any alert that the patient
was admitted to the [VA medical center] unless they have surgery, until the
patient comes back or we get a follow up.” RDs suggested that the preoperative
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evaluation process could be “streamlined” and involve more teamwork. One RD
stated that “if we had a bariatric team where consults came in and we had the
surgeon, the dietitian, a pharmacist, all talking about that patient and saying ‘yes
this patient is a good medical candidate’ or ‘no, this patient is not’ that would

be ideal. Veterans also expressed concerns about continuity of care because they
were evaluated by different clinicians at facilities that were different from where
their operations took place.

4. Long travel distances for patients — PCPs, bariatric surgeons, RDs, and Veterans
all reported that travel distances to reach one of the 21 bariatric surgery centers
in VA could be long. One Veteran remarked, “I live in one part of [City], and
[\VA medical center] was like, it takes me about forty, fifty minutes. And that’s if
somebody’s driving....that’s just a hassle.”

5. Lack of pre- and post-operative guidelines for patient care — All provider groups
reported that a lack of pre- and post-operative guidelines was a barrier to care.
PCPs felt uncomfortable given they were often responsible for a significant
amount of post-operative care, including monitoring vitamin levels and adjusting
vitamin regimens. One PCP remarked, “the dietitian did all the lab ordering and
now that dietitian’s gone. And that patient is just mine. | just keep ordering
the same labs.” Bariatric surgeons, health psychologists and RDs felt that
standardization of the pre-operative evaluation process would be helpful.

6. Lack of education and training about bariatric surgery care — All provider
groups reported that referring providers, often PCPs, lacked knowledge and felt
uncomfortable managing bariatric surgery patients. One PCP remarked, “it’s not
talked a lot about in our VA. It doesn’t seem like a lot of people are [aware]
this is an option. We should be doing this for more patients. | don’t feel like it’s
being promoted or encouraged.” One bariatric surgeon reported an interaction
with a PCP in which the PCP stated that “I don’t believe in bariatric surgery.”
The surgeon also felt that some referring providers, “for some reason, with their
weight bias or obesity bias, don’t even think that this is a valid option, despite all
the research saying it is.”

7. Difficulty meeting preoperative requirements — PCPs, bariatric surgeons, RDs,
and Veterans identified patient inability to meet preoperative requirements, which
are established by each bariatric surgery program, as barriers to undergoing
bariatric surgery. One preoperative requirement that was difficult for participants
was attendance at a minimum number of dietitian visits. According to one
bariatric surgeon, “I think a lot of the hurdles...with like six months of [dietitian
visits that one bariatric surgery program requires], patients just kind of get
disinterested and fall off the map.” Lack of childcare, travel distances, and
work-related constraints made attendance at these visits challenging.

8. Lack of provider availability and/or time — PCPs, bariatric surgeons, and RDs
all noted limitations in availability and/or time. One PCP remarked, “sometimes
there is no time to talk about those things [referring to obesity], especially if
the patient doesn’t bring it up.” An RD stated that “with sixty people in a class,
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and there’s only two of us, two dietitians up there leading the class, you can
only individualize so much.” Bariatric surgeons identified limited OR space as
another constraint on their availability. “The [bariatric surgery centers] are also
doing heart surgery, often complex orthopedic surgery...so all those services
have to be satisfied within the limited OR space.”

DISCUSSION

Veterans with severe obesity and obesity care providers encountered numerous contextual

or systems barriers to obesity care within the \eterans Health Administration system. All
groups reported that coordination of care between clinical services and providers was a
challenge. All provider groups noted that the absence of bariatric surgery care guidelines and
limited education about bariatric surgery care were barriers to care. Veterans and nearly all
provider groups reported that long travel distances were barriers to obesity care. Patients and
PCPs also identified limited access to healthy foods and delayed referrals to bariatric surgery
as obstacles.

Though the VA system has more than 170 medical centers, bariatric surgery occurs at

only 21 of these medical centers.1® This system requires coordination of care across many
different VA medical centers and clinical specialties. Our study participants found this

to be challenging. In 2016, experts at the VA “State of the Art Conference” on Weight
Management reported challenges and potential solutions to obesity care coordination.26
Identifying which VA providers were responsible for tracking patients and outcomes was
identified an important barrier, particularly because these responsibilities were not typically
assigned to specific providers or service lines (e.g. primary care or bariatric surgery).

The authors felt that it was unrealistic to expect primary care teams to coordinate weight
management services given the high prevalence of obesity in Veteran populations.26

In 2019, McDonald and colleagues reviewed four care coordination initiatives within VA:
primary care, “complex patients,” medication management, and transitions between care
systems.2” A theory-based approach was used to examine the context, locus (setting, level
and purpose) and design for these systematically implemented care coordination programs
throughout VVA. A similar approach could be used to establish a severe obesity and bariatric
surgery care coordination program. Solutions that have been considered for other chronic
diseases include the establishment of “care trackers” for Veterans with cancer to help them
navigate the medical system during multiple visits with different providers.28 Creating
provider “points of contact” who serve as clinical leaders for patients and establishing
“patient liaisons” who streamline communication between patients and providers are options
that have been discussed.

Given that bariatric surgery patients are required to have multiple visits with the RD, health
psychologist, and surgeon over the course of at least several months, many Veterans are
unable to travel to the bariatric center for each visit. Travel distances to VA bariatric surgery
centers can also be long. One of VA’s 21 bariatric surgery programs (Palo Alto) reported
that patients traveled an average of 236 miles to undergo bariatric surgery.2? The creation of
multidisciplinary care teams that incorporate telemedicine into bariatric surgery care is one
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systems-based initiative that has been piloted within VA.30 Sudan and colleagues published
the results of their telemedicine bariatric surgery program in 2011 and found that \eterans
who lived an average of more than 300 miles from their VA bariatric surgery center were
satisfied with their program, which involved teleconferencing and use of the electronic
health record.30 Of note, telemedicine visits tripled over the 5-year study period at the center
that implemented the program.

National telemedicine programs focused more on weight management have also been
implemented in VA and could be applied to bariatric surgery patients. TeleMOVE,

which was piloted from 2009 to 2011 at 9 demonstration sites, involved Veterans having
in-home messaging devices through which they received daily messages about weight
management. Veterans reported their weight back to clinicians who were monitoring their
progress.31 Weight loss was comparable for TeleMOVE and in-person MOVE! participants
6 months after enrollment (approximately 5 pounds). Telemedicine programs in VA have
been implemented for other conditions including dementia,32 dermatologic diseases,33 and
urologic care.34

Our participants reported that a lack of clear guidelines was a barrier to care. In 2010,

the VA National Center for Health Promotion and Disease Prevention created a reference
manual for the VA behavioral weight management program, MOVE!. This reference
includes a “Bariatric Surgery Quick Reference” chapter and general information about
pre- and post-operative care and is publicly available on-line.3® Our findings suggest

that this reference is not well known and is likely not used in a systematic manner in

our region or others. Additionally, the most commonly performed bariatric procedure —
sleeve gastrectomy — is not included in the reference. Updating this guideline, possibly by
convening a multi-disciplinary group of VA bariatric surgery care experts, and disseminating
it throughout the VA system in a systematic manner may be one effective way to address
these concerns.

All provider participant types also reported that limited bariatric surgery-related education
and training for PCPs and referring providers was a barrier to care. PCPs participants
acknowledged that this likely contributed to another barrier, late or non-existent bariatric
surgery referrals. PCPs reported being uncomfortable with post-operative care and
management of surgical complications and were less likely to refer patients. Similarly, a
focus group study of non-VA PCPs published in 2016 found that limited PCP knowledge of
bariatric surgery was a barrier to referral.36 Ferrante and colleagues surveyed 255 non-VA
PCPs and concluded that those with better knowledge of bariatric surgery were more likely
to recommend it.3” These study findings suggest that there is a significant disconnect
between PCP and bariatric surgeon perspectives on the safety and effectiveness of bariatric
surgery. Bariatric surgery education for PCPs and improved communication between PCPs
and bariatric surgeons may help bridge this gap.

This study has several limitations. First, although we interviewed a nationally representative
sample of VVA bariatric surgeons from all five VA regions, our interviews with the other
types of providers and patients were all from the Midwest region. Some of the barriers
identified by these participant groups may not present for \eterans in other VA regions.
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Second, our interview guides did not explicitly target all six contextual determinants within
Andersen’s Behavioral Model of Health Services Use. The other three determinants —
provider demographics, health policy and financing — should be analyzed with other research
approaches, such as population-based provider surveys and policy analysis. Third, recall bias
may have impacted our interview results. However, most of the themes identified in our
analysis were reported by multiple types of participant groups, including both patients and
providers.

In conclusion, to address what one previous VA National Director of Surgery described as a
“woefully low” number of bariatric procedures performed in the VA system,8 system-based
solutions that more strongly support collaboration and communication between patients

and providers across the VA system and enhance provider knowledge are important. These
challenges are not unique to adults with obesity, nor are they present only in the VA system.
Theory-based solutions are available and should be pursued in a multidisciplinary fashion to
ensure optimal outcomes and access for our Veterans.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Administrative data pull

|

1,091 Veterans underwent chart review

—

592 Veterans met inclusion criteria

.
p—

| G—

271 Veterans were sent recruitment letters

| G—

( 499 Veterans were excluded

\underwent a different procedure

Page 12

-339 did not meet NIH BMI
criteria for bariatric surgery

-33 were deceased

-84 were >70 years old

-43 were coded as having
undergone bariatric surgery but

~

J

\

321 Veterans were not sent recruitment
letters

J

55 Veterans contacted the study team

[ —

33 Veterans were consented and interviewed

Figure 1.
Flowchart detailing patient recruitment

216 Veterans did not respond

21 Veterans were not scheduled for

interviews (thematic saturation met prior

to scheduling)
1 Veteran declined study invitation
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229 providers were assessed for eligibility
(181 PCPs; 23 BSP; 17 RDs; 8 HPs)
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<4

42 providers were ineligible
(40 PCPs; 2 RDs)

187 providers met inclusion criteria
(141 PCPs; 23 BSPs; 15 RDs; 8 HPs)

|

5 providers were not contacted via
email
(all RDs)

182 providers were sent recruitment emails
(141 PCPs; 23 BSPs; 10 RDs; 8 HPs)

<

126 providers did not respond
(119 PCPs; 7 BSPs)
4 providers declined
(1 PCP; 3 RDs)

52 providers contacted the study team
(21 PCPs; 16 BSPs; 7 RDs; 8 HPs)

<

10 providers were subsequently
unresponsive
(5 PCPs; 3 BSPs; 1 RD; 1 HP)
2 providers opted out

(1 PCP; 1 HP)

40 providers were consented and interviewed
(15 PCPs; 13 BSPs; 6 RDs; 6 HPs)

Figure 2: Flowchart detailing provider recruitment

PCP: Primary care providers; BSP: Bariatric surgery provider; RD: Registered dietitian; HP:

Health psychologist;
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Table 1.

Patient and provider demographics

Page 14

Veterans (n=33)

Providers (n=40)

Age (mean, SD) 58.5 (+8.4) 44.0 (x9.9)
Gender (n, %)

Male 26 (79) 11 (27)

Female 7(21) 29 (73)
Ethnicity (n, %)

White 25 (76) 31(78)

Black or African American 7(21) 0

Asian 0 2 (5)

Hispanic 1(3) 1(2.5)

American Indian or Alaska Native 0 1(2.5)

Other 0 3(12)
Marital status (n, %)

Married 18 (55)

Single, never married 9 (27)

Divorced/Separated 6 (18)
Years in practice (mean, SD) 13.7 (£9.3)
Dual appointment at university (n, %) 17 (43)
Highest level of education (n, %)

Graduate or post graduate 7(21)

Bachelor’s degree (BA or BS) 1(3)

Associate Degree (AA or AS) or Trade/Technical/vocational school 7(21)

High school graduate or some college credit but no degree 16 (49)

Some high school 2 (6)
Current work status (n, %)

Working full-time or part-time 8 (24)

Unemployed, searching for work 1(3)

Student 1(3)

Retired 10 (30)

Disabled 13 (40)
Annual household income (n, %)

Greater than $100,000 4(12)

$50,000-$99,999 13 (40)

$25,000-$49,000 8 (24)

Less than $25,000 7(21)

Declined to answer 1(3)
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