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Cost-Related Access Barriers, Medical Debt,
and Dissatisfaction with Care Among Privately Insured
Americans
Charlie M. Wray, DO, MS1,2 , Lenny Lopez, MD1,2, Meena Khare, MS3, and
Salomeh Keyhani, MD, MPH1,4

1Department of Medicine, University of California, San Francisco, San Francisco, USA; 2Section of Hospital Medicine, San Francisco Veterans Affairs
Medical Center, San Francisco, USA; 3NorthernCalifornia Institute for Research and Education, San Francisco Veterans Affairs Medical Center, San
Francisco, USA; 4Section of General Internal Medicine, San Francisco Veterans Affairs Medical Center, San Francisco, USA.

BACKGROUND: Understanding experiences with private
important to improving the quality of health care
coverage.
OBJECTIVE: To examine the association of health with
cost-related access barriers, medical debt, and dissatis-
faction with care among privately insured Americans.
DESIGN: We classified Americans with private insurance
by self-reported health status into five groups (excellent,
very good, good, fair, and poor health). We examined self-
reported difficulty seeing a doctor due to costs, not taking
medications due to costs, medical debt, and dissatisfac-
tion with care among individuals with differing health
status. We used logistic regression to examine the associ-
ation of health status with individuals’ experiences after
accounting for baseline characteristics. The analysis was
repeated among individuals with different forms of private
insurance. Odds ratios were converted to risk ratios to
improve ease of interpretation of the results.
SETTING: Behavioral Risk Factor Surveillance System of
Americans in 17 states
RESULTS: The sample included 82,494 US adults with
private insurance. Following adjustment, compared to
individuals with excellent health those in very good
health, good health, fair health, and poor health reported
increasingly higher risks of difficulty seeing a doctor due
to costs with risk ratios of 1.02 (95% CI 1.01, 1.03), 1.07
(95% CI 1.06, 1.08), 1.18 (95% CI 1.17, 1.20), and 1.29
(95%CI 1.27, 1.31), respectively. Compared to individuals
with excellent health, those in very good health, good
health, fair health, and poor health reported increasingly
higher risks of not taking medication due to costs, out-
standingmedical debt, and dissatisfactionwith care. Sim-
ilar relationships were seen across individually pur-
chased and employer-sponsored insurance.
CONCLUSION: Cost-related access barriers, medical
debt, and dissatisfaction with care were common among
individuals with private insurance and most pronounced
among thosewith fair and poor healthwho likely needand
use their health insurance the most.

J Gen Intern Med 38(4):938–45

DOI: 10.1007/s11606-022-07822-9

INTRODUCTION

Approximately 177 million Americans are covered by private
health insurance plans—either obtained through their employ-
er or individually purchased through insurance markets.1 The
enactment of the Affordable Care Act (ACA) in 2010 made
individually purchased private insurance coverage much more
accessible for millions of Americans, with 11.4 million indi-
viduals purchasing private insurance on the ACAmarketplace
in 2019.1 Given the expansion of private insurance in the
USA, it is important to understand the experiences of Amer-
icans with private insurance. The purpose of health insurance
is to ensure access to medical care and to protect against high
medical costs—such access is especially needed for individu-
als with ongoing health care needs. Among the most vulner-
able are individuals who suffer from chronic health conditions
such as diabetes, cancer, and coronary artery disease. These
individuals are more likely to use their health insurance, incur
greater out-of-pocket costs, and have poor experiences with
the health care system.2,3 Multiple studies have found that
individuals with cancer that are covered through private insur-
ance experience high costs of care and medical debt.4–6 How-
ever, outside of studies focused on specific diseases, there are
few studies that have examined the association of health status
with the experiences of US adults covered by private health
insurance.
While private insurance has remained the main form of

coverage in the USA, out-of-pocket costs have remained high
for individuals who obtained private insurance from the ACA
marketplace and for Americans with employer-sponsored cov-
erage.7 These costs may negatively impact the experiences of
Americans with poor health status. Past research has demon-
strated that private insurers deny care. Up to 18% of in-
network claims were denied in 2020 likely increasing out-of-
pocket costs and medical debt among Americans.8,9 Delays in
access to care and denials of claims may also in turn impact
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satisfaction with care. As private insurers have a profit motive
to reduce costs, they may be incentivized to deny and delay
care among the patients who have the most health care
needs.10 We hypothesized that health status would be associ-
ated with cost-related barriers to care, medical debt, and dis-
satisfaction with care.
We used 3 years of combined data from the 2016–2018

Behavioral Risk Factor Surveillance System (BRFSS) surveys
to examine the association of health status cost-related barriers
to care, medical debt, and dissatisfaction with care among
individuals covered by private insurance (individually pur-
chased and employer sponsored).

METHODS

Data Source

BRFSS is a large state-based telephone survey that annually
collects data from a representative sample of noninstitutional-
ized US adults. Between 2016 and 2018, BRFSS included
four questions related to the two domains of costs and satis-
faction with care which were consistently administered all 3
years. A detailed description of the annual BRFSS survey
design, questionnaires, and data collection can be found on
the BRFSS website.11 These questions are not available in the
most recent versions of the BRFSS survey (2019, 2020). This
study is based on publicly available data and was exempt from
institutional review board review.

Measures
Sample. To assess which individuals had private health
insurance, we used the question “What is the primary source
of your health care coverage?” All analyses were focused on
individuals who reported having “a plan purchased through an
employer” (employer-sponsored) or “a plan that you or anoth-
er familymember buys on your own” (individually purchased)
that were available in the Health Care Access Module in
BRFSS in the examined years.

Health Status Categorization.We stratified individuals based
on the answer to the question “Would you say that in general
your health is excellent, very good, good, fair, or poor?”Based
upon their response, individuals were categorized into five
groups: those who rated their health as excellent, very good,
good, fair, or poor. This method of categorization was chosen
as self-reported measures of health status have been shown to
be good predictors of utilization and health care costs.12,13

Covariates . To describe differences in basel ine
sociodemographic characteristics, we extracted data on
gender, marital status (married, unmarried), education level
(less than high school, high school graduate, some college,
completed college), employment status (employed,
unemployed), and annual household income. We also
extracted data on self-reported race/ethnicity (non-Hispanic

White, non-Hispanic Black, non-Hispanic Asian or Pacific
Islander, Hispanic, others) as prior research has documented
differences in satisfaction with health care by race/ethnicity.14

Outcomes of Cost-Related Access Barriers,
Medical Debt, and Dissatisfaction

We examined three domains of care among this privately
insured sample: cost-related access barriers, medical debt,
and dissatisfaction with care. Cost-related access barriers were
assessed by the following two questions: (1) “Was there a time
in the past 12 months when you needed to see a doctor but
could not because of cost?” and (2) “In the past 12months was
there a time when you did not take your prescription medi-
cations due to cost?” Medical debt was assessed with the
following question: (3) “Do you currently have any health
care bills that are being paid overtime?” Response options for
these questions were “Yes/No.” Satisfaction with care was
assessed with the question “In general, how satisfied you with
the care are you received?” with response options including
“very satisfied,” “somewhat satisfied,” and “not at all satis-
fied.” A variable representing “dissatisfaction with care” was
created which categorized individuals into satisfied/not at all
satisfied with care vs. very satisfied. For simplicity, we refer to
the content of these 4 questions as follows: “difficulty seeing a
doctor due to costs,” “not taking medications due to costs,”
“medical debt,” and “dissatisfied with care.” For the variable
“not taking medications due to costs,” only participants who
took medications were included in the analysis. Few survey
participants declined to respond to these questions with miss-
ing data ranging from 0.2 to 1.8%.

Statistical Analysis

Weighted estimates of the cost-related access barriers, medical
debt, and dissatisfaction measures were calculated by taking
the survey stratum and sampling weights into account for the 3
years of data. We first calculated the percentage of respond-
ents with the outcome in each category of self-reported health.
Then, we conducted a logistic regression examining the asso-
ciation of self-reported health and each of the outcomes of
interest after adjusting for age, sex, race/ethnicity, marital
status, education level, employment status, and annual house-
hold income. In a secondary analysis, we examined whether
adjusting for income impacted the findings as individuals with
lower income may be more likely to have cost-related access
barriers, medical debt, and dissatisfaction with care. Income
was not included as a covariate in the main analysis because
there was significant missing income data (12%). We also
further examined whether income modified the relationship
between self-reported health and the outcomes of interests by
including an interaction term (self-reported health*income) in
the logistic regression model.
Using logistic regression, we examined the association of

health status with the four outcomes among three groups (both
forms of private insurance, employee-sponsored, or
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individually purchased private health). We examined the two
types of private insurance separately because individually
purchased insurance has grown as a form of coverage after
the Affordable Care Act and there may be differences across
private insurance type. For the analysis that included both
forms of insurance, a covariate indicating type of insurance
(individually purchased or employer-sponsored insurance)
was included in the regression model. As odds ratios are
difficult to interpret and are inflated for common outcomes,
we converted the odds ratio to a relative risk using previously
accepted methods.15 An alpha level of 0.05 was considered
statistically significant. Statistical analyses were performed
using SAS statistical software version 9.4 (SAS Institute,
Cary, NC).

RESULTS

Baseline Characteristics

Among the 169,892 individuals who responded to the health
insurance question in the Health Care Access Module, 82,598
had private insurance with 82,494 (99%) having complete data
on self-reported health. The mean age of individuals with
private insurance was 45.4 years. About half were female
and the majority were White (Table 1).
Among individuals with private insurance, 21.8% reported

excellent health, 37.5% reported very good health, 30.5%
reported good health, 8.5% reported fair health, and 2.2%
reported poor health. Overall, Americans who reported excel-
lent health were younger, more likely White, employed, and
married, and had higher income compared to Americans
reporting good or fair or poor health. The prevalence of
chronic conditions increased as health status declined from
excellent health to poor health. For example, only 1.4% of
individuals with excellent health reported diabetes, compared
to 11.1% of those with good health, and 33.2% with poor
health. Similarly, functional limitation increased as self-
reported health status declined from excellent/very good to
fair/poor health, suggesting the self-reported classifications
were concordant with self-reported comorbidity and function-
al limitations (Table 1).

Variations in Cost-Related Access Barriers,
Medical Debt, and Dissatisfaction with Care by
Health Status

There was a gradient in the outcomes observed across health
status: lower self-reported health status was associated with a
higher proportion of individuals reporting cost-related access
barriers, medical debt, and dissatisfaction with care. The propor-
tion of individuals reporting difficulty seeing a doctor due to costs
increasedwith lower levels of health (excellent health 5.64%, very
good health 7.06%, good health 11.72%, fair health 20.17%, and
26.80% among those with poor health). Similarly, reported diffi-
culty taking medications due to cost increased with lower self-

reported health status (3.05% among those with excellent health,
4.96% among those with very good health, 8.82% among those
with good health, 16.67% among those with fair health, and
22.51% among those with poor health). The proportion of indi-
viduals reporting medical debt increased as health status declined
(15.55% among those with excellent health, 20.37% among those
with very good health, 26.22% among those with good health,
36.35% among those with fair health, and 48.92% among those
with poor health). Dissatisfaction with care was higher among
those with poor health (26.67% among those with excellent
health, 32.92% among those with very good health, 42.23%
among those with good health, 50.43% among those with fair
health, and 51.97% among those with poor health) (Fig. 1,
supplementary Table 1).

Association of Self-reported Health Status with
Cost-Related Access Barriers, Medical Debt,
and Dissatisfaction
Private Insurance. Following adjustment for baseline
sociodemographic characteristics, compared to individuals
with excellent health, those with lower rated health
increasingly reported higher risks of all outcomes. Compared
to individuals with excellent health, those in very good health,
good health, fair health, and poor health reported increasingly
higher risks of difficulty seeing a doctor due to costs with risk
ratios of 1.02 (95% CI 1.01, 1.03), 1.07 (95% CI 1.06, 1.08),
1.18 (95% CI 1.17, 1.20), and 1.29 (95% CI 1.27, 1.31)
respectively. Compared to individuals with excellent health,
a similar gradient of risk was observed for not taking
medications due to costs with risk ratios increasing from
1.02 (95% CI 1.01, 1.03) among individuals with very good
health to 1.25 (95% CI 1.23, 1.26) among individuals with
poor health. Compared to individuals with excellent health,
those in very good health, good health, fair health, and poor
health reported increasingly higher risks of outstanding
medical debt with risk ratios of 1.06 (95% CI 1.05, 1.08),
1.15 (95% CI 1.31, 1.17), 1.34 (95% CI 1.31, 1.37), and 1.69
(95% CI 1.63, 1.74), respectively. A similar gradient of risk
was observed with dissatisfaction with care. Compared to
individuals with excellent health, those in very good health,
good health, fair health, and poor health reported increasingly
higher risks of dissatisfaction with care with risk ratios
increasing from 1.23 (95% CI 1.16, 1.30) among individuals
with very good health to 1.54 (95% CI 1.46, 1.60) among
individuals with poor health (Table 2).

Employer-Sponsored Private Insurance. The same gradient
of risk of negative experiences was observed among individuals
with employer-sponsored insurance. Lower rated health was
associated with increased risk of all outcomes. Compared to
individuals with excellent health, those in very good health,
good health, fair health, and poor health reported increasingly
higher risks of difficulty seeing a doctor due to costs with risk
ratios of 1.01 (95% CI 1.00, 1.02), 1.06 (95% CI 1.05, 1.08),
1.19 (95% CI 1.17, 1.20), and 1.32 (95% CI 1.29, 1.34),
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respectively. Compared to individuals with excellent health, a
similar gradient of risk was observed for not taking medications
due to costs with risk ratios increasing from 1.01 (95% CI 1.0,
1.02) among those with very good health to 1.27 (95% CI 1.25,
1.28) among individuals with poor health. Compared to indi-
viduals with excellent health, those in very good health, good
health, fair health, and poor health reported increasingly higher
risks of outstanding medical debt with risk ratios of 1.07 (95%
CI 1.05, 1.09), 1.15 (95% CI 1.13, 1.17), 1.39 (95% CI 1.36,
1.42), and 1.69 (95% CI 1.61, 1.75), respectively. A similar
gradient of risk was observed with dissatisfaction with care.
Compared to individuals with excellent health, those in very
good health, good health, fair health, and poor health reported
increasingly higher risks of dissatisfaction with care with risk
ratios increasing from 1.26 (95% CI 1.19, 1.33) among individ-
uals with very good health to 1.53 (95% CI 1.45, 1.59) among
individuals with poor health (Table 3).

Individually Purchased Private Insurance. The same
gradient of risk was observed among adults with individually
purchased insurance: lower rating of self-reported health was
associated with higher risk of all outcomes. The magnitude
and direction of risk ratios were similar to employer-sponsored

insurance. Compared to individuals with excellent health,
those in very good health, good health, fair health, and poor
health reported increasingly higher risks of difficulty seeing a
doctor due to costs with risk ratios of 1.04 (95%CI 1.01, 1.06),
1.08 (95% CI 1.06, 1.11), 1.18 (95% CI 1.14, 1.20), and 1.25
(95% CI 1.19, 1.28), respectively. Compared to individuals
with excellent health, a similar gradient of risk was observed
for not taking medications due to costs with risk ratios increas-
ing from 1.05 (95% CI 1.03, 1.06) among those with very
good health to 1.22 (95% CI 1.19, 1.24) among individuals
with poor health. Compared to individuals with excellent
health, those in very good health, good health, fair health,
and poor health reported increasingly higher risks of outstand-
ing medical debt with risk ratios of 1.04 (95% CI 0.99, 1.08),
1.13 (95% CI 1.07, 1.18), 1.24 (95% CI 1.17, 1.30), and 1.68
(95% CI 1.56, 1.77), respectively. A similar gradient of risk
was observed with dissatisfaction with care. Compared to
individuals with excellent health, those in very good health,
good health, fair health, and poor health reported increasingly
higher risks of dissatisfaction with care with risk ratios in-
creasing from 1.13 (95% CI 0.98, 1.33) among individuals
with very good health to 1.51 (95% CI 1.33, 1.66) among
individuals with poor health (Table 3).

5.64
3.05

15.55

26.67

7.06
4.96

20.37

32.92

11.72
8.82

26.22

42.23

20.17
16.67

36.35

50.43

26.80
22.51

48.92
51.97

0%

20%

40%

60%

Difficulty seeing a doctor due to
cost

Did not take medica�ons due to
costs

Have outstanding medical debt Dissa�sfied with care

Propor�on of Americans with difficulty seeing a doctor due to costs, not taking medic�on due to costs, 
with outstanding medical debt and dissa�sfied with care stra�fied by health status

Excellent Health Very Good Health Good Health Fair Health Poor Health

Figure 1 Access, costs, and satisfaction with care among Americans with different self-reported health status. Data from the Behavioral Risk
Factor Surveillance System (BRFSS) surveys, 2016–2018. *Results dichotomized into “Somewhat satisfied/not at all satisfied” vs. “very

satisfied.” Dissatisfied represents the somewhat satisfied/not at all satisfied group. Differences across health status across all four outcomes were
statistically significant with a p-value < 0.05.

Table 2 Association of Self-reported Health with Costs, Medical Debt, and Satisfaction with Care Among Adults with Private Insurance

Difficulty seeing a doctor
due to cost

Did not take medications
due to costs

Have outstanding
medical debt

Dissatisfied
with care*

N 82,393 75,772 82,038 80,869
Adjusted risk ratio†

Excellent health Reference
Very good health 1.02 (1.01, 1.03) 1.02 (1.01, 1.03) 1.06 (1.05, 1.08) 1.23 (1.16, 1.3)
Good health 1.07 (1.06, 1.08) 1.06 (1.05, 1.07) 1.15 (1.13, 1.17) 1.44 (1.39, 1.49)
Fair health 1.18 (1.17, 1.20) 1.16 (1.15, 1.17) 1.34 (1.31, 1.37) 1.51 (1.46, 1.56)
Poor health 1.29 (1.27, 1.31) 1.25 (1.23, 1.26) 1.69 (1.63, 1.74) 1.54 (1.46, 1.6)

*“Somewhat satisfied/not at all satisfied” vs. “very satisfied.” Dissatisfied represents the somewhat satisfied/not at all satisfied group
†Adjusted for age, sex, race/ethnicity, employment, education, marital status, and risk ratios derived from odds ratios
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Sensitivity Analyses

Adding income as a covariate in the models did not impact the
results (supplementary Table 2). The interaction between
health status and all four outcomes of interest was non-
significant (p-value > 0.05).

DISCUSSION

In this cross-sectional population-based study of US adults’
experiences with private insurance in 17 states and DC, we
observed that cost-related access barriers, medical debt, and
dissatisfaction with care were common. Private insurance is
the most common form of coverage in the USA and negative
experiences were common among individuals in poor health:
approximately 1 out of 4 reported difficulty seeing a doctor
due to costs, 1 out of 5 reported not taking medication due to
costs, and 1 out of 2 reported medical debt and dissatisfaction
with care. However, these negative experiences were not only
common among those with poor health. They were common
among individuals in fair and good health and some were
common even among those with excellent health. One out of
six individuals with excellent health reported medical debt.
Lower self-reported health was associated with an increased
risk of reported cost-related access barriers, medical debt, and
dissatisfaction with care. These results were consistent in
individually purchased or employer-sponsored insurance.
Our findings are in line with studies examining the association

of health status with costs of care in public programs. Prior
research has demonstrated that Americans with multiple chronic
conditions covered by Medicare are especially vulnerable to high
health care costs and can spend a fifth of their income on health
care.16 Medicare enrollees with poor health status and without
supplemental coverage are also at high risk of financial hardship.17

While prior research has noted gaps in access and quality of care
for individuals with Medicaid coverage,18 there are very few
studies that have examined gaps in care among individuals with
private insurance and poor health. Our study suggests that, similar
to public insurance, patients with private insurance also experi-
ence cost-related access barriers, medical debt, and dissatisfaction
with care.
Private insurance remains the most common form of cov-

erage in the USA and these negative reported experiences are a
cause of concern and require attention by policymakers. The
inability to access needed care due to costs can worsen health
and lead to increased morbidity and mortality.19–21 In the past
decade, federal subsidies have not kept up with insurance
premium growth for individually purchased plans made avail-
able because of the Affordable Care Act. The American Res-
cue Plan of 2021 offers some relief to individuals who pur-
chase private insurance (e.g., lower premiums, increased tax
credits, and expanded enrollment), though this assistance is
not yet permanent and will only be available for 2 years.22

Making the temporary American Rescue Plan Act Market-
place subsidies permanent may be one policy lever to keep
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individually purchased insurance affordable. Additionally, be-
cause high commercial provider prices are the primary driver
of premiums and deductibles,23 including a public plan may
be another mechanism to help reduce growth in premium and
out-of-pocket costs—as competition from a public plan has
been one proposed strategy to help reduce the growth in
commercial plan health care spending.
The finding that Americans with employer-sponsored insur-

ance also report negative experiences is also not surprising.
Current tax policy has encouraged employers to offer high-
deductible insurance plans.24 Such changes are likely to have
impacted the experiences of even higher income individuals
covered by employer-sponsored insurance as individuals in high
deductible plans often forgo needed care.25,26 Research has also
shown that among people with employer-sponsored insurance,
spending per person grew by 21.8% between 2015 and 2019.23

Employers have shared these cost increases in the form of higher
premiums and more out-of-pocket costs with consumers. For
individuals with employer-sponsored insurance and significant
health care needs, the American Rescue Plan offered no relief
from out-of-pocket costs.22 These data suggest that the differ-
ences in experiences of US adults covered by employer-
sponsored insurance and those covered by individually pur-
chased insurance may be narrowing. All told, our findings along
with others’ suggest that reform efforts directed at reducing out-
of-pocket costs are needed to provide relief toAmericans covered
by private, employer-sponsored health insurance.27

Poor satisfaction with care may also be driven by factors
other than costs. For instance, narrow provider networks
which act to lower costs but only provide access to certain
providers and disrupt continuity of care if the enrollee changes
plans (or networks) can certainly impact satisfaction. Those
with private insurance are also affected by potential decreased
continuity of coverage—as many individuals may lose, leave,
or change jobs—thus changing their coverage status or net-
work. For example, in 2018, 61% of businesses offering health
insurance shopped for a new health plan or carrier, with 25%
ultimately changing plans or carriers.28 Such disruptions to
care would likely have a differential and greater impact on
those with more medical needs. Additionally, surprise medical
billing, which occurs when a patient receives care from hos-
pitals or doctors they do not choose and are not in their
network plan, is another factor associated with private insur-
ance that likely impacts satisfaction with care. Individuals with
poor health are more likely to experience surprise billings as
they more commonly interface with the health system.29,30

Fortunately, new bipartisan legislation passed in 2020 aims to
curb the most egregious practices, such as billing for emer-
gency services delivered by out-of-network providers, or non-
emergency services provided by out-of-network providers in
in-network facilities, and for care which patients did not
consent to. Although implementation of this legislation is
expected in 2022, future research will determine the effect this
legislation will have on satisfaction of individuals with private
insurance coverage.31

Limitations

This study has several limitations that deserve comment. This
is a cross-sectional study and causality cannot be inferred.
Prospective studies are needed to examine how deterioration
in health status impacts experiences with care. Second, health
status was self-reported. However, self-reported health status
has been shown to be a good predictor of higher health care
utilization and health care costs.12 In addition, the self-
reported health status categorization corresponded well with
comorbidities and functional limitations as noted in Table 1.
Third, this study was limited to individuals in 17 states andDC
who answered the Health Care Access module and all posed
questions, thus, potentially limiting the overall generalizability
of our findings. However, the examined states have wide
geographic, political, and economic diversity and represent
over 91 million Americans with private insurance. Fourth,
we did not use the most recent versions of the BRFSS; how-
ever, questions on costs and satisfaction with care were un-
available in more recent released versions (2019, 2020).

CONCLUSIONS

Difficulty seeing a doctor due to costs, not taking medication
due to costs, medical debt, and dissatisfaction with care are
common among individuals with private insurance and most
pronounced among those with fair and poor self-reported
health who likely need and use their health insurance the most.
Private insurance coverage may not be adequately protecting
individuals against medical debt and financial loss. Reform
efforts directed at regulating out-of-pocket costs of private
insurance may improve experience of many Americans with
private coverage.
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