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Introduction 

Inequitable access to healthcare across racial 

and ethnic groups remains problematic in the United 

States (US).1-2 Racial discrimination, which has a 

complex relationship to health and healthcare out- 

comes,3-4 has been associated with decreased access 

to procedures,5 decreased quality of care,6 decreased 

satisfaction with care,2 and increased prevalence of 

diseases.7-8 Paradies et al’s4 conceptual model links 

racial discrimination and negative health outcomes 

through three pathways: 1) denial of resources lead- 

ing to poor living conditions and decreased quality 

and access to healthcare; 2) psychological stress 

leading to negative coping behaviors, physiological 

stress responses, and psychological symptoms; and 

3) increased experiences with violent assaults. 

The Chuukese are a rapidly growing ethnic 

group in the US and in Hawai‘i.9 Chuukese originate 

from the Federated States of Micronesia, one of the 

three nations with Compacts of Free Association 

(COFA) with the US. Along with other COFA citi- 

zens, Chuukese in the US are sometimes referred to 

as COFA migrants. The compacts followed the US’s 

involvement in Micronesia during the post-World 

War II period,10 including use of the region to test 

nuclear weapons. These actions disrupted Microne- 

sia’s traditional cultures and subsistence lifestyles 

and led to western-diet-related chronic diseases.11 

The compacts accorded US military access in ex- 

change for infrastructure development. COFA citi- 

zens are allowed free entry and the right to work in 
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the US, and many come to access education and 

health services, which are underdeveloped in 

Chuuk. While COFA migrants pay taxes, they are 

not able to fully participate in government programs 

such as Medicaid.12 This barrier is especially devas- 

tating as Micronesians have a high burden of infec- 

tious and chronic disease.13 A study analyzing 

Hawai‘i hospitalizations found that Micronesians 

are hospitalized younger and with a higher severity 

of illness than other ethnic groups, suggesting they 

may spend more years with severe illness or die 

younger.14 Racial discrimination may partly explain 

these health inequities.12,15-17 

No studies have formally gauged racial discrim- 

ination in any Micronesian population. The objec- 

tive of this study was to better understand: 1) the 

barriers, including racial discrimination, to obtaining 

healthcare for Chuukese in Hawai‘i; and 2) possible 

solutions to these barriers, including assets of the 

Chuukese community. We conducted in-depth inter- 

views with Chuukese individuals and providers that 

serve Chuukese communities. 

Materials and Methods 

Measurement tool 

IRB approval was obtained, and partici- 

pants provided written and verbal consent. 

Interview guides were reviewed by experts 

in qualitative methods and Pacific Islander 

research. They were pilot-tested with 

Chuukese individuals, leading to rephrasing 

of questions. For example, questions needed 

to allow respondents to frame their answers 

in terms of incidents experienced by friends, 

family, or the community in general. This 

was done to avoid potential minimization 

bias due to embarrassment of disclosing per- 

sonal victimization,18 to respect the 

Chuukese collectivist identity,19 and to gain 

an richer understanding of participants’ per- 

spectives.20 

 
Sampling. 

Community participants were eligible to 

participate if they self-identified as 

Chuukese, were 18 years or older, currently 

lived in Hawai‘i and had accessed the 

Hawai‘i's healthcare system. Providers, in- 

cluding physicians, community health work- 

ers, and interpreters, were eligible to partici- 

pate if they provided health services to 

Chuukese. 

To ensure maximum variation, both pur- 

posive and referral sampling were used. 

Purposive, rather than random, sampling is 

commonly used in qualitative research when 

rich detailed data are desired.21 Referral 

sampling increases participation rates in low 

socioeconomic and minority populations.22 

The sampling frame for providers was 

based on their employment [hospitals, com- 

munity health centers (CHCs), or interpreta- 

tion agencies], and if they were Chuukese 

themselves. Including both Chuukese and 

non-Chuukese providers allowed the capture 

of emic and etic perspectives. Some 

providers were identified through previous 

relationships fostered while the principal re- 

searcher (MKI) was herself a community 

health worker. Other interviewees were re- 

ferred by other participants. 

Purposive sampling for community par- 

ticipants was informed by a similar study23 

and was dependent on age and language. Age 

was divided into 18-39 and 40 and above; 

the latter age group has a higher burden of 

chronic disease,24 which we hypothesized 

might affect their experience with the health- 

care system. English language proficiency 

was defined by a self-reported need for an 

interpreter when accessing healthcare. 

With community participants, steps were 

taken to respect Chuukese cultural protocols 

and mitigate difficulties due to racial discor- 

dance with the interviewer.3 These included 

meeting at locations chosen by participants26 

and utilizing trusted community liaisons ex- 

perienced in health work, and trained med- 

ical interpreters, to recruit and to co-facilitate 
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Access to 

Healthcare 

interviews.25 Such trusted leaders in their 

communities facilitated more candid and in- 

depth conversations. Liaisons were also 

trained by the researcher in qualitative data 

collection, including the importance of con- 

fidentiality. To respect Chuukese culture’s 

strict gender roles, in which females usually 

speak about health issues for their families, 

we interviewed mostly women.26 

 
Analysis 

Interviews were conducted until thematic 

saturation was reached20 and all sampling 

categories were represented. Interviews were 

recorded, transcribed, and reviewed by a bi- 

lingual research assistant for accuracy. 

To analyze data, we used framework 

analysis,27 which allows the identification of 

themes both inductively from participants’ 

stories and deductively from existing litera- 

ture, specifically Paradies et al.7 Each inter- 

view was coded by two researchers. A 

Chuukese research assistant reviewed coding 

for cultural relevance. Findings were re- 

viewed and approved by community liaisons. 

Results 

Interviews were completed with eight 

providers and nine Chuukese community 

members. Providers included medical inter- 

preters, physicians, managers, legal 

providers, and social workers. Three 

providers were Chuukese and were em- 

ployed by CHCs, an interpretation agency, or 

both. The five non-Chuukese providers were 

employed by CHCs, a hospital, or both. Six 

of nine community participants were age 40 

or older. Four (three age 40+) needed an in- 

terpreter for healthcare. 

Our framework was based on Paradies’s4 

conceptual model (Figure 1 below). 

Interviews were coded using five major 

themes; two were related to healthcare barri- 

ers (racial discrimination and other barriers) 

and three related to solutions, (building on 

community assets, building relationships, 

and changing social norms/perceptions). 

Findings are organized in relation to these 

themes with providers’ and community 

members’ contributions presented together as 

many of their answers were similar. 
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Theme 1: Barriers - other than racial dis- 

crimination. 

Both providers and community participants 

reported a long list of barriers to care for the 

Chuukese. One Chuukese provider ex- 

plained, “It’s just layer over layer…of dis- 

parities, and health problem[s] will rise from 

this.” 

Many of the hurdles identified were those 

shared with other immigrant and low income 

communities, including financial barriers, 

food access, transportation, and health litera- 

cy. Other barriers included confusion about 

the healthcare system, difficulty communi- 

cating with providers, and inadequate insur- 

ance coverage due to national and state poli- 

cies. Many of these issues were entwined in 

patient narratives. 

All participants perceived that the migrants’ 

lack of ability to navigate healthcare arose 

from the differences between the US and 

Chuukese systems. In Chuuk, patients do not 

need appointments nor pay to see providers. 

Thus, migrants in Hawai‘i can feel over- 

whelmed by the prospect of seeing several 

physicians at different locations. One com- 

munity member analogized the task of navi- 

gating the US healthcare system to “catching 

the bus… something that you would figure 

would be easy, but it’s not…so imagine how 

complicated healthcare is.” Providers rea- 

soned that such system differences have re- 

sulted in migrants “not understanding the 

importance of showing up for appointments, 

especially with specialists.” 

“No show” rates are exacerbated by the 

value that Chuukese place on community 

obligations. Thus, even if ill, individuals will 

skip appointments to attend to family needs. 

Consequentially, providers may thereby con- 

clude that Chuukese patients are “non-com- 

pliant” and “do not care about their health.” 

Additionally, providers’ lack of knowledge 

of Chuuk’s history and culture has led to dis- 

agreements. One provider explained: 

One patient said, “Don't worry my care 

is free,” and the provider got mad and 

said, “It’s not free, tax payers pay for 

it!” And this poor lady was really em- 

barrassed because she didn’t know that 

was how health plans worked. 

Another barrier was lack of communica- 

tion. In some cases, language and cultural 

differences, resulted in subpar care and lack 

of trust between patient and provider. One 

hospital provider depicted how language bar- 

riers led to an inability to share important 

medical information: 

The biggest challenge we have is com- 

munication … Without interpreters we 

were not able to educate them on op- 

tions that are available for their care. 

And bearing in mind that they come 

from a culture that’s very easy going, 

very laid back, very non-invasive when 

it comes to deliveries, to come to a med- 

ical center like this, especially if they’re 

a high-risk patient, it’s difficult to have 

them understand perhaps the severity of 

their own illness. 

Improper handling of language barriers 

led to preventable tragedies, including “ba- 

bies getting circumcised when the moms 

didn’t want it…and people waking up from 

surgery and not really knowing what hap- 

pened.” In one case a mother and child flee- 

ing an abusive partner were not assisted by a 

domestic violence hotline because there was 

no interpreter. Consequently, mother and 

child slept overnight at a bus stop. 

Other communication barriers arose 

from cultural differences, such as the 

Chuukese desire to not cause conflict. One 

community participant explained: 

There are some people who are afraid of 

speaking out. They will say yes when 
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they mean no, they will say no when 

they mean yes. Not because that’s the 

actual answer, but I think they tell you 

what they think you like to hear. 

Cultural beliefs surrounding the privacy 

of one’s health can also make communica- 

tion difficult. Chuukese providers explained, 

“in our culture we kind of keep things to our- 

selves . . . only families can [know about 

health], sometimes even families cannot.” 

She elaborated that this can lead to reluc- 

tance to utilize interpreters because patients 

are “afraid we may know about their prob- 

lems.” One non-Chuukese nurse explained 

this cultural difference can inhibit trusting 

relationships. She gave the example of 

Chuukese women “internalizing a lot of pain 

during delivery so it’s very difficult to build a 

relationship with them like most labor and 

delivery nurses do.” 

Another barrier brought up by all par- 

ticipants was the lack of adequate insurance 

coverage. Not only is insurance unfamiliar to 

many migrants, but multiple changes to 

Medicaid eligibility have compounded con- 

fusion and mistrust. Many community partic- 

ipants reported not filling prescriptions or 

obtaining needed care for fear of receiving a 

bill. Providers echoed this sentiment: 

There are certainly lots of stories float- 

ing around of people who gave up on 

healthcare… I think partly it’s that 

health insurance coverage is so messed 

up and so confusing that they just think 

“I don’t want to be a burden so I’ll just 

quit…I’ll quit my dialysis, I’ll quit my 

medicine.” 

Many providers interpreted the health in- 

surance issue to be discriminatory, noting 

that unequitable healthcare policies, whether 

intended or not, sent the devastating mes- 

sage, “We don’t care if you live or die.” One 

Chuukese provider shared, “I really felt per- 

sonally that when the state singled out our 

community to put us on a different health 

plan, it’s almost like it's giving permission to 

the [general public] to lash out on us.” Sev- 

eral providers agreed that the effects of this 

“discriminatory policy” were perpetuated 

by negative media coverage of this group. 

 
Theme 2: Barriers - racial discrimination 

Almost all respondents spoke of receiv- 

ing poor care or hearing insensitive remarks 

from providers, mostly at hospital settings. 

For example, one woman reported asking her 

doctor to remove her birth control implant 

because it was making her feel sick. The 

doctor refused and asked her, “Why do you 

want to get pregnant again?” making her 

feel frustrated and offended. For some it was 

difficult to make an appointment because 

front desk staff at both hospitals and CHCs 

were overtly “rude,” “hard,” or spoke in a 

“mean way.” 

When asked if this type of poor treat- 

ment was due to being Chuukese, the majori- 

ty of community participants were unsure or 

hesitant to make this correlation. One 

woman said she would ask herself, “Is it me 

or is it them?” Another explained, “I don’t 

want to entertain that it’s because [we are] 

Chuukese…I tell myself not to think that 

way….Maybe that’s just how…some of the 

doctors   are.”   One   community participant 

was apologetic for conjecturing that the un- 

fair treatment was due to her race, “I don’t 

know, maybe I’m old and think too much. I’m 

sorry for saying this.” 

Several providers confided that they had 

witnessed colleagues discriminating against 

Chuukese patients. One  non-Chuukese 

provider disclosed that a non-Chuukese co- 

worker referred all her Chuukese patients to 

other providers for “vague reasons.” A 

Chuukese interpreter explained she wit- 

nessed both “really good providers and 

providers who did not seem to care.” 
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Like community participants, providers 

could not be certain of the underlying rea- 

sons for a person’s action. One provider hy- 

pothesized the unfair treatment was due to 

“personal bias against the group as a 

whole.” One provider reported racial dis- 

crimination at a hospital. “I can just tell  

right away that they’re so discriminating on 

the Chuukese… They say ‘Oh these Microne- 

sians, they have to learn what to eat’.” 

All providers working at CHCs and 

many community participants shared exam- 

ples of overt racial discrimination towards 

Chuukese outside the healthcare system. 

Several participants reported encountering 

racial discrimination on a daily basis. “Just 

because [they are] Micronesian…[they are] 

treated as criminals…thieves,…and as- 

sumed to be the bad guys.” One provider 

explained, 

I can tell that people are exhausted. I 

can tell people are just tired of dealing 

with it…The minute somebody tells me 

“oh they weren't nice to me” I think… 

death by a thousand cuts…those every- 

day encounters….it’s those daily insults 

that people have to go through just to 

get something. 

Examples included backhanded com- 

pliments, with one mother recounting teach- 

ers expressing surprise that her daughter was 

Chuukese, because she was "so clean" and 

"wasn't loud like the others." One Chuukese 

provider explained how these low expecta- 

tions can be detrimental for a child: 

A 12 year old kid from the islands is 

considered a man in the eyes of the 

community … but then he comes here 

and the system is saying he is nobody, 

all of a sudden his maturity is taken 

away making him a weakling. 

Several participants concluded that such 

damaging assumptions and differential 

treatment have had negative effects health. 

For example, a social worker shared the sto- 

ry of a young Chuukese male patient who 

was physically assaulted. Unjustly blamed 

for the incident and evicted from public 

housing, he felt “unsafe and depressed” be- 

cause he was “targeted.” Others reported 

“police brutality” and security personnel 

physically assaulting Chuukese housing ten- 

ants. Chuukese children endured the similar 

profiling – being repeatedly bullied while the 

school did not respond to parental com- 

plaints. When the Chuukese students defend- 

ed themselves they were suspended, leaving 

parents feeling “helpless and fed up, with 

some even pulling their children out of 

school.” 

When discussing racial discrimination 

with patients, several providers felt discrimi- 

nation was an appropriate word to use with 

the Chuukese community. One Chuukese 

provider stated, “Micronesians are very fa- 

miliar with the word discrimination.” A non- 

Chuukese provider suggested that the longer 

migrants have been in the US, the more they 

disclosed "discrimination and feeling dis- 

criminated against, like…'why do they al- 

ways attack us, why is our healthcare in 

jeopardy? Why don’t we have…parity with 

other groups?'" 

However, during the interviews, few com- 

munity participants used the word “discrimi- 

nation.” Rather they reported, “being treated 

differently because they were Chuukese,” 

and that people were “not nice.” They de- 

scribed getting a “funny feeling inside,” of- 

ten while gesturing to their heart. Several non-
Chuukese providers at CHCs said it often took 
“work” to uncover stories of discrimina- tion: 

A majority of incidents that we hear… 

come as a side issue…underneath all of 

those encounters …then they’re finally 

like, “I think they treat Micronesian 

people differently.”…I have to draw it 
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out of them because…they don't want to 

say, “oh they treated me badly because 

they're racist.” They're never going to 

say that. 

Providers attributed this hesitancy to 

disclose experiences with racial discrimina- 

tion to mistrust of agencies, feelings of 

shame, and fear of repercussions. One com- 

munity participant did not report a provider’s 

behavior because she was afraid that she 

would lose access to services, so she “just 

stopped talking.” Another deterrent is that 

some fear “bringing negative attention to 

their community.” 

Providers shared that, despite person- 

al discomfort and risk, individuals are more 

likely to speak out if it will protect others. 

Often people are willing to “let it go” or 

think “I can handle it” if the incident affects 

only themselves. However, when children 

are involved, “parents are willing to stand 

up and say this is racism; it’s discrimination; 

it’s affecting my child’s well-being.” 

 

Theme 3: 

Solutions - building on community assets 

Participants shared many suggestions for 

solutions including changes to patient- 

provider relationships and altering facility 

protocols. Many providers at CHCs had in- 

corporated Chuukese community assets into 

their practice. One therapist shared that, 

rather than utilizing individual psychothera- 

py methods, she now incorporates the whole 

family because Chuukese patients “always 

come as a community…[they have] a lot of 

protective factors from a mental health per- 

spective…they’re usually very supported.” 

She added, “If you don’t talk about their 

spirituality in treatment, you’re totally miss- 

ing the mark.” 

Building upon the community’s connec- 

tion to their culture is another avenue. A non- 

Chuukese provider explained, “Even in the 

face of all this adversity, they’re still very 

connected to who they are as people, their 

values, and what gives them meaning in life, 

and that they don’t falter from that.” 

 
Theme 4: 

Solutions - building relationships 

Some providers reported the importance 

of taking the time to build relationships, of- 

fer navigational services, and express empa- 

thy. One community member highlighted the 

importance of “really meeting each other 

and understanding each other.” All CHC 

providers cited the value of learning a few 

Chuukese words to help people feel welcome 

and strengthen trusting relationships. One 

physician emphasized involvement in pa- 

tients' lives outside the health center, includ- 

ing attending funerals and celebrations. An- 

other provider explained, “I almost feel like I 

have to be that much more of an ambas- 

sador…to let them know we really do want 

you here, we really do want to support you.” 

An interpreter echoed the importance of 

practitioners being compassionate: 

I understand that everything has a 

deadline but please talk nice to them 

instead of pushing because that’s what 

just close[s] everything up…if I hear 

that the doctor or social worker de- 

mands something I try to say it in a nice 

word to the Chuukese… [because I 

know] they’d rather suffer than come 

into the office and get yelled at….They 

want to get help but they’re afraid. 

Others suggested incorporating 

Chuukese-specific teachings into cultural 

sensitivity trainings. Many providers are un- 

prepared for the unique needs of this com- 

munity. Individuals who want to know about 

Chuukese culture and history must educate 

themselves. One provider explained, 

It’s such a learning curve you know . . . I 

wish I was told, here’s their history, 
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here’s how they’re impacted by their 

transitional life in the US, here’s the 

symptoms that they usually present with 

because of these reasons, and here’s 

what we’ve found [to be] best approach- 

es or best practices working with this 

population. 

 
Theme 5: 

Solutions – changing social norms 

Some CHCs have made changes to their 

infrastructure’s everyday practices, such as 

hiring on-site interpreters and adding 

providers to see walk-in patients to mitigate 

scheduling issues. Participants also support- 

ed the need to change how our society 

frames concepts of health, healthcare, and 

racial discrimination. A physician shared, 

Should healthcare be viewed as a com- 

modity, or should it be viewed as a social 

good, or should it be viewed as a human 

right. I think that for myself as a believer 

in health and healthcare as a human 

right, as a social good I try my best to… 

deliver healthcare with that in mind. 

Another provider suggested that “we need 

to frame racism as a disease of the communi- 

ty, not of the individual.” She suggested that 

harnessing community discourse on discrim- 

ination “in a way that promotes fairness and 

equality can have the power to help change 

things,” 

 

Discussion 

This study elucidates the barriers to ob- 

taining healthcare for Hawai‘i's Chuukese 

community and proposes possible solutions. 

Some barriers are ones faced by other minor- 

ity groups and previously identified by 

Paradies et al.’s framework4 such a racial 

discrimination, while others were particular 

to the Chuukese community including tar- 

geted systematic denial of healthcare cover- 

age and cultural beliefs that health issues are 

extremely private. Obstacles to care— 

whether related to language, culture, knowl- 

edge, or policy have led to fractured relation- 

ships. Participants described patients not un- 

derstanding the healthcare system, providers 

not understanding Chuukese history and cul- 

ture, and neither effectively communicating 

to each other. For many, this has led to con- 

fusion, frustration, and misunderstanding. 

Participants underscored how low health lit- 

eracy, ineffective communication, cultural 

differences, and inequitable coverage result- 

ed in damaged relationships, discriminatory 

stereotypes, lower standards of care, and in 

some cases, denial of service. 

This study illustrated that racial discrim- 

ination permeates many aspects of Chuukese 

migrant life. The majority of providers in- 

ferred a connection between racial discrimi- 

nation and negative health outcomes. Consis- 

tent with other studies, community partici- 

pants were hesitant to divulge experiences of 

racial discrimination.18 Also, it was often dif- 

ficult for participants to attribute unfair 

treatment to race—a phenomenon labeled 

attribution ambiguity.3,18 Providers who had 

discussed racial discrimination with patients 

suggested framing conversations in terms of 

experiences of their children and the com- 

munity. Community liaisons observed that 

after the formal interview was over, most 

community participants would disclose addi- 

tional experiences of discrimination. This 

may reflect non-confrontational cultural or 

religious precepts about not speaking nega- 

tively, avoiding the vulnerability and stigma 

of discrimination, not wanting to draw atten- 

tion to the community, or fearing negative 

repercussions. Such findings supports the 

need for safe spaces where individuals can 

constructively discuss injustice and a cultur- 

ally sensitive racial discrimination measure- 

ment tool to talk to the larger Chuukese 

community.28 Such a tool might utilize fa- 
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miliar terms and frame questions in collec- 

tive rather than individual terms. 

Many of suggestions offered to over- 

coming racial discrimination and providing a 

high standard of care to Chuukese patients 

are in line with the Robert Wood Johnson 

Foundation’s (RWJF) roadmap and best 

practices for reducing racial and ethnic dis- 

parities in healthcare.29 Our participants 

touched upon most of the levels of interven- 

tions that RWJF suggests, including patient, 

provider, organizational, community, and 

policies. 

The majority of participants’ suggestions 

spoke to changing how providers deliver 

care, how facilities are structured, and how 

society views healthcare and racial discrimi- 

nation. Most solutions came down to build- 

ing trust by incorporating Chuukese commu- 

nity assets into care provision, strengthening 

communication via interpreters, educating 

patients on navigating the healthcare system, 

and educating providers in the history and 

culture of the Chuukese. This is consistent 

with efforts to utilize Micronesian healthcare 

navigators,30  orienting patients to the health- 

care system, and promoting “political educa- 

tion and community mobilization.”13,pg7 A 

systematic solution was to shift our society’s 

way of thinking about racial discrimination 

in healthcare, specifically by regarding 

healthcare as a human right rather than a 

commodity and addressing racial discrimina- 

tion as a structural problem. 

 
Limitations 

The non-Chuukese interviewer’s pres- 

ence may have made community participants 

uncomfortable – though steps were taken to 

minimize this. Another limitation was that 

the majority of community participants were 

women. Although this was expected because 

of the cultural norm of women representing 

family health issues, Chuukese men may 

have different experiences with discrimina- 

tion. However, most providers recounted sto- 

ries of discrimination pertinent to both gen- 

ders. 

 
Conclusion 

Together these stories, from healthcare 

providers and community members paint a 

picture of not only a community facing many 

barriers to care, including racial discrimina- 

tion, but one that has a clear vision for heal- 

ing and reconciliation. To overcome harmful 

stereotypes, misinformation, mistaken as- 

sumptions, and indifference, many are work- 

ing to build stronger patient-provider rela- 

tionships, mutual understanding, and respect. 

This study highlights the importance of ad- 

dressing racial discrimination, cultural be- 

liefs, and community assets when working 

towards health and healthcare equity for the 

Chuukese. Lessons learned may be relevant 

for other Micronesian, Pacific Islander, and 

indigenous communities. 
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