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PLEASE CHECK AGAINST DELIVERY

I will relate a true story to you, which brings home the first point that I wish to introduce.  The setting was a party given by a Mr. Miller for one hundred thirty-two (132) family and friends from all sectors of society and varying ages.  All present participated in a rapid survey
 to determine what it was that they valued most.  Persons under twenty (20) years old for the most part wanted simply to be rich.  However, more than three quarters (103 or 78.0%) of those in attendance deemed good health the most valued asset, even though by appearances and eating habits many were not practicing healthy lifestyles. 

This prevailing desire to be healthy is understandable and not peculiar to Bahamians, because illness and injuries universally carry risks that encroach on independent living and individual freedoms.  Good health is, one of life’s most basic needs affecting chances for full participation in education, recreation, work, and other activities for the attainment of wealth   However, I ask, what is wealth if we are not healthy and do not live long enough to enjoy it? In fact I daresay Health = Wealth.

Health Indicators

Mortality

Despite this innate desire for good health, many Bahamians are on a collision course with death, chronic disease, and disability.  You may say that this is an alarmist statement, but the facts will bear me out.  It is most worrisome when extracts from the Chief Medical Officer’s Annual Report
 conclude that deaths due to chronic noncommunicable diseases rose from nearly forty-five percent (44.9%) of all deaths in 2001 to just under sixty percent (57.4%) in 2003.  In fact, deaths due to chronic diseases combined were five and a half times more than HIV/AIDS deaths in 2003.  This does not negate the impact of HIV/AIDS on the country, since this disease has left and continues to leave its mark especially among residents of our larger islands.

Disease Risk
In early 2005, the Ministry of Health conducted a study
 to determine the prevalence of risk factors for chronic non- communicable diseases, such as obesity, physical inactivity, poor nutritional habits, smoking and alcohol consumption, in our population. More than seventy percent (70.6%) of the 1424 persons who participated were overweight or obese.  Almost two-thirds (63.8%), by their own admission, did not engage in leisure time physical activity on a regular basis; more than half the participants volunteered that they did not have even one serving of fruit or vegetables per day. It is little wonder that our survey revealed the unacceptable level of cancers, hypertension, heart disease, and diabetes among our population. I repeat, many Bahamians are on a collision course with death, chronic diseases, and disability and these facts bear me out.
Labour Force and Socioeconomics

What should concern all of us about this alarming state of affairs is the fact that a great proportion of the debilitating and too often fatal consequence of these diseases occur among young men and women between the ages of 25 – 44 years.  These young people constitute more than half (54.2%) of our 178,000 strong labour force. 
The facts are that:

The health of this labour force is essential for productivity; 
Productivity is essential for economic viability and 

Sustained economic viability is essential for sustainable national development.

Considering the unprecedented economic development underway in The Bahamas, a healthy population is essential to ensure sustained progress.   

It is therefore a responsibility of governments to promote and protect the health of their people. Indeed, it is the view of the PLP that, “Access to quality health care regardless of economic and social status is a fundamental right.” 
































































































































A Government’s Mandate

In The Bahamas, some say that, health care is available to all who need it, either through the private or public health sector. This may very well be true.  However, the fact is that the health services available in the public sector is limited, and too often do not meet the patient’s satisfaction. The health services in the private sector is often considered better, but is too often out of reach, even of the insured, because of the cost. 

The Progressive Liberal Party promised the citizens of The Bahamas to provide universal access to affordable quality health care.   

Blue Ribbon Commission

In 2002, in pursuit of fulfilling this promise, the government, established the Blue Ribbon Commission, to examine the capacity of the health system to meet the health needs of the population and to recommend the most feasible financing arrangements for meeting those health needs.  The BRC undertook a detailed analysis of previous reports and studies on health in The Bahamas, reviewed health-financing systems, in developed and developing countries and consulted with key stakeholder and community groups throughout the country.

Based on its analysis of health needs and health financing, the BRC recommended eight (8) key principles to guide the development of an NHI plan for The Bahamas. 

Universal Coverage—the plan should cover all legal residents of the country so that no one is excluded because of age, income or pre-existing health condition;

Mandatory Membership—the plan should be mandatory so that all groups participate as members and all workers, employers and others with the ability to pay make contributions; 

Comprehensive Benefits Package—the plan should cover a broad package of essential health services that cater to the spectrum of health conditions in The Bahamas; 

Affordable Contributions—contributions should be shared by all groups with the ability to pay;

Provider Network—the network of health service providers should include professionals and facilities in the public and private sectors;

Payment Mechanisms—a mix of mechanisms should be considered for paying health providers with capitation as the preferred option;

Administration—the plan should be administered by the NIB because it already has the network of facilities and professionals for most of the tasks;

Reserves or Contingency Fund—the plan should set aside a portion of funds in reserves to protect against unplanned cash flow issues.

The Benefits Package

NHI would have covered members for a comprehensive package of essential and medically approved health services.  In this way, almost every patient would benefit from NHI.  The package included the following services:

Outpatient care i.e. visits to health clinics, GPs, specialists as well as to the casualty and emergency departments of hospitals;

Prescription drugs and medical supplies;

Laboratory and diagnostic services;

Inpatient medical and surgical care 
Inpatient mental health care (for short stays);

Overseas care not available locally;

Emergency airlift/transport for patients from the Family Islands 

Enhancement Benefit:

NHI also offered a health enhancement benefit, by providing funds to support initiatives undertaken by providers, community groups or even schools, to improve the health of targeted populations.  

What would NHI Cost?
Using available data from public and private providers, and assuming all legal residents join the plan, it was estimated that the NHI would cost about $235 million to cover the cost of services and treatments given to members. This figure is less than the total expenditure on health services in The Bahamas because of two (2) main reasons.

Firstly, NHI will not cover all expenditure in the public health budget.   The Consolidated Fund would continue to be utilized to cover items such as long-term care at SRC; administrative cost of the Ministry of Health. NHI would cover the cost of the majority of services provided in the DPH clinics and at the public hospitals. 

Secondly, NHI would reimburse private providers of care at the same rate as for similar services in the public sector. Thus, in cases where the private sector charge for a service exceeded the cost of a similar service in the public sector, patients would be asked to make co-payments to cover the difference.

Improvements
NHI would not focus on treating sickness only but would provide some funds for health promotion and wellness as well as for improvements in the health system.  To facilitate these objectives, resources were to be set aside in the NHI to support private and public agencies and groups to implement project activities aimed at health promotion, illness prevention, and technological improvements for quality care.      Resources were also to be set aside for prudential reserves and contingencies.      

We expected, with the NIB using its network of facilities and officers, reduction in the cost of some of the main administrative activities in NHI such as registration and collection of contributions.  

Financing: Where was the money to come from? 
We proposed to raise the revenue from three (3) groups in society:

· Firstly: government to contribute on behalf of the poor, wards of the state, and its share of contributions by its workers.  

· Secondly: employers, employees, and self-employed workers to contribute about 5.3% of earnings.  In the case of employers and employees, percentage sharing was to be equal so that each party contributes 2.65%.

· Thirdly: pensioners to contribute a small sum. 

Altogether, the proposal anticipated contribution revenue covering the total cost of the NHI benefits, ($235 million). 

Key Assumptions 
Building certain key assumptions into the preparation of the estimates of cost and financing of the NHI proved vital.  These include the following:

On the Cost Side:
· Government was to continue to fund some services in the public sector through the budget.  These included administrative costs, costs of long-term care; environmental health services and capital expenditure;

· Non-members of NHI would have to pay for health services used out of pocket;

On the Financing Side:

· All workers be required to contribute;

· The wage ceiling be set at $5000 per month;

· Employers and employees share the contribution on a 50:50 basis;

· Pensioners contribute 

· Government pays for the indigent, wards of the state as well as its 50% share of contributions by its workers;

· Private providers would have the option of charging co-payments for services.

Implications of National Health Insurance

Implications for Contributors: 

What are the implications for contributors to NHI?  They are most important benefactors, since this group represent the majority of people living in The Bahamas.

· No more cook-outs or borrowing from the pastor, the employer or the politician 

· Access to affordable primary, secondary and tertiary quality service rendered on a timely basis and with dignity

· Members will be able to meet their health needs without facing financing distress. Premiums based on income and receives health care services based on needs

· NHI will cover children and non-working spouses

· NHI will cover pre-existing illness
· NHI would be portable
· NHI coverage will not cease because of age or loss of employment. It will cover you from the cradle to the grave!
Implication for Employers:
· Opportunity to re-negotiate expensive private insurance packages because NHI will cover the majority of health risks

· More productive workers, with access to affordable preventative services and early intervention thereby, preventing extensive absenteeism due to catastrophic illnesses

· A more level playing field for small businesses for recruitment of highly skilled workers

Implications for Health Providers – Private Sector:
· Benefits of a single payer system: In a recent article which appeared in the New York Times, entitled “Death by Insurance” Paul Krugman, attributed to  Benjamin Brewer, a doctor who writes an online column for the Wall Street Journal,  the following: “According to Dr. Brewer, he currently employs two full-time staff members for billing, and his two secretaries spend half their time collecting insurance information. “I suspect,” He wrote “I could go from four people in the paper chase to one with a single-payer system.”  

· Reduction in bad debt

· Opportunity for increased income

Implications for private insurers:
It is very possible for private insurance to co-exist with NHI and enjoy profitability.  

Private insurers will have opportunity to cover benefits that NHI presently disallows or partially covers.  Take examples such as:

· Dental, vision and long-term geriatric care;

· Specialist care without a referral 

· Overseas care without referral; and

· Supplementary (top-up) insurance for individuals who want to ensure full coverage for health services – inpatient and outpatient in the local private sector 

Many countries with comprehensive NHI plans also have high private health insurance (PHI) population coverage.  For example:

· Australia 
45%

· Belgium
58%

· France
86%

· Netherlands
92%

Health Systems Strengthening
NHI was not the only policy initiative we were undertaking in our health development. We were also engaged in a nationwide Healthy Lifestyle Programme to help individuals, families and communities to take more personal responsibility for their health and to reduce the burden of health, especially as it relates to chronic non-communicable diseases. 

In addition, in accordance with its mandate from the government, the Ministry of Health has established a major Health System Strengthening Programme to: 

· Construct and renovate of health clinics; 

· Construct mini-hospitals in some of our Family Islands;

· Improve facilities and equipment at the PMH and SRC;

· Construct a new hospitals in New Providence and Grand Bahama;

· Train and recruit more doctors, nurses, pharmacists and other professionals;

· Improving the quality of care and responsiveness to patient needs in all facilities.

You see, NHI was a vital component of the larger plan for obtaining universal access to quality health care, i.e. Health care for all!

NHI – Cash to Care

As the guardian of the interests of its citizens, government must invest even more in health and be prepared to find the resources to make that investment.  Let me be very clear—it is essential, and a priority to find those resources because even though good health comes at a price and some persons treat this price as a burden, we must always bear in mind all other implications of poor health. 

Outside of this necessary financing, the PLP believes that governments in The Bahamas are obliged, to remember that more than 50% of the population has no financial protection through health insurance.  This presents the challenge of providing access to quality care for all Bahamians.  Too many lack the funds to pay for care and are forced to borrow or dig deep into their savings to find those funds.  Indeed, several releases from the Central Bank confirm that too few Bahamians have more than one thousand dollars ($1000) in a savings account.  For many, the lack of resources forces them to live with the pain and social and financial restrictions imposed by their illness.

Each day, in my capacity as Minister of Health, desperate pleas for help brought home the urgency of remedying our situation with respect to health financing.  Nevertheless, of course, it is only so much that one can do, no matter how much you care.  The fact remains, it takes cash to care!

Progress in Plans for Implementation

As we moved toward an implementable NHI plan, several initiatives were completed or in progress.

· Legislation was enacted with the historic passage of the NHI Act 2006;

· Discussions had begun with Social Services to map out plan to identify indigent population;

· Review of the policy framework document was ongoing; 

· Health Systems Strengthening had commenced; and

· Strengthening of the technical team through recruitment and training was ongoing.
Other initiatives that were prepared for roll out in the short term included
· Macroeconomic Study;

· Specification of Benefit Package;

· Customer Satisfaction Survey; and

· Provider relations and payment mechanisms

The FNM’s National Health Fund
In its first term in office, the FNM introduced a number of failed programmes. The first of these was something known as “Selective Privatisation”, which sought and succeeded to transfer to the private for profit health sector, some of the essential public hospitals services needed by public patients. In many cases, this had serious adverse consequences for persons who did not have the means to pay for these services. 

They also established the failed and now defunct and abandoned Resident Specialist medical consultant status, which was to have made it mandatory for senior consultant physicians to have their private offices in the hospitals so as to improve access of staff and all patients, private and public, to their services. That was apparently too much to expect, although the newer junior physicians have told me that some of them at least would welcome the opportunity to be well paid ‘hospitalists’, i.e. consultant specialists without private practice dedicated completely to hospital practice.

They introduced the privatisation of the ‘private wards’ of the Princess Margaret Hospital, effectively transferring ownership to a company owned primarily by physicians employed in the government health services, Physicians Alliance. It was a move that the physician owners continue to declare has been a business success for them…and that is no doubt true. Indeed it is so true that the assets accumulated therefrom are now being invested in a diverse portfolio of non-medical investments for the pecuniary benefit of shareholders.

But what has been the cost to the tax paying public; to the uninsured or under insured taxpayer or for the poor for whom the new Minister of Health said the PLP could care less? How have they who need urgent or emergency hospitalisation or surgery fared? Is it right that those who pay, can receive their hospital admission or surgery almost at a moment’s notice if they can afford the subsidised admission fees to the public hospital, while those who cannot pay, but to whom the government, every government, promises ‘free’ medical care, must wait weeks or months or be shuttled in and out of hospital without receiving needed care?
When it had the opportunity previously, it preferred to pursue the introduction of a Catastrophic Health Insurance Plan, but eventually did not pursue that either. As such that would have done little to address the health needs of the general population as it would only be available to those with health costs in excess of $15,000, I believe!
Despite the fact that NHI has gained the support of the vast majority of Bahamians, this FNM government, which in Opposition voted for NHI legislation and for which the now Prime Minister claimed responsibility during the recent election campaign, has abandoned it in favour of a NHF. 

Indeed, during my short tenure as Minister of Health and National Insurance, everywhere I travelled in that capacity, throughout the developed and developing world, countries have adopted or are adopting the NHI model to meet the Millennium Development Goals to which the Minister referred.  There are countries in the region, which are well advanced on some form of NHI, (Bermuda, Cayman, Antigua) and others such as Belize are at the initial stages.

In his presentation during the Budget Debate, the Minister of Health indicated that the government would “seek to establish a NHF to assist with the purchase of prescription medicines for specific chronic illnesses”. Patients in the Bahamas can receive their medications free of charge today from publicly owned pharmacies, although the process may be cumbersome and inefficient. Further, the elderly, even now, are issued a Med Card, which they can use to access their free government supplied medications. These medicines are not restricted to specific diseases either!
The Minister gave no details as to what the components of the NHF will be save that it will be similar to the Chronic Disease Assistance Programme (CDAP) of Trinidad and Tobago and the National Health Fund of Jamaica. 
The National Health Fund of Jamaica

It should be noted that in 1974, the Ministry of Health in Jamaica proposed to Parliament a National Health Service called “Medicare for Jamaica”, identifying the essential factors needed the government to organize a health delivery system to ensure access by all to satisfactory medical services when required.

In an effort to begin the process, the Jamaica Drugs for the Elderly Programme (JADEP) was established against the rising cost of prescription drugs and the inability of the elderly to afford the drugs and comply with treatment. This programme allows them to purchase a selected range of drugs used to treat 10 chronic diseases, including hypertension, diabetes, glaucoma, arthritis, asthma, psychoses and cardiac diseases, at a minimal cost. 
Finding this approach to be inadequate, the Jamaican Government in 1997, in a Green Paper, proposed a National Health Insurance Plan, the objective of which was to create an acceptable plan, which would provide health security for all, assuring access to necessary services at reasonable cost and adequate resources to sustain it. That initiative, too, was put on hold.

Instead, in 2000, a proposal for funding a NHF was made. Its mission was “to reduce the burden on health care by supporting improvements in health benefits, access to medical treatment and preventive care for the resident population of Jamaica”. It is concerned with assisting the population to improve their well-being by addressing their health issues and providing support to healthcare providers who service the population. 
The Jamaica NHF has only two benefits:

The Individual Benefit commenced in August 2003 and provides financial support in filling prescriptions for any of fifteen chronic diseases. Beneficiaries use a NHF card to access the assistance.

The Institutional Benefit addresses Primary Health care by supporting Health Promotion and Protection and provides financial support for the public sector health system, funding infrastructure and other development projects.
It is not a provider of health care.

Funding comes from three sources:

1. 23% excise tax on tobacco and cigarette products

2. ½% payroll contribution by both employees and employers

3. A specific charge on the Consolidated Fund

(They expose you to health risks to protect your health!)

The NHF Jamaica also manages the Jamaica Drugs for the Elderly Program (JADEP). Health Corporation Ltd, (the public agency responsible for procuring drugs and medical supplies for the public health sector in Jamaica) procures and distributes the drugs to participating pharmacies (public and private). Members are required to make small fixed ‘co-payments’ for the drugs. In addition, the NHF’s portfolio includes dedicated funds for ‘institutional benefits’ i.e. for projects in the public health sector aimed at health improvements and for projects in the public and private sector aimed at illness prevention-health promotion. 

The Chronic Disease Assistance Programme of Trinidad and Tobago 
Established in 2003, the C-DAP targeted persons aged 65 years and over as well as persons receiving disability assistance grants who were suffering from diseases such as diabetes, hypertension, glaucoma, and some cardiac diseases. It provided free medications, (from a list of twenty drugs most commonly used in the treatment of the conditions) at public and private pharmacies. Conditions such as asthma, depression, arthritis, and benign prostatic hyperplasia were added in 2004, when the benefits were extended to include all persons, regardless of age. The list of pharmaceutical items was increased to 37. The stated primary objective is to reduce the burden on pharmacies and patient waiting time at the public health institutions by the use of private dispensing facilities. NIPDEC purchases the drugs and provides them free of charge to all participating pharmacies, which provide them free to patients. The government pays participating pharmacies a dispensing fee.

Issues in Establishing Drug Fund in The Bahamas

A Drug Fund represents a phased (piece-meal?) approach to overall health care or even more specifically management of chronic disease.
For optimal chronic disease management, there must be recognition of the spectrum of services required and the real challenges and fall-out of patient compliance. 
Key questions, which require clarification include:--

· Will there be a major health promotion/education program to limit the number of new cases and to provide information to existing patients on how best to manage their condition?

· Will there be any improvement in access to medical professionals to ensure that necessary consultations take place for managing the conditions and for generating the right prescriptions?

· Will there be any improvement in access to diagnostic services, which are necessary for ongoing testing, screening and monitoring of the severity of the patient’s condition?

· Will there be changes in access to hospital services to treat complications either arising as part of the natural progression of the condition or hastened by non-compliance?

· Will there be improvements in access to rehabilitative services to assist patient in coping and managing their health status post-hospitalization/surgery?
· For overall health care, how does a drug fund provide relief to persons who are faced with the major burden of paying for high cost diagnostic and treatment services for their non-chronic conditions?

· What about all those having cookouts to raise funds for their health care? 
· If the approach is to commence a comprehensive health plan with a drug fund, there must be a well-defined time-frame for expanding and rolling out (‘step-up’) to the other necessary health services to achieve ‘the greatest good to the greatest number of patients’ in a cost-effective manner.

Responding to Prof Walker and Nassau Institute
Despite the fact that there was wide consultation with the broadest range of stakeholders(the health care professions, senior public servants, the business communities, the trade unions and workers generally, civil society and the health insurance industry); despite the fact that many of them were members of the various bodies, which studied and created our model of NHI; when it became apparent to the chronic objectors that the government had the will to proceed with NHI, they formed themselves into an organization called the National Coalition for Health Care Reform to oppose NHI.

The most uninformed and strident opposition has come from the Nassau Institute and its Canadian ‘consultants’. The latest of these came from one Professor Walker of the Fraser Institute, who, if he was accurately reported by the newspapers does not at all understand what the local NHI design is nor does he know much about the Bahamas. Having reviewed his comments on NHI I would like to suggest the following:

1. He should go back and do his homework on the Bahamas and the NHI proposals.

2. He came, spoke and left immediately without any time for questions and comments. This was disrespectful and perhaps deliberate but quite unbecoming of a professor who should welcome debate and discussion.

3. His claims and assertions and falsehoods (straw dog arguments i.e. claiming that NHI is something which it is not and knocking it down because of these false claims—like Don Quixote creating giants out of windmills so he could claim to be a champion fighter for good):--

i) NHI is modelled after Canada’s Medicare—NOT TRUE. BRC never said this. The Nassau Institute and Prof Walker are making this erroneous claim.

ii) NHI is a sinister plan to eliminate private health care—NOT TRUE. NHI would foster choice of public or private and private providers may find that they do more business and make more money. Further, they will be promptly and fully paid after NHI than they are now by most private insurance carriers and patients.

iii) NHI has no co-payments and user fees—NOT TRUE. There are clear provisions for co-payments in private facilities where the charges exceed NHI reimbursement.

iv) NHI will cover all services with no limitations—NOT TRUE. NHI will cover essential services and would exclude dental, optical, long-term care until later phases. Even within the package of essential care, it will be up to the Medical Committee to determine how much of any service will be provided depending on medical criteria of capacity of the patient to benefit and availability of effective treatments.

v) NHI is a tax that will increase brain drain—NOT TRUE. There are several factors causing brain drain in Bahamas and worldwide now even without NHI. Besides, if NHI is seen as a tax, why will the brain drain lead persons to go to countries like US where compulsory tax and social security deductions take away more than 30% of earnings?  

4. He claims that NIB has high administrative costs and NHI should be left to private insurers. Does he know what the administrative costs (profits, commissions etc) are?

5. He claims health should be left to individual decisions and the private sector and people should not put their health care in the hands of politicians. But what about the social responsibility of governments—should politicians just sit back and leave it to the private market (social Darwinism and survival of the fittest) when :-

· Individuals and families are denied care in the private sector because they do not have the resources to pay for necessary care
· Private insurance companies exclude persons from coverage because of pre-existing disease or age or because they are ‘subs-standard’ risks or 
· Private insurance companies increase premiums to levels that many cannot afford or they impose such limitations that minimal coverage is provided?

6. He claims that there has been a decline in ‘policy quality’ in The Bahamas since 1975 and these ‘bad’ policies led to lower average income and lower growth rates. He needs to check his data again on growth of GDP and income in the population. Besides, he needs to say what were these ‘good’ policies in pre-1975, colonial, pre-Independence Bahamas when wealth was concentrated in the hands of a few...when the majority of Bahamians were excluded from real empowerment and could only hope for benevolent trickle-down gains from the ruling classes.

Conclusion
Transformation is the Key Principle of the Health Agenda of the PLP.
The PLP approach to health care is part of an overall transformation agenda for the Bahamian society ….and the right of every Bahamian to share in that transformation and to enjoy peace and prosperity through empowerment and opportunities and ultimately ownership.

The PLP regards good health is an investment and it becomes an asset. It cannot and should not be dependent upon charity, or luck, or chance, or even individual resources. Opportunities and services to enhance health should be available to all.

The PLP believes that given our national resources (money, qualified personnel, political support), we can…and must do better in health. We must:—

· Transform the health sector so it keeps pace with and facilitates transformation in other sectors and especially progress in the Family Islands;

· Expand health services where there are gaps;

· Use existing services more efficiently;

· Ensure access to quality care by all persons regardless of age, income or health status;

· Build effective partnerships between the public and private sectors.

Our health agenda includes:-

· New hospitals in New Providence and Grand Bahama
· Mini-hospitals in some Family Islands (Abaco, Exuma, Eleuthera) to support developments; cater to needs of growing communities; reduce burden on patients having to seek care in PMH and RMH and overseas;

· Upgraded health centres—more services, longer working hours;

· Training and recruitment of professionals;

· Emphasis on quality, responsiveness, accountability and client-oriented services;

· Emphasis on healthy lifestyles, health promotion;

· Partnerships with the private sector
NHI as a critical social and financial instrument to share the benefits and costs of health services and health insurance coverage among all Bahamians; to balance social responsibility of state with individual responsibility for health; to enhance access to care in the private sector. Apparently, there is no national disagreement on that assertion.

Both political parties say that they support NHI. As usual, as it was with Independence and the many other social initiatives, which have advanced the Bahamas and its people, the FNM is saying once again, NHI yes, but “not at this time”!
























� Survey conducted on 15 October 2006 at Miller Family gathering


� Ministry of Health.  Annual Report of the Chief Medical Officer 2001 – 2003.  Commonwealth of The Bahamas.  April 2005.
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