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By Shreya Kangovi, Frances K. Barg, Tamala Carter, Judith A. Long, Richard Shannon, and David Grande

Understanding Why Patients
Of Low Socioeconomic Status
Prefer Hospitals Over
Ambulatory Care

ABSTRACT Patients with low socioeconomic status (SES) use more acute
hospital care and less primary care than patients with high
socioeconomic status. This low-value pattern of care use is harmful to
these patients’ health and costly to the health care system. Many current
policy initiatives, such as the creation of accountable care organizations,
aim to improve both health outcomes and the cost-effectiveness of health
services. Achieving those goals requires understanding what drives low-
value health care use. We conducted qualitative interviews with forty
urban low-SES patients to explore why they prefer to use hospital care.
They perceive it as less expensive, more accessible, and of higher quality
than ambulatory care. Efforts that focus solely on improving the quality
of hospital care to reduce readmissions could, paradoxically, increase
hospital use. Two different profile types emerged from our research.
Patients in Profile A (five or more acute care episodes in six months)
reported social dysfunction and disability. Those in Profile B (fewer than
five acute care episodes in six months) reported social stability but found
accessing ambulatory care to be difficult. Interventions to improve
outcomes and values need to take these differences into account.

R
educing avoidable hospitaliza-
tions and emergency department
(ED) visits is a major target for
cost control and quality improve-
ment in the health care system.

Hospitalizations for ambulatory care–sensitive
conditions1—that is, acute conditions that could
have been prevented or mitigated by effective
ambulatory care2—cost approximately $30.8 bil-
lion annually.3 At each stage of care, patients
with low socioeconomic status (SES) are at
higher risk for being hospitalized for ambula-
tory care–sensitive conditions than patients of
higher socioeconomic status.1–7 Low-SES pa-
tients are twice as likely as high-SES patients
to require urgent ED visits,4,8 four times more
likely to require admission to the hospital,1–3 and
more likely to return to the hospital after dis-

charge6,7,9,10 and require multiple hospitaliza-
tions for any given illness.11 At the same time,
they use 45 percent less ambulatory12 and pre-
ventive care13,14 than high-SES patients.
Un- and underinsurance drive low-SES pa-

tients’ preferential use of inpatient health ser-
vices in part.1,15–18 But even in countries with
near-universal health insurance coverage, low-
value use persists among low-SES patients.19

This suggests that factors beyond insurance
shape preferences for inpatient versus ambula-
tory care.
The relative underuse of primary care and

overuse of hospital-based care among low-SES
patients, which we call “low-value use,” has two
negative consequences. First, these patients are
less likely to gain the health benefits of primary
care,20,21 exacerbating health disparities.22–24
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Second, this pattern of use is costly for thehealth
care system. Many current policy initiatives, in-
cluding Medicare’s Hospital Readmissions
Reduction Program and the creation of account-
able care organizations, are designed to improve
both health outcomes and the cost-effectiveness
of thehealth care system.Advancing those policy
goals requires understanding what drives low-
value use.
In this article we investigate the causes of low-

value use among a sample of patients of low
socioeconomic status; explore variability by fre-
quency of acute care use within this group; and
offer recommendations for increasing the value
of these patients’ health care use, both improv-
ing the quality of the care they receive and reduc-
ing its cost.

Study Data And Methods
Selection Of Participants We conducted our
qualitative study between January and June of
2011. Sixty-four patients identified as having low
socioeconomic status were approached during
hospitalization and asked to participate in the
study. Twenty-four refused because they did not
feel that participation would benefit them
(n ¼ 12), they were too busy (n ¼ 7), or they felt
too sick to participate (n ¼ 5). Forty patients
participated in interviews.
Low socioeconomic status is commonly mea-

sured by race, education, income, and insurance
status.25,26Weusedpatients’ insurance status and
place of residence as proxies for low socioeco-
nomic status. Patients were eligible for the study
if they were ages 18–64, uninsured or insured by
Medicaid, residents of a five–ZIP code region of
Philadelphia characterized by more than 30 per-
cent of residents living below the federal poverty
level, and hospitalized on the general medicine
services of two academically affiliated Philadel-
phia hospitals that serve a predominantly
African American population. The payer mix of
study hospitals was 45.4 percent privately in-
sured, 33.5 percent insured by Medicare, and
21.2 percent uninsured or insured by Medicaid.
Characteristics of study participants are de-
scribed in Exhibit 1.
Patients were purposefully selected to achieve

a range of ED visits over the prior six months
to allow comparison between those with higher
and those with lower patterns of acute care use.
We developed a semistructured interview guide
based on the Integrative Model of Behavior,27 a
conceptual framework used by social scientists
to understand why a person does or does not
perform a behavior. Specifically, it examines a
person’s attitudes and beliefs about the behavior
in question, including the social norms the per-

son holds about it and the person’s confidence
in his or her ability to perform the behavior. Our
interview guide explored patients’ health care
use as behaviors influenced by their attitudes
and preferences. In addition, we explored social
norms related to seekinghospital versusprimary
care and patients’ ability to manage illness with-
out having to return to the hospital.
Interviews A community health worker who

was trained in qualitative interviewing by two
coauthors of this article—one a medical anthro-
pologist and the other a principal investigator—
conducted interviews. Community health work-
ers have been shown to have high levels of “em-
pathic understanding”28 and engender trust
among low-income and otherwise marginalized
populations. The community health worker ap-
proached eligible patients while they were hos-
pitalized to explain the study and obtain con-
sent. Interviews were conducted in person
either in the hospital or at patients’ homes.
The interview questionnaire was open-ended,
allowing interviewees to respond in their own
words.
Analysis Interviews were recorded, tran-

scribed, and entered into the qualitative data
analysis software programNVivo 10.0 for coding
and analysis. We used a modified grounded
theory approach,29 developinga coding structure
that included major ideas that emerged from a
close readingof the patients’ responses aswell as
a set of a priori codes focused on the factors that
influence a patient’s return to the hospital.
Coding was performed by two trained research
assistants and discussed at coding meetings.
During these meetings, we used NVivo to quan-
tify the interrater reliability, or the degree of
agreement among the two coders.We then iden-
tified codes for which the interrater reliability

Exhibit 1

Characteristics Of Participants In The Study Of The Care Preferences Of Patients With Low
Socioeconomic Status

Characteristics (N = 40) Number Percent
Male 12.0 30
Age, mean yearsa 42.2 —

b

African American 36.0 90

Charlson group of primary admission diagnosis at enrollment

Myocardial 10.0 25
Infectious disease 7.0 18
Pulmonary 5.0 13
Gastrointestinal 4.0 10
Neurologic 4.0 10
Number of secondary diagnoses, meanc 3.9 —

b

Acute care episodes in six months prior, meand 4.1 —
b

SOURCE Authors’ analysis of study data. aStandard deviation: 14.5. bNot applicable. cStandard
deviation: 2.7. dStandard deviation: 5.15. Range: 1–13.
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was below 70 percent. These codes were dis-
cussed by the team, and discrepancies were re-
solved by consensus. The final interrater reli-
ability between coders was 95 percent.
To validate our findings, we used two forms of

member checking, a technique in which qualita-
tive researchers discuss study findings with
members of the study sample or the broader
population that the study sample is intended
to represent. First, the community health
worker–interviewer called each study partici-
pant and discussed our results. Second, to vali-
date our findings among the broader study
population outside of our sample, we presented
results at meetings of community-based organi-
zations within the study ZIP codes.
Our findings validated, we explored differ-

ences among study participants based on their
frequency of acute care use.We created a histo-
gram showing the distribution of number of
hospital visits study participants made in the
previous six months.We divided the sample into
twogroups at the inflection point, five visits, and

labeled them Profile A (five or more acute care
episodes in six months) and Profile B (fewer
than five acute care episodes in six months).
We then explored in depth the qualitative
differences in the responses given by patients
in the two groups, using the NVivo matrix func-
tion to identify the number of participants in
Profile A versus Profile B who endorsed each
main theme.
Limitations This study has several limita-

tions. First, because of its design and sample
size, results might not be generalizable beyond
an urban, poor, and predominantly African
American patient population. In addition, we
cannot determine the prevalence of these find-
ings, such as the relative distribution of profile
subtypes, without additional quantitative stud-
ies. However, as a first step, we felt it was
important to use qualitative methodology to
explore the relatively unknown perspectives of
this patient population regarding preferential
use of hospital care.
Also, without additional studies comparing

patients of low and high socioeconomic status,
we cannot conclude that our findings are unique
to the population we studied. Finally, because
this study focused on patient perspectives rather
than objective, longitudinal data, the proposed
causal sequenceof findingsmaybe incorrect. For
instance, conclusions drawn about profile sub-
groups may be misattributed because of the
effect of patients’ admission diagnoses or other
unmeasured variables.

Study Results
Most participants perceived two main benefits
of hospital care relative to ambulatory care: bet-
ter overall access across a variety of domains and
higher levels of trust in the technical quality of
hospital providers and services (Exhibit 2).
Access We categorized access benefits of hos-

pital care relative to ambulatory care according
to the dimensions of a model described by Roy
Penchansky and J. William Thomas:30,31 afford-
ability, accessibility, accommodation, availabil-
ity, and acceptability. Hospital care was viewed
by participants as more affordable than ambula-
tory care. Uninsured participants could not af-
ford fees for regular ambulatory visits, leaving
them no choice but to rely on hospital charity
care when they became ill. For patients covered
by Medicaid, the direct financial cost of an ED
visit and physician office visit were similar; how-
ever, the overall cost of ambulatory care was
higher because of the additional time and ex-
pense required for specialty visits or additional
testing recommended by the primary care pro-
vider. One respondent reported: “When I go to

Exhibit 2

Reasons For Preferential Use Of Hospital Over Ambulatory Care Among Patients Of Low
Socioeconomic Status

Theme Representative quote

Access

Affordability: relationship of prices of
services to patients’ ability to pay

“I would like to, but I just don’t have the
insurance to see a doctor.”

Accessibility: relationship of the
location of services to the location
of patients

“Transportation is hard. Every time I use
the van service, [it] will get me there
late, maybe 20 minutes late, and I’m
marked as a no-show.”

Accommodation: patients’ perceptions of
how health care supply is organized (for
example, appointment systems, hours
of operation)

“You have to call them in the morning to
get an appointment the same day, like,
whenever they can fit you in, instead of
just being about to actually set up an
appointment.”

Availability: relationship of the volume
and types of existing resources to
patients’ needs

“Sometimes you can’t get to a primary…
you may only be able to leave a message
for a secretary, so if you have an
immediate medical issue you better get
to the nearest ER.”

Acceptability: relationship of patients’
attitudes about what care should
be like to actual characteristics of
clinicians and facilities

“Men got to be really, really hurting real
bad for us to go [to seek medical care]. If
we can medicate ourselves, until we get
to a certain point, we have to do it.”

Trust in provider’s technical quality

Trust in the technical competence of
clinical care

“It’s a wellness center, which I really think
that man is a quack. He never treated
my husband or me aggressively to get
the blood pressure under control. I went
to the hospital, and they had it under
control in four days. This guy had more
than three years.”

SOURCE Authors’ analysis.
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my primary, I don’t have a copay. I don’t have a
copay in the ER either. Butmy primarymay send
me to 2 or 3 specialists, and sometimes there is
a copay for them. Plus time off from work to go
see them. It’s cheaper to just go to the ER.”
Ambulatory care was commonly described as

less accessible via transportation than hospital
care. Although the ED could be accessed via am-
bulance for urgent complaints and provide “one-
stop-shop” services in a single location, ambula-
tory care required a great deal of transportation
coordination for participants, most of whom did
not have their own car. Many used subsidized
door-to-door van services; however, vans were
often unreliable, causing patients to miss their
scheduled appointments. Medicaid also pro-
vided free public transportation passes.
However, this required advance notice, which
was challenging because many clinics offered
only same-day appointments. This system of
open-access scheduling was viewed as unaccom-
modating bypatients: “Youhave to call that same
morning, and a lot of times the line is busy with
all the other people calling at the same time. By
the time I get through, they’re booked. And I just
wasted a day off from work!” After-hours care
was an additional factor that made hospital-
based care more accommodating than ambula-
tory care, particularly for patients who worked
during regular office hours.
Patients commonly described the hospital as

being more available to meet their needs than
ambulatory care. Patients reported difficulty
obtaining timely clinical advice from their physi-
cians, forcing them to use the ED for ambulatory
care–sensitive conditions. Many participants
explained that when they did reach an ambula-
tory clinician via telephone, the clinician would
likely advise them to “just go to the ER.” These
patients often simply bypassed ambulatory care
altogether: “Since they always say [to go to the
ER] anyway, I just go straight to the ER anddon’t
even bother calling [the primary care clinic].”
The combination of these factors created a so-

cial norm regarding the acceptability of hospital
versus ambulatory care: “The hospital is where
you gowhen you are sick or in pain at all, and the
primary is just for check-ups.”

Trust In The Technical Quality Of Pro-
viders Many participants described a greater
sense of trust in the technical quality of hospital
care than in ambulatory care. Participants de-
scribed hospitals as better able to correctly diag-
nose and control problems, particularly for any
condition they viewed to be diagnostically chal-
lenging: “[My primary] didn’t help me. I had to
go to the emergency room just to get rid of this.
She couldn’t do it.” Patients who distrusted the
quality of the care available from their primary

care physician did not switch providers because
of difficulty navigating systems and the belief
that other ambulatory care providers available
to uninsured or Medicaid patients would be no
better.
Profile Subtypes Profile A patients and

Profile B patients (Exhibit 3) varied greatly in
terms of their psychosocial histories and the
factors that influenced the frequency of their
hospital visits (Exhibit 4).
Several Profile A patients described experi-

ences with early-life trauma that had profound
implications on their sense of well-being
throughout adulthood. One patient explained
the implications of incest within his family:
“Well, basically from birth I’m kind of the black
sheep of the family. I come to find out…the rea-
son why I was treated that way. Basically what it
boils down to was my father was my mother’s
brother. That has affected everything… I am still
dealing with the effects.” Profile A patients were
more likely to explain their illnesses as a result of
a stepwise progression of family dysfunction,
substance abuse, housing instability, and ulti-
mately disability leading to difficulty with activ-
ities of daily living. Profile A patients did report
some resources that they viewed as promoters of
their health: As a result of disability, they were
more likely than others to be insured and have

Exhibit 3

Distribution In Frequency Of Acute Care Episodes Among Two Profile Groups Of Patients
With Low Socioeconomic Status

N
um

be
r o

f p
at

ie
nt

s

Number of acute care episodes in six months

SOURCE Authors’ analysis. NOTES This histogram presents the number of acute care episodes over a
six-month period prior to study enrollment as self-reported by each participant. The bulk of patients
had 1–4 episodes, and a “long tail” of participants had 5–13 episodes over a six-month period. We
divided this sample at the inflection point into Profile A (five or more acute care episodes in six
months) and Profile B (fewer than five acute care episodes in six months) and explored differences
in key themes endorsed by Profile A versus Profile B. See text for details.
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access to affordable medications.
Profile B patients had similar income, sex dis-

tribution, race, and neighborhood characteris-
tics as Profile A patients. But they differed in
important ways. In contrast with Profile A pa-
tients, Profile B patients described a functional
social network that provided emotional support.
When possible, friends and family would also
provide instrumental support such as transpor-
tation to appointments; however, this help was
constrained by their own poverty and ill health.
One respondent said: “[My husband] helps me
the best he [can]. But he [has] a muscle disease,
so he can’t really lift me.” Although Profile B
patients seemed to benefit from the support of
friends and family, they were often caregivers
within their social networks, making it difficult
to prioritize their own health. “I have a special
daughter,” one reported. “I got hit by a car when

I was pregnant with her. So over my own health,
I have to put my girl’s first.” Profile B patients
attributed their illnesses to difficulty obtaining
insurance and the resulting barriers to ambula-
tory care and affordable medications. Their
health was also affected by demands from em-
ployment, such as pressure to return to work
before complete recovery.
The two groups of patients also differed in

their explanatory models and approach to cop-
ing with their illnesses. Profile A patients were
more likely to use metaphor and narrative in
their attempts to derive meaning from their ill-
nesses: “Some battles [are] not for us to fight. I
wish I could say I know I’m going to make it. But
I don’t know what God has in store for me.” In
contrast, Profile B patients described their ill-
nesses inamore concretemanner, speakingwith
higher levels of certainty and self-efficacy regard-

Exhibit 4

Differences Between Profile A And Profile B Subgroups Of Patients With Low Socioeconomic Status

Theme Representative quote

Percent endorsing
theme within Profile
A subgroup (n = 12)

Percent endorsing
theme within Profile
B subgroup (n = 28)

Barriers worse for Profile A

Trauma “When I was 15 my dad had gotten locked up. So while I was
living with him, …I came home one day, and he wasn’t there.”

41.7 7.1

Family dysfunction “My biggest worry is my older daughter. I barely hear from her.
I just didn’t ever [know] where she was until she called
me yesterday.”

83.3 53.5

Substance abuse “I was in the hospital because I was, again, using drugs, because
of stuff that happened in my life.”

41.7 21.4

Food insecurity “I rarely eat when I’m out on the streets.” 66.7 7.1
Housing instability “Since getting out of the hospital, it’s just been a struggle just

to keep a roof over our head.”
50.0 14.2

Difficulty with activities
of daily living

“I use my commode, because I couldn’t sit on the toilet. I can’t
sit down on nothing low.”

33.3 3.6

Barriers worse for Profile B

Employment pressure “I went back [to work after discharge], because…we have to work.
But it wasn’t in my best interest to go back because of
my injuries.”

25.0 53.6

Lack of insurance “I don’t have any medical insurance, so therefore, when I do go
to the hospital, I hope every time that I get lucky and maybe
get me some type of low prescription plan, maybe like a $4
prescription or something like that.”

41.7 53.6

Caregiver burden “My mother is 84 years old, is not in the best of health. My sister
was just in the hospital with the overweight…. My sister next to me,
she was in a horrible car crash, smashed both her legs and stuff.
My brother is diabetic and sickly and has a sick wife.”

16.7 32.0

Promoters

Self-efficacy “I know I gotta go [to the doctor], I just go. Me not going means
I don’t care about my health. So I just go.”

0.0 35.7

Social support “I have a lot of support, and they want to know am I in good health.” 41.7 82.1

Narrative

Metaphor “I’m trying to pray and meet the hope that my day will
go better, and I won’t…run into a brick wall.”

75.0 42.9

SOURCE Authors’ analysis.
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ing the need for key health behaviors: “[Seeing
the primary care doctor] is something that has to
be done, so it’s something that I have to do.”

Low-Value Use By Profile Subtype Both
profile subtypes used easier access and higher
technical quality as rationales for preferentially
using hospital over ambulatory care. However,
Profile A patients explained an additional set of
drivers uniquely related to the safety-net role
that the hospital played in their lives.
Many of these participants, who suffered from

family dysfunction, mental illness, disability,
and homelessness, found respite in the hospital
that was unavailable elsewhere: “In the hospital
it was quiet. Comehome, it’s chaos.” In addition,
the hospital offered these participants skilled
helpwith activities of daily living. This prompted
several participants to return to the hospital for
readmission: “[After discharge] I went back out
on the streets and still had the same challenges,
because ofmy living conditions, and I don’t have
much support. So, I got sucked right back to the
hospital.” The hospital, and particularly the ED,
was also described as a relatively easy place for
participants to access controlled substances. “[I
came to the hospital] because [my primary]
wouldn’t give me pain medication.… I told him
I was in a lot of pain, and I’m tired of begging
people for medication.”
Perhaps most important, the hospital pro-

vided a rare source of demonstrable support to
Profile A patients: “People do need people. Some
people are lonely. Some people go outside just
to have comfort…. People will go to another hos-
pital that [doesn’t] know their history [when
their blood] pressure is up just so they can get
admitted for somebody to talk to.”

Discussion
The results of this study are synthesized in a
conceptual framework for low-value use (see
the online Appendix),32 which incorporates the
theory of social conditions as fundamental
causes of disease and the Andersen model of
medical care use.18 The framework highlights
the fact that low-SESpatientswhoshare intrinsic
characteristics, such as race and language, can
be differentiated into unique subpopulations by
their experience of psychosocial or economic
factors, such as trauma, family dysfunction, or
employment.
Profile A patients emerge from these experi-

ences with higher levels of social dysfunction
and substance abuse, which are associated with
worse physical health and higher levels of dis-
ability.33 Both Profile A and B patients preferen-
tially choose hospital-based care for its relative
ease of access and perceived technical quality.

Profile A patients also come to the hospital be-
cause of its secondary benefits. This pattern of
use has potential consequences for health out-
comes. Frequent care transitions expose them
to higher levels of medical error34,35 and loss of
the benefits of continuous primary and preven-
tive care.20 By these mechanisms, low-value use
increases the burden of disease for patients of
low socioeconomic status and further strains
their personal circumstances.36,37

This article offers three insights. First, prefer-
ential use of hospital instead of ambulatory care
may be driven in part by perceptions that hospi-
tals offer better access and technical quality.
Therefore, efforts to reduce preventable hospital
use, such as unplanned hospital readmissions,
solely by improving hospital quality may
have the paradoxical effect of increasing re-
admissions. Equalizing access and perceived
quality across inpatient and ambulatory settings
may be more effective.
Second, our findings suggest that patients of

low socioeconomic status do not face a homo-
genous set of challenges; rather, we describe
distinct profiles of patients with different needs
and targets for intervention. Third, although
preferential use of hospital care by these patients
is low value, it is not irrational. The patients in
our study articulated clear, logical reasons for
preferring hospital to ambulatory care. The rea-
sons provided cannot be attributed to a cultural
tendency or ignorance remediable by education
on the appropriate use of the ED.

Implications
This article raises conflicts inherent between
patient- and system-centered perspectives on
health care. Although low-SES patients may pre-
fer inpatient care as a way of meeting various
needs, the health system view suggests that care
should be provided in the most cost-effective
setting possible. The health policy landscape
has several developments that may help to rec-
oncile this tension and, in so doing, correct
low-value use.
Accountable care organizations, which en-

compass both ambulatory and inpatient care,
may save money if they can make ambulatory
care more responsive to low-SES patients’ needs
by addressing barriers raised in this article. In
doing this, accountable care organizations may
be able to tap into primary care redesign efforts
that have been stimulated by the national move-
ment toward patient-centered medical homes.
At the same time, accountable care organiza-
tions should be cautious about some patient-
centered medical home strategies that could
present challenges to low-SES patients, such as
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open-access scheduling. Accountable care or-
ganizationsmay instead focus onmaking ambu-
latory care more of a convenient, “one-stop-
shop” experience for patients by physically
co-locating services and coordinating access
(for instance, scheduling or arranging transpor-
tation) whenever possible. Accountable care or-
ganizations will also have the ability to facilitate
better communication between ambulatory care
and ED providers regarding the prescription of
controlled substances, ensuring that patients re-
ceive consistent care plans across settings.
Finally, accountable care organizations may

want to avoid traditional measures intended
to restrain ambulatory care use, such as prior
authorization and complicated referral systems.
These measures may backfire by fragmenting
care and driving patients to the higher-cost
hospital setting. Valuable tools that might guide
accountable care organizations in the overall
process of primary care redesign are patient-
reported measures of primary care access and
quality, such as the Consumer Assessment of
Healthcare Providers and Systems Patient-
Centered Medical Home Survey.38

In addition to making ambulatory care more
focused on the needs and preferences of the
low-SES patient, policy leaders should seek less
costly alternatives for the secondarybenefits that
Profile A patients receive from the hospital.
Respite care has modest evidence supporting
its cost-effectiveness relative to inpatient care39

and can be explored as a substitute for shelter
and care services sought by Profile A patients in
the hospital. Developing countries have invested
in community health workers to replace some of
the instrumental and emotional social support
Profile A patients receive within the hospital.
Finally, better linkages between hospitals and
outpatient mental health and substance abuse
services may help Profile A patients break the
pattern of repeated rehospitalizations for under-
lying mental health issues.40,41

Both low-SESpatients and society at largehave
a stake in addressing health disparities and low-
value use. The shifting health policy landscape
might offer the opportunity to use workforce,
delivery, and payment innovations to address
the fundamental causes of health disparities
and costly hospital use among this population. ▪
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