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ABSTRACT 
There are inequities in cancer screening among 
people living in one large province in Canada; 
these include breast, cervical and colorectal 
cancer screening. The use of peer support or lay 
health educator models is often used in pro-
moting health behaviours to communities. This 
paper outlines some of the conceptual under-
standings of peer support and lay health edu-
cator models and describes an application of a 
lay health educator program called Screening 
Saves Lives. The program structure and activi-
ties are discussed as well as lessons learned 
over a period of six years. Three key theoretical 
perspectives support the design of the model— 
Health Belief Model, Stages of Change model 
and PRECEDE model. The program has reached 
over 35,000 community members within one 
region using laypersons who are trained in pro-
viding tailored messages on cancer screening, 
supporting and follow-up. Additionally, the pro-
gram has been a catalyst in identifying barriers 
to cancer screening and enables positive chan- 
ges in the health care system. Screening Saves 
Lives is currently being scaled to other commu-
nities in the province. 
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1. INTRODUCTION 
Although cancer screening tests have been in existence 

for many decades and have been promoted through na-
tional guidelines, there are various inequities in their access 
[1]. Large numbers of eligible men and women are not 
getting screened for cancer; thereby, they are at a disad-
vantage for early detection, treatment and survival. There 
are sub-groups of the population who are particularly 
disadvantaged such as those with low income, newcomer 
populations and women from particular ethnic groups [2] 
as well as communities living in rural and isolated com-
munities who have challenges in accessing primary care 
[3]. 

Increasing attention is being paid to the barriers that 
are associated with the discrepancy between populations 
eligible for cancer screening and low screening rates [4], 
[5]. Interventions to increase cancer screening rates have 
included interventions directed at the public (e.g. mass 
media communication, patient education, reminder sys-
tems, decision aids, etc.); interventions directed at health 
care providers (e.g. practice guidelines, education, out-
reach, audit and feedback, local opinion leaders, etc.); 
and interventions directed at organizations (e.g. shared 
responsibility tactics and interventions, information tech-
nology, increasing clinical consultation time, etc.) [6]. It 
is clear that one intervention will not be adequate to 
make significant improvements in screening rates; hence 
requiring multipronged approaches [6,7]. 

The Canadian Cancer Society (CCS), a national, com-
munity based organization of volunteers whose mission 
is the eradication of cancer and the enhancement of the 
quality of life of people living with cancer” (www.cancer.ca), 
has placed a strategic priority in promoting cancer pre-
vention and early detection by improving access to in-
formation resources; promoting access to cancer screen-
ing, diagnosis and treatment to community members; as 
well as providing supports to survivors and their families. 
In 2006, the CCS developed and implemented an inno- 

http://dx.doi.org/10.4236/health.2014.65048
mailto:tvaconsulting@rogers.com
http://www.cancer.ca/


R. Pinto et al. / Health 6 (2014) 328-335 

Copyright © 2014 SciRes.                                                                    OPEN ACCESS 

329 

vative program to improve cancer screening rates in hard 
to reach communities in Northeastern Ontario using a lay 
health education (LHE) or peer support model. This pro- 
gram is referred to as the Screening Saves Lives (SSL) 
program. The program is based on the notion that health 
promotion and disease prevention can be optimized by 
leveraging communities’ greatest asset: the everyday 
relationships people have with each other (referred to as 
social capital). The term, “peer” has been used in the 
literature in various combinations with advisor, counselor, 
educator, facilitator, health advocate, helper, intervener, 
navigator, outreach staff worker; or interchangeably with 
“lay” combined with advisor, counselor, educator, health 
advisor, health worker; or with community or health 
(combined with advisor, educator, representative, worker); 
or with volunteer combined with peer educator, health 
worker; as well as with other titles, including outreach 
worker, patient advocate, buddy, health advocate (Si- 
moni, Franks, Lehavot and Yard, 2011). With the SSL pro- 
gram, the peer is also referred as the Health Ambassador. 

This paper provides a case study of the SSL program. 
The case study includes the program’s conceptual basis, 
its components and lessons identified through several 
program evaluation studies. The paper concludes the 
discussion of the CCS’s expansion of the SSL program 
as well as key considerations that shape its ongoing de-
velopment. 

2. DEFINING PEER SUPPORT/LAY 
HEALTH EDUCATOR 
The notion of peer support has been in existence in 

many societies, over the history of humankind; it mani- 
fests in various different structures and practices. Today 
lay people or peers have been widely used in the health 
and social service sectors. Lay health educators (LHE) or 
peer supporters can be found in three main domains: 
transitional situations (e.g. breast feeding [8]); acute and 
chronic conditions (e.g. mental health [9], chronic dis- 
ease management [10], diabetes [11]); and health promo- 
tion (e.g. HIV prevention [12], cancer screening [13] and 
smoking cessation [14]). 

The lack of clear definitions of peer supporter or LHE 
has resulted in a fragmented literature and research foun-
dation. Two key publications have attempted to bring 
about conceptual clarification and theoretical foundation 
[15,16]. Conceptual clarification is an important exercise 
in order to provide a transparent basis for developing, 
implementing and evaluating different types of peer or 
lay education support. 

Simoni et al. (2011) identified four conceptual ele- 
ments that define a peer. A peer shares some common 
characteristic with others in a group to whom they are a 
“peer”; benefits derived from the peer intervention are 

whole or partly a result of being a “peer”; peers do not 
have professional training in the area they are serving (i.e. 
they are lay people); and lastly, peers function through a 
set of intentional activities or interventions [16]. 

Denis (2003) conducted a concept analysis of “peer 
support” in the health care context. The author highlights 
that peer support is used in diverse settings and situations; 
peer support can use different modalities; there are dif- 
ferent roles and involvement of peers with or without 
formal health providers; and peer support is situated 
within various formal or informal structures. In addition, 
peers can be part of embedded social networks (e.g. fam- 
ily members/friends or natural lay helpers such as church 
members, co-workers or neighbors) or created social net- 
works (e.g. self-help groups, support groups or structured 
para-professional roles). As natural lay helpers, peer sup- 
porters are lay persons who are selected by community 
members and require minimal training. They give emo- 
tional, appraisal and informational support. In addition, 
through direct, buffering or mediating action, they can 
impact on a range of potential health outcomes (e.g. aug- 
ment social network, prevent health concerns, reinforce 
health-seeking behaviours, decrease barriers to care, en- 
courage effective coping, increase self-efficacy and aid 
in self-esteem) [15]. 

Peer supporters are often inter-changeably referred to 
as LHE. The key distinction, however, is that LHE may 
or may not have the direct experience of the target popu- 
lation; that is, they are members of the community but 
may not necessarily share a common health condition or 
concern. In either instance, such roles “are uniquely 
qualified as connectors because they live in the commu- 
nities in which they work, understand what is meaningful 
to those communities, communicate in the language of 
the people, and recognize and incorporate social buffers 
(e.g., cultural identity, spiritual coping, traditional health 
practices) to help community members cope with stress 
and promote health outcomes [17]”. 

3. LAY HEALTH EDUCATOR MODEL 
There are three predominant versions of LHE-based 

interventions used in healthcare systems: didactic or one- 
on-one, group-based, and a combination of group-based 
and didactic [18]. In addition, technology based interac- 
tions are also being used such as emails, listservs, chat 
rooms, websites, etc. In a group-based model, LHE fa- 
cilitates discussion for a group that shares similar health 
conditions, demographics or both. A didactic interven- 
tion model has a one-on-one format between a LHE and 
an individual; where the interactions could be face-to- 
face, by telephone or internet based. A combined LHE 
model would consist of group-based and one-on-one me- 
thods. All three models share similar goals of encourag- 
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ing individuals to adopt new behaviours that would result 
in positive health outcomes. Hoey, Ieropoli and White 
(2008) conducted a systematic review of peer support 
programs for people with cancer and found no difference 
in effectiveness between one-on-one face-to-face, one- 
on-one telephone, group face-to-face, group telephone 
and group Internet approaches [19]. 

In all three LHE models, the LHE provides informa- 
tion, emotional, and instrumental supports [20]. Informa- 
tion supports involve giving health promotion and prac- 
tical advice on accessing programs and services. Emo- 
tional support requires having non-judgmental listening 
while providing gentle encouragement and empathetic 
response. Instrumental supports infer helping people re- 
move barriers to health seeking behaviours. In contrast to 
professionally delivered services, LHE support is based 
upon the premise that, by virtue of having life experience 
and/or community affinity, they are able to provide a 
unique form of empathy and support to others [21]. 

There are many roles that LHE can have. The Univer- 
sity of Arizona (1998) outlined seven core services of 
LHE from their extensive work with hundreds of com- 
munity health workers [22]. These are: 

1) Bridging cultural mediation between communities 
and the health care system; 

2) Providing culturally appropriate and accessible health 
education and information;  

3) Assuring that people get the services they need; 
4) Providing informal counseling and social support; 
5) Advocating for individuals and communities within 

the health and social service systems; 
6) Providing direct services (such as basic first aid) 

and administering/encouraging health screening tests; and 
7) Building individual and community capacity. 

4. SCREENING SAVES LIVES— 
APPLICATION OF THE LAY HEALTH 
EDUCATOR MODEL 
The SSL case study is described by first providing an 

overview of the program, outlining its theoretical foun- 
dation, historical development followed by description of 
its goals and objectives and how the program is struc- 
tured and operated. 

4.1. Overview of Program 
The SSL program engages communities identified as 

under or never screened; that is, those communities where 
there is evidence of low cancer screening rates or com- 
munities that are not meeting cancer screening targets set 
by the Ministry of Health. Specifically, the SSL program 
has aligned its objectives with three cancer screening 
areas—breast, cervical and colorectal. These three cancer 
screening programs are aligned with the provincial gov-

ernment’s strategy on cancer prevention. 
The communities are engaged at every step of the 

process from planning, implementation, monitoring and 
ongoing improvements of the SSL program. Although 
the SSL program has specific core components, the pro- 
gram is tailored based on the needs of the community 
and the advice provided by community members. Vol- 
unteers from target communities are recruited and trained 
as Health Ambassadors (a term used in the SSL program 
for LHE). The Health Ambassador’s primary role is to 
convey the importance of cancer screening, specifically, 
cervical, breast and colorectal cancer screening.  

4.2. Theoretical Foundation  
Three theoretical models were used to inform the de- 

velopment and implementation of the SSL program: the 
PRECEDE Model [23]; the Health Belief Model [24]; 
and the “Stages of Change” Transtheoretical Model [25]. 

1) Health Belief Model suggests that changes in 
health-related behaviour are based on the beliefs people 
have on how susceptible they are to a health threat, how 
severe they believe the threat to be, their perception of 
barriers to taking action to address the threat and their 
perceived benefits of taking such action. 

The Health Ambassadors are provided specific train- 
ing on what is already known about the target group’s 
beliefs, barriers and enablers in relation to cancer screen- 
ing. They are also encouraged to use their own lived ex- 
perience to provide a greater understanding of how com- 
munity members might perceive cancer screening mes- 
sages. It is this combined knowledge that helps the Health 
Ambassadors to tailor culturally sensitive messages for 
sub-groups within their community as well as be cogni- 
zant of the unique barriers, challenges and opportunities 
that community members may face. For example, know- 
ing about a recent death in the community as a result of 
cancer will have different impacts on different people; 
some may be fearful and anxious while others may have 
high readiness to listen and take action. Assessing a per- 
son’s health beliefs becomes an essential part of commu- 
nicating cancer screening messages. 

2) Stages of Change Transtheoretical Model suggest 
that there are five stages people go through in behaviour 
change. 

a) Pre-contemplation: stage in which people who have 
never thought about cancer or cancer screening, and or 
lack the experience to do so; 

b) Contemplation: stage in which people who have 
thought about getting cancer screening, but have not; 

c) Preparation: stage in which people are making an 
appointment or who have a clear plan in getting screened;  

d) Action phase: stage in which people have gotten 
screened and may be encouraging others to get screened; 
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e) Maintenance: stage in which having the same health- 
seeking behaviour (cancer screening) continue on a re- 
gular basis. 

The cancer screening messages are tailored by the 
Health Ambassador for an individual’s particular situa-
tion and starting point. For example, individuals who 
have never thought about cancer screening are given 
essential information and plan to conduct follow up; while 
a person who has already thought about screening is pro-
vided reinforcing messages and offers of support to ar-
range an appointment or practical supports to accessing 
screening programs and services. 

3) PRECEDE Model identifies three sets of factors 
that promote or impede an individual’s action or behav-
iour: 

a) Predisposing factors such as personal beliefs, know- 
ledge, and attitudes about breast, cervical and colorectal 
cancer screening; these factors are more specifically un- 
derstood using the Health Belief Model; 

b) Enabling factors related to the health care system 
such as type and number of providers and proximity to 
screening facilities; 

c) Reinforcing factors my include reminder systems to 
keep an appointment for screening. 

The PRECEDE Model provides the rationale for the 
need to pay attention to factors external to the individual 
that influence screening behaviours. For example, a key 
role of the Health Ambassadors is to assist in identifying 
barriers and facilitators that impact community mem- 
ber’s cancer screening behavior. Where Health Ambas- 
sadors are able, they support individuals and groups to 
access cancer screening such as organizing cancer screen- 
ing appointments or advocating SSL program leaders 
and/or partners to address identified barriers. 

4.3. Program Goal 
The goal of the SSL program is to increase screening 

rates for breast, cervical and colorectal cancers by using 
Health Ambassadors, volunteers who are trained “natural 
helpers”. A “natural helper” was defined as a person who 
is likely to feel comfortable asking people in their lives 
(e.g. relatives, friends, neighbours, co-workers) what they 
know about the early detection of breast, cervical and 
colorectal cancers, listen to their concerns, tell them about 
available services, and talk to and encourage them to be 
screened. 

The vision for the SSL program is grounded in the 
CCS mission and the targets set in the action plan, 
“Cancer 2020”. The action plan calls for 90% participa-
tion of eligible women to get breast screening; 95% of 
eligible women to get cervical screening; and 90% of 
eligible women and men to get colorectal screening. 

4.4. Program Objectives 
The SSL program’s objectives are to: 

• Develop the knowledge base in the community re- 
garding the value for cancer screening; 

• Increase the number of men and women who are 
screened; 

• Identify and reduce barriers to cancer screening. 
The essence of the program is to conduct outreach ac- 

tivities, identify and recruit community members who 
can be trained as Health Ambassadors. These Health 
Ambassadors (volunteers) are supported by a paid pro- 
gram coordinator to reach other community members 
with health promotion messages related to cancer screen- 
ing as well as supports to enable access to the health care 
services such as mammograms for breast screening, pap 
tests for cervical screening and fecal occult blood test for 
colorectal screening. 

4.5. Program Components 
The core element of the SSL program revolves around 

the support that Health Ambassadors provide community 
members through one-on-one or small group discussions 
and education as well as identifying and addressing bar- 
riers to screening (See Figure 1). Some barriers to screen- 
ing may be addressed directly by the Health Ambassadors 
while other barriers are addressed through advocacy work 
and by health system and community partners. These 
activities occur as part of the Health Ambassador’s daily 
interactions with those who are in their network and 
through more intentional forums such as being present at 
a health fair booth or other community organized activi- 
ties. To increase the awareness of cancer screening in the 
community and to support the efforts of the Health Am- 
bassadors, specific social marketing strategies are planned 
and implemented concurrently. Such strategies are spe- 
cific to the communities in which the Health Ambassa- 
dors live and involve health system partners who lever- 
age the presence of these volunteers to customize the 
messages for their peers. For example, Health Ambassa- 
dors will contact their peers to attend a cancer screening 
blitz that a health system partner is marketing. 

To structure and support the key activities of the Health 
Ambassadors, the SSL program has the following: 
• A full time SSL Coordinator (paid staff), who pro- 

vides the structural, operational and monitoring func- 
tions to support the work of the Health Ambassadors. 

• Recruitment, orientation, and ongoing training of Health 
Ambassadors. 

• Development of partnerships with community groups, 
organizations and service providers. 

• Collaboration with health system and community part- 
ners to spread key messages related to cancer screen- 
ing. 
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Figure 1. Screening Saves Lives logic model. 

 
• Monitoring systems to keep track of the program’s 

impact in terms of reach as well as barriers faced by 
community members in accessing cancer screening. 

4.6. Program Implementation 
The implementation of the SSL program involves 

three sets of activities. These are: 
1) Community outreach and engagement: Using a 

community development approach, the program seeks to 
engage community members in defining relevant aspects 
of how the SSL program can be customized to address the 
needs of targeted communities. A local SSL Advisory 
Committee is established and with their support Health 
Ambassadors are recruited; and activities are planned to 
reach people in the community who are under or never 
screened for cancer. 

2) Orientation and support of Health Ambassadors:  
All Health Ambassadors are provided the common un-
derstanding of their roles and are supported to acquire 

the required knowledge and tools as well as how to ad-
dress barriers to screening. Ongoing support is provided 
by the SSL Coordinator to all Health Ambassadors to 
ensure the Health Ambassador’s issues and concerns are 
addressed in a timely manner, barriers to screening that 
are identified are appropriately addressed, and to foster 
ongoing commitment of the volunteers. 

3) Partnerships with health system and community 
partners: the SSL program is situated so that partners can 
leverage the Health Ambassadors. Specific activities will 
depend on the local needs and initiatives of the partners. 
Additionally, barriers identified by LHE may be addres- 
sed by these partners. For example, solutions may inclu- 
de providing screening services in locations that are more 
accessible for the community; provision of transportation; 
and language translation at the time of screening. 

5. LESSONS LEARNED 
Over the first six years of the SSL program, a number  
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of key lessons were gathered that support the continuous 
improvement and evolution of the program. One of the 
most important findings is that the SSL program has a 
core component that has remained the same; that is the 
role of the Health Ambassador. Recruiting highly com- 
mitted volunteers from the grassroots takes continuous 
effort at networking and using a “word of mouth” ap- 
proach. Reaching and recruiting volunteers from specific 
target groups is an ongoing challenge and needs to be 
assessed and reassessed over time. Although the Health 
Ambassadors are recruited primarily for one-on-one and 
small group peer support, it is necessary to have a con- 
tingent of Health Ambassadors who are comfortable at- 
tending health fairs to present to larger groups, provide 
information to community members who visit the booths, 
as well as conduct outreach in the broader community. 
Providing opportunities for monthly contacts between 
the Coordinator and Health Ambassadors has been criti- 
cal in ensuring their ongoing engagement. These contacts 
can occur through monthly meetings, continuing educa- 
tion sessions, telephone chats or informal get-togethers. 
Providing practical suggestions and supports to Health 
Ambassadors ensures that these volunteers themselves 
are not faced with barriers to spreading cancer screening 
messages. Health Ambassadors also value meeting other 
Health Ambassadors and exchange their experiences and 
share their lessons learned. 

The implementation of the SSL program; however is 
highly dependent on the local context and needs of the 
target communities. The recruitment of a strong and con- 
nected Community Advisory Group in each community 
was critical to the success of the SSL program. Having a 
flexible approach, supportive and engaged community, 
and an implementation pace that is set by the community 
are all important lessons. The program cannot be “forced” 
onto a community. 

The selection of the target communities was critical 
and required consideration of a number of factors in- 
cluding local cancer screening rates, access to screening, 
cultural views of cancer and screening, volunteer culture 
and the physical geography of the community. These fac- 
tors drive the types of interventions employed to conduct 
community outreach and recruitment of Health Ambas- 
sadors as well as a mix of one-on-one, group and large 
community events that were planned. In some communi- 
ties, the use of small to medium size group sessions 
where screening messages are shared in an interactive 
and fun manner has been particularly helpful to decrease 
fear and normalize the cancer screening messages. 

The role of the SSL Coordinator was instrumental in 
advancing the objectives of the SSL program. The Coor- 
dinator has knowledge of and extensive connections or 
networks in the target communities including understand- 

ing of the unique needs of the community. The Coordi-
nator needed to have excellent interpersonal skills, well- 
developed organization skills with the ability to balance 
priorities, and be flexible to the needs of the community. 
Having stability in this role has been essential for the 
continuity and expansion of the SSL program. 

Allowing sufficient time for recruitment, screening and 
training of Health Ambassadors was essential as well as 
flexibility in the implementation of training. The training 
ensures that all volunteers have the knowledge and con- 
fidence to promote cancer screening and to represent the 
CCS’s mission and values. Ongoing volunteer support is 
also extremely valuable in order to maintain high activity 
levels of volunteers. 

The SSL program, by virtue of its grassroots and com- 
munity development principles, has allowed the engage- 
ment of numerous formal and informal partnerships. These 
partnerships have been a critical vehicle through which 
some of the identified barriers to cancer screening have 
been addressed. For example, in one community, com- 
munity members who are obese had barriers in getting 
screened because clinic examination tables were not suit- 
able. Through the advocacy by the Health Ambassadors 
and engagement with the local Public Health Unit, 
proper size examination tables were purchased. 

As the SSL program progressed, it was important to 
evaluate the achievement of SSL objectives and targets 
and set new targets; this may need to be done every two 
to three years depending on the size of the target com- 
munity. With new community targets, it is necessary to 
assess if there need to be the recruitment of new commu- 
nity representation on the Advisory Committee and re- 
cruitment of new Health Ambassadors that reflect the 
new target communities. A balanced approach is needed 
in tracking activities, outputs and outcomes from events, 
small group sessions and one-on-one approaches; over 
emphasis on one method over another could unintention- 
ally lead the program to focus on the highly monitored 
activities only. When considering tracking activities, it 
was important to keep in mind that Health Ambassadors 
required simple and easy to use documentation tools that 
also had minimal impact on their time. 

Assessing the impact of SSL program on cancer screen- 
ing rates is difficult; however, the impact of the program 
on increasing participation numbers has been highly 
successful. For example, over a six year timeframe of the 
SSL program, over 35,000 individuals were reached. Us- 
ing qualitative methods, as well as self-reporting strate- 
gies through the volunteers, can help to build a rich da- 
tabase of barriers, enablers and successful outcomes. 
Conducting and monitoring follow up actions including 
repeat contacts with community members and six-month 
follow up phone calls to those who have participated in a 
formal education session are some strategies to assess the 
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impact of SSL program activities. 

6. KEY CONSIDERATIONS IN THE  
EXPANSION OF THE SSL PROGRAM 
The CCS has received significant support in Ontario 

from numerous communities and groups to expand the 
SSL program to other communities. At the time of the 
publication, the SSL program is expanding the program 
in Northern Ontario and has begun the implementation of 
the program with the South Asian communities in the 
Peel Region of Ontario and the lesbian, gay, bi-sexual, 
transgendered, queer (LGBTQ) communities in three ma-
jor cities. The following have been key considerations in 
the expansion of the SSL program based on the lessons 
learned: 
• Identification of key stakeholder groups and in-depth 

discussions with each group to identify the most ap-
propriate partners and individuals to work with; 

• Upfront identification and allocation of resources to 
support the required infrastructure and time needed 
for planning and implementation; 

• Working with Community Advisory Groups to tailor 
the SSL program to the local context of the target 
communities. This includes having a clear understand- 
ing of the community profile, key sub-target groups, 
available data on screening rates, and existing activi- 
ties in the area of cancer screening in these communi- 
ties; as well as better understanding of the cultural, 
linguistic and other unique factors of the target com- 
munities. Leveraging existing activities, programs or 
initiatives has been valuable in building partners but 
also ensuring efficient use of scarce resources while 
reducing duplication of effort and potential confusion 
in the communities. 

• Identification and engagement of an evaluation con-
sultant to support the development of the evaluation 
of the expanded SSL programs and development of 
common tracking tools. The early involvement of the 
consultant has also allowed the program to develop a 
clear and concise logic model to describe the tailored 
SSL program for specific target groups. 

7. CONCLUSION 
The SSL program has received strong endorsement 

from a wide range of stakeholders, partners and commu- 
nity members. It has a robust theoretical foundation, a 
sound tested proof-of-concept, proven sustainability in 
several communities for over six years and an intuitive 
acceptance that makes the program very attractive to 
community members and ready to scale. There are con- 
tinuing lessons that are being captured through program 
evaluation and formal research studies; this will continue 
to inform how the SSL program responds to different 

community contexts. 
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