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Background: Politics play a role in the dissemination of public health information, including
immunization-related issues. We aim to describe relationships between HPV vaccination rates and state
voting patterns during the 2016 US presidential election.
Methods: We classified each of the 50 states as either “Red” or “Blue,” based on whether a higher propor-
tion of the state’s casted votes were for the Republican or Democratic nominee during the 2016 US pres-
idential election. State-specific HPV, Tdap, and meningococcal vaccination rates were obtained from the
2016-National Immunization Survey-Teen. State socio-demographic factors and HPV vaccine legislation
were obtained from the US Census Bureau and National Conference of State Legislatures. Vaccination
rates and socio-demographic variables were compared using independent t-tests. Multiple linear regres-
sion compared vaccination rates between “Red” and “Blue” states, adjusting for percentage of both unin-
sured children and educational attainment.
Results: Compared to “Blue” states, “Red” states had significantly lower unadjusted HPV vaccine series
initiation (56% vs 66%, p <0.05) and completion (39% vs 50%, p < 0.05) rates; yet had similar rates of
Tdap (88% vs 89%, p > 0.05) and meningococcal (79% vs 83%, p > 0.05) vaccinations. After adjusting for
potential confounders, the regression-adjusted mean rate for HPV vaccine initiation and completion
remained significantly lower for “Red” states compared to “Blue” states (57% vs 65%, p < 0.05, and 41%
vs 48%, p < 0.05, respectively).
Conclusion: HPV vaccination rates are associated with statewide-level voting patterns. Future interven-
tions aimed at improving HPV vaccination rates should consider engaging local and national elected lead-
ers to be proactive in disseminating accurate and authoritative immunization information.

© 2019 Elsevier Ltd. All rights reserved.
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1. Introduction There are many factors contributing to suboptimal adolescent

HPV vaccine uptake, including the lack of provider vaccine recom-

Each year, 14 million new human papillomavirus (HPV) infec-
tions, 33,000 new HPV-associated cancers, and over 6000 HPV-
associated cancer deaths occur among US men and women. The
9-valent HPV vaccine series, recommended for universal adminis-
tration to adolescents starting at age 11-12 years, is safe and effec-
tive in preventing HPV infection and HPV-associated dysplasias
and cancers, yet, national HPV vaccine series completion rates
among adolescents in 2016 was only 43% [1].
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mendations, concerns regarding the association between HPV and
sexual activity, and the lack of understanding that HPV vaccine
prevents cancer [2-6]. Provider and parental HPV vaccine hesi-
tancy plays a major role in adolescent non-vaccination and can
be exacerbated by negative vaccine-related media reports [7].
News media, in particular, strongly influences communication of
public health issues, particularly with regards to vaccination. For
example, during the 2011 US Republican presidential debate and
subsequently, on national television interviews, Congresswoman
Michele Bachman (US House of Representatives, Minnesota 6th
Congressional District 2007-2015) claimed that the HPV vaccine
was a “potentially dangerous drug” that could lead to “mental
retardation” [8,9]. Following these statements, there was an
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increase in public interest regarding this vaccine, as demonstrated
by a spike in US internet searches for “HPV Vaccine” [10,11]. In
response, the American Academy of Pediatrics (AAP) issued a state-
ment that there was no scientific validity to these claims, however,
Bachman’s controversial comment continued to be more widely
disseminated than the AAP’s authoritative response, despite her
lack of any formal health care training or political experience as
a member or leader of a government health committee [12]. The
dissemination of vaccine misinformation by a politician changed
the conversation of HPV from one of science and public health
information regarding vaccine dosing, durability of protection, eli-
gibility to receive it, and the diseases prevented to one on vaccine
politics [12].

Political attitudes are known to align with certain healthcare
beliefs and practices at the patient, provider, and community level.
This influence may be direct, indirect, or epiphenomenal. More
likely, the influence stems from a combination of all three given
the complex sociopolitical factors involved. Specifically, physicians
who self-identify as Republican assess patient health issues,
including firearms, abortions, and marijuana use, differently than
those who identify as Democrat, each offering treatment plans in
concordance with their political ideologies [13]. Similarly, health
outcomes have been associated with political partisanship. For
example, national infant mortality rates tend to be lower during
Democratic presidential terms [14]. Republican presidential candi-
dates have higher support in counties reporting higher rates of
obesity [15]. Even vaccines, while not as partisan a topic as abor-
tions or firearms, were brought into the 2016 US presidential
debates. Republican candidate and now President, Donald Trump,
repeatedly insisted that there is a link between vaccines and aut-
ism, and incorrectly stated that spacing out vaccines would
decrease the incidence of autism [16]. At the same time, Republi-
can candidate and pediatric neurosurgeon, Dr. Ben Carson, made
the unsubstantiated argument that “a lot of pediatricians now.. ..
are cutting down on the number and the proximity in which those
[vaccines] are done.” [16] Due to the public health implication of
politicizing immunizations, the relationship between political ide-
ology and vaccination behaviors needs to be explored to most
effectively drive necessary changes to keep our adolescents pro-
tected from the future development of HPV-associated cancer. In
this work, we aimed to describe the relationship between state-
level HPV vaccine completion rates among adolescents ages 13-
17 years and state voting patterns during the 2016 US presidential
election. Our findings will highlight sociopolitical associations with
areas of unimmunized adolescents to guide future interventions
aimed at improving HPV vaccine uptake and ultimately reducing
HPV disease-associated morbidity and mortality.

2. Methods

For each of the 50 US states, we recorded the percentage of the
state’s population which voted for the Republican and the Demo-
cratic presidential candidates during the 2016 US presidential elec-
tion [17]. If a higher proportion voted for the Republican candidate,
the state was classified as a “Red” state. If a higher proportion
voted for the Democratic candidate, the state was classified as a
“Blue” state. State-specific adolescent immunization rates were
obtained from the 2016 National Immunization Survey-Teen,
including HPV vaccine series initiation, HPV vaccine series comple-
tion, and receipt of at least one dose each of tetanus-diphtheria-
acellular pertussis (Tdap) vaccine and conjugate quadrivalent
meningococcal vaccine (MCV4) [1].

State-specific sociodemographic factors obtained from the US
Census Bureau included the percentages of the population in the
following categories: age between 10 and 19 years, minority race,

individuals and families living below the federal poverty level,
medically uninsured children, adults with a bachelor’s degree or
higher, and median household income.

3. Statistical analysis
3.1. Unadjusted associations and red-blue differences

Bivariate linear regression was used to assess the unadjusted
relationship between state-level vaccination rates and the percent-
age of votes casted for the 2016 Republican presidential nominee.
Means for vaccination rates and for sociodemographic variables for
“Blue” and “Red” states were compared using independent t-tests
and 95% CI for mean differences. Bivariate linear associations
among vaccination rates and sociodemographic variables were
evaluated using t-tests and confidence intervals for Pearson corre-
lation coefficients.

3.2. Identification of potential confounders

In addition to the correlation analysis described above, bivariate
logistic regression was conducted to determine which sociodemo-
graphic variables best predicted “Red” or “Blue” state classification.
We conducted multicollinerarity analysis for this subset of strong
predictors using variance inflation factors, partial correlation anal-
ysis and eigenvector weighting patterns. Based on the results of the
logistic regression and multicollinearity analyses, the percentage
of medically uninsured children and the percentage of adults with
a bachelor’s degree or higher were used as covariates to produce
adjusted mean estimates of vaccination rates for “Red” and “Blue”
states. These two variables likely reflect the potential role that par-
ental education and insurance barriers may play in vaccine uptake
within families.

3.3. Adjusted differences in red-blue vaccination rates

Multiple linear regression was then used to compare the vacci-
nation rates between “Blue” and “Red” states, adjusting for these
two covariates. Variable entry for the regressions was hierarchical,
with change in R? and percent change in the estimated coefficient
for state classification noted at each step. The covariates were
(grand) mean centered for the regression analysis. Standardized
mean differences (Cohen’s d) were calculated for all adjusted
effects of political party. Tests of model assumptions, model fit
and influential data points were conducted for all regression anal-
yses. Outlier rates were observed for some states (RI, NV and UT),
but sensitivity analysis indicated they had no substantive impact
on results and these states were retained in the final regression
models.

All interval estimation for mean differences in adjusted and
crude vaccination rates and for bivariate correlations was carried
out using bootstrap resampling methods, which provided a robust,
non-parametric supplement to the t-test results. The bootstrapped
bias corrected and accelerated (BCa) 95% confidence interval esti-
mates were based on distributions of 5000 re-samples. A priori
level of significance was set at 0.05, two-tailed. Statistical analysis
was conducted using IBM SPSS version 24.

4. Results

Based on the 2016 US presidential election results, we classified
30 (60%) and 20 (40%) states as “Red” and “Blue” states, respec-
tively. Compared to “Blue” states, the “Red” states had a higher
percentage of 10-19 year olds, individuals and families living
below the federal poverty line, and medically uninsured children,
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while having a lower median household income and percentage of
adults with a bachelor’s degree or higher (Table 1). There were no
differences in percentage of population of minority race (p > 0.05).

Compared to “Blue” states, “Red” states had significantly lower
unadjusted HPV vaccine initiation (56% vs 66%, p < 0.05) and com-
pletion rates (39% vs 50%, p <0.05); yet had similar unadjusted

Table 1
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rates of Tdap (88% vs 89%, p >0.05) and meningococcal (79% vs
83%, p > 0.05) vaccinations (Table 1). Fig. 1A and B show the rela-
tively weak linear relationship between the percentage of state-
casted votes for the presidential Republican nominee and Tdap
and MVC4 vaccination rates. In contrast, Fig. 1C and D and Table 2
show the comparatively strong inverse relationships between the

Vaccination rates, sociodemographic and economic characteristics of US states by the political party of the candidate receiving the higher proportion of the vote statewide during

the 2016 US presidential election.

Republican (n = 30) Democrat (n =20)

Characteristic Mean (SE) Mean (SE) Mean Difference t P 95% BCa CI for Mean Difference
"HPV? Initiated (%) 55.70 (1.23) 66.35 (1.65) -10.65 —5.28 <0.001 [-14.71, —-6.59]
"HPV? Completed (%) 39.08 (1.17) 50.24 (1.64) -11.14 —5.69 <0.001 [-15.08, —7.20]
Tdap® (%) 87.79 (0.79) 88.86 (1.00) 1.1 ~0.87 0.388 [-3.64, 1.44]
MCV4© (%) 78.64 (1.98) 83.37 (1.64) ~4.73 -1.73 0.09 [-10.38, —0.78]
“State Population Ages 10-19 (%) 13.35 (0.16) 12.76 (0.11) 0.59 2.72 0.009 [0.15, 1.03]
Minority Races (%) 18.16 (1.80) 22.61(3.12) —4.45 ~135 0.183 [-11.07, 2.17]
‘Median Household Income (USD) 51,729 (1220) 62,488 (1832) -10759 ~5.09 <0.001 [~15007, —6510]
"Population in Poverty (%) 15.55 (0.52) 12.84 (0.62) 2.71 3.31 0.002 [1.07, 4.35]
‘Families in Poverty (%) 11.17 (0.48) 8.99 (0.53) 2.18 2.98 0.005 [0.71, 3.65]
‘Uninsured Children (%) 6.52 (0.44) 4.46 (0.46) 2.06 3.12 0.003 [0.73, 3.86]
'BA or Higher Degree (%) 26.72 (0.55) 33.74 (0.99) -7.02 ~6.69 <0.001 [-9.13, —4.91]
Non-Medical Exemptions (%) 2.40 (0.43) 2.40 (0.33) 0 0 >0.99 [-1.01, 1.01]
" p<0.05.
¢ HPV human papillomavirus.
b Tdap tetanus-diphtheria-acellular pertussis vaccine.
¢ MCV4 conjugate quadrivalent meningococcal vaccine.
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Fig. 1. Correlation between percentage of each state’s population that voted for the Republican presidential nominee during the 2016 US election and state-specific Tdap
vaccination rates (A), MCV4 vaccination rates (B), HPV vaccine series initiation rates (C), and HPV vaccine series completion rates (D).
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Fig. 1 (continued)

percentage of state-casted votes for the presidential Republican
nominee and HPV vaccine initiation and completion rates
(r=-0.65). Rates of HPV vaccine initiation, HPV vaccine comple-
tion, Tdap and MCV4 were all moderately (0.3 <r <0.5) or strongly
(r > 0.50) associated with each other. HPV vaccine initiation and
completion rates positively correlated with household income
and educational attainment, while negatively correlating with
measures of poverty and percentage of medically uninsured chil-
dren. In contrast, Tdap (r=-0.46, 95% CI[-0.66, —0.23]) and
MCV4 vaccination rates (r=-0.27, 95% CI[-0.49, —0.03]) signifi-
cantly correlated only with the percentage of medically uninsured
children. The bivariate correlation analysis showed that the
sociodemographic factors associated with vaccination are largely
the same as the factors shown to differ between “Blue” and “Red”
states (Table 1).

After adjusting for sociodemographic confounders, the
regression-adjusted mean rate for HPV vaccine initiation remained
significantly lower for the “Red” states than the “Blue” states (57%
vs 65%, p =0.006, 95% CI[-13.47, —1.88], d = —0.84). The adjusted
R? for the model including the medically uninsured children and
educational attainment covariates was 35%. Although the adjusted
mean difference (8.4%) was 21.5% smaller than the unadjusted dif-
ference (10.7%), neither covariate was statistically significant. Sim-
ilarly, the regression-adjusted mean rate for HPV vaccine

completion remained significantly lower for “Red” states than
“Blue” states (41% vs 48%, p=0.011, 95% CI[-12.64, —1.74],
d=-0.78). This adjustment reduced the crude mean difference
(11%) by 35.1%, with an adjusted R? for the model of 44%. Neither
the percentage of medically uninsured children (p = 0.06) nor the
percent of adults with a bachelor’s degree or higher were signifi-
cant (p=0.21) in this model. HPV vaccine initiation and vaccine
completion rates, on average, were lower in the “Red” states than
in the “Blue” states, with or without adjustment for potential
sociodemographic and economic confounders.

Adjusted mean Tdap vaccination rates did not differ between
“Red” and “Blue” states (89% vs 87%, p=0.35 95% CI[—1.96,
6.60], d = 0.28). While the percentage of medically uninsured chil-
dren was a significant predictor for Tdap vaccination (b = —0.49,
p=0.001) with an adjusted R? for the model of 18%, the educa-
tional attainment covariate was not significant (b=0.12,
p = 0.435). Adjusted mean MCV4 vaccination rates also did not dif-
fer between “Red” and “Blue” states (80% vs 81%, 95% ClI for differ-
ence [-7.47, 7.26], p =0.759, d = —0.09). While the percentage of
medically uninsured children was a significant predictor in the
model (b=-1.19, p=0.05 95% CI[-2.29, —0.12]), educational
attainment was again not significant (b=0.15, p=0.68). The
adjusted R? for this model was 8.0% and the model was a signifi-
cant fit for the data (F(3,46) = 2.46, p = 0.075).
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Table 2

Human papillomavirus vaccine completion rates by state in rank order of the percentage of the state’s population that voted for the Republican nominee during the 2016 US

presidential election.

Republican votes HPV VC rates

Republican votes HPV VC rates

State % % State % %

West Virginia 68.5 41.2 Arizona 48.7 44.1
Wyoming 68.2 26.7 Pennsylvania 48.2 51.0
Oklahoma 65.3 39.2 Michigan 47.5 44.8
North Dakota 63.0 52.7 Wisconsin 47.2 45.5
Kentucky 62.5 34.0 New Hampshire 46.5 51.2
Alabama 62.1 354 Utah 45.5 30.5
South Dakota 61.5 38.6 Nevada 45.5 39.9
Tennessee 60.7 36.0 Minnesota 449 441
Arkansas 60.6 34.5 Maine 44.9 56.0
Idaho 59.3 36.5 Virginia 444 39.2
Nebraska 58.7 459 Colorado 433 48.0
Louisiana 58.1 41.8 Delaware 41.7 56.9
Mississippi 57.9 29.1 New Jersey 414 42.8
Indiana 56.9 339 Connecticut 40.9 49.0
Missouri 56.8 35.8 New Mexico 40.0 429
Kansas 56.7 35.6 Oregon 39.1 47.5
Montana 56.2 39.9 Rhode Island 38.9 70.8
South Carolina 54.9 29.1 Illinois 38.8 47.8
Texas 52.2 329 Washington 36.8 49.5
Ohio 51.7 41.8 New York 36.5 55.7
Alaska 51.3 433 Maryland 339 48.1
lowa 51.1 45.5 Massachusetts 328 56.6
Georgia 50.8 45.6 California 31.6 49.1
North Carolina 49.8 41.2 Vermont 303 55.7
Florida 49.0 40.4 Hawaii 30.0 54.0

 HPV VC human papillomavirus vaccine series completion.

Only 2/30 (7%) of “Red” states, compared to 8/20 (40%) of “Blue”
states, had HPV vaccine completion rates that exceeded 50%
(Fig. 2). Fig. 3 depicts that 10/30 (33%) of the “Red” states, com-
pared to 13/20 (65%) of the “Blue” states, enacted HPV-related leg-
islation between the years of 2006 and 2016.

5. Discussion

Here we show that “Red” states have lower mean HPV vaccine
initiation and completion rates when compared to “Blue” states.
We also found that, contrary to a previously published study,
HPV vaccine initiation and completion rates negatively correlated
with measures of poverty and percentage of medically uninsured
children [1]. It is possible that the larger proportion of families liv-
ing in poverty and without insurance in “Red” states reflects poor
medical access within these communities. However, with compa-
rable Tdap and meningococcal vaccination rates, access to medical
care does not appear to be the major factor in HPV non-vaccination
since all three vaccines are recommended to be given at the same
medical visit. Moreover, all uninsured and underinsured US chil-
dren under the age of 19 years have access to vaccines at no cost
through Vaccines for Children (VFC), a federal entitlement program
created as part of the 1983 US Congressional Omnibus Budget Rec-
onciliation Act (OBRA) [18]. These vaccines are provided, at no-
costs, by the federal government via the state government to reg-
istered VFC providers.

It is not surprising that population-based vaccination patterns
align with voting patterns. Individuals identifying as Republicans,
or political conservatives, express a lesser degree of trust in the
government and its experts [19]. Confidence in government, on
the other hand, is strongly associated with willingness to receive
vaccine, an observation that was particularly striking during gov-
ernment distribution of the 2009 monovalent HIN1 influenza vac-
cine [20]. In contrast to a previously published study that
evaluated 2012 state-level voting patterns and adolescent immu-
nization rates that showed higher immunization rates in “Blue”
compared to “Red” states for HPV, Tdap, and MCV4 [21], we found

the association of higher vaccine receipt and “Blue” states to hold
true only for the HPV vaccine, likely due to the increase in the
number of states mandating Tdap and MCV4 vaccines for school
entry, further separating this vaccine from the other routinely
administered adolescent immunizations. The approach to using
HPV vaccine has been different from that of Tdap and MCV4 from
the beginning, in part due to the belief that sexual activity needs to
be discussed prior to HPV vaccination and the initial approval and
marketing of vaccine only to girls [22-26]. This type of feminiza-
tion of medical and public health agendas is known to negatively
impact public awareness and provider approach as previously
described for poverty, HIV, and contraception [26].

Feminization of the HPV vaccine has also penetrated policy-
making decisions. The state of Virginia, for example, still only
requires HPV vaccination for females entering 6th grade [27] even
though the vaccination series has been recommended for female
and male adolescents since 2009. Despite enactment of this man-
date, Virginia’s HPV vaccine completion rate is at 39.2%, well below
the current national average [1]. On the other hand, the state of
Rhode Island began to require HPV vaccine for females and males
entering 7th grade in 2015, through Department of Health provi-
sions rather than through legislation. This approach geared
towards all students does not allow for an easy opt-out process.
The state of Rhode Island currently has the highest vaccine comple-
tion rate in the country at 70.8% and remains the only state to
exceed rates of 60% [1]. Strictly-enforced school-mandated vaccine
laws are difficult to pass into legislation, with concerns for govern-
ment intrusion and perceptions of impinging on parental auton-
omy. However, dating back to the early 1900s, the US Federal
Supreme Court ruled that it was within the power of the state to
require vaccinations for school entry for the protection of public
health. Current evidence continues to demonstrate that school-
mandated vaccine laws result in higher vaccination rates among
the middle school cohort [28-30].

While Virginia and Rhode Island are the only US states that
require HPV vaccination for public school attendance, several
others have enacted legislation related to the dissemination of
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Democratic-voting states with HPV vaccination rates > 50%

I Democratic-voting states with HPV vaccination rates < 50%

Republican-voting states with HPV vaccination rates > 50%

I Republican-voting states with HPV vaccination rates < 50%
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Fig. 2. US map stratifying “Blue” and “Red” states by HPV vaccination rates.

educational materials and the organization and funding of vaccine
awareness campaigns. Individuals have partisan-preference with
regards to presented subject content, despite the quality of the
source, choosing sources which typically reflect a similar ideology
to their own personal beliefs [19,30-32]. This behavior, also known
as confirmation bias, where individuals obtain and process infor-
mation in a manner consistent with their existing beliefs influ-
ences how people receive not only political-related information,
but healthcare-related information as well [33]. Furthermore, mes-
sages that are sought after and then repeatedly received tend to
then be viewed as authentic, as Twitter users who are exposed to
primarily negative comments regarding HPV vaccine are more
likely to go on to tweet negative opinions about the vaccine [34].
This type of behavior needs to be considered when developing vac-
cine education and awareness campaigns. Effective awareness,
education, and communication of HPV vaccine within communi-
ties of individuals with a variety of beliefs requires the engagement
of sources with different political views to most effectively and
widely disseminate the cancer prevention message. Such effort

logically requires the support of legislators with a wide variety of
political ideologies.

There are several limitations to our study. We reviewed data
derived from large geographical areas, not from counties or local
communities. State-level data were used because of concern that
migration and mobility between counties, such as families moving
from one county to the next or living in one county and being vac-
cinated in another, would lead to significant variability with more
regional data. However, state data may mask sub-state level differ-
ences. State population may also account for differences in rates,
accounting for differences in public health funding and available
resources for immunization delivery and tracking. Our data collec-
tion method did not allow for gathering information regarding rea-
sons for HPV vaccine acceptance or refusals by individuals of either
political affiliation, nor does it allow for determination of cause and
effect, particularly at an individual level and our results are subject
to ecological fallacy. The vaccination of the older adolescent cohort
may have occurred over 5 years ago, thus reflecting state voting
patterns from a different time. As there may be general shifts in
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Fig. 3. US map depicting enacted states legislation related to HPV disease and/or prevention.

voting patterns over time, we used the 2016 data as a surrogate for
the most recent statewide political tendencies. Political affiliation
does not necessarily take into consideration the wide range of
beliefs within each party. We acknowledge that individuals who
self-identify with a particular political party do not necessarily
share all beliefs of that party. Generally, however, one’s political
affiliation does play an important role in where and how people
obtain information they deem trustworthy.

HPV infection is a known cause of at least six different cancer
types, the majority of which are now vaccine-preventable. Despite
widespread availability and clear evidence that the HPV vaccine is
safe and effective [35-37], national HPV vaccination rates remain
sub-optimal. “Red” states, in particular, have lower HPV vaccine
initiation and completion rates when compared to “Blue” states.
Current interventions aimed at improving HPV vaccine uptake
focus primarily on improving knowledge and awareness about vac-
cine across all stakeholders, including providers, parents, and ado-
lescents. For this strategy to prove most effective, the sociopolitical
factors influencing the dissemination of healthcare information
and guidance related to HPV disease and prevention, needs to be
better understood. Individuals tend to be selective when choosing
partisan-specific sources, whether they be expert opinion, guid-

ance from religious leaders, or announcements from news or social
media, most of which provide information reflecting their own ide-
ologies. The dissemination of vaccine-related information from
government and healthcare-related sources has a low likelihood
of reaching those individuals who distrust government and their
experts. Politicians can certainly influence their constituents via
media outlets emphasizing the need to provide those politicians
with evidence-based, authoritative facts. Politicians who are open
to HPV vaccine and cancer prevention education improve biparti-
san support for HPV vaccine policy, reduce concerns about teenage
sexual activity as a consequence of vaccination, and result in suc-
cessfully enacted HPV vaccine legislation [38]. Future interventions
aimed at improving HPV vaccination rates and ultimately reducing
HPV-associated illness should continue to engage local and
national elected leaders. Statewide immunization coalitions may
offer the unique opportunity to reach and educate this influential
group. Politicians can be highly effective in addressing the perspec-
tives and ideological assumptions of their constituents in the dis-
semination of important messages. When those messages include
information about HPV disease and prevention, it is particularly
important that the information conveyed is accurate, evidence-
based, and void of hyperbole. School entry requirement mandates
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can result in very high immunization rates, but education efforts
using appropriate sources to deliver common, consistent messages
should be optimized first.
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