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To:

    My patients, who taught me that the heart is more than a pump.

My family, who taught me all things are possible.

And Rauni Prihinen King, who taught me the difference between being a physician and being a healer.


INTRODUCTION

Biography of the Heart

The heart I learned about in medical school was a simple mechanical pump, a ten-ounce, fist-size organ that beat an average of 72 times a minute, more than 100,000 times a day. It was a four-chambered muscle, similar to those in whales and sparrows, whose sole purpose was to transport oxygenated blood to the brain and other organs.

I was trained to view the heart as a distinct, isolated organ that could be easily diagrammed and modeled in plastic, that could be regulated by a pacemaker, transplanted with a donor’s, and bypassed during open-heart surgery with the help of a machine.

I was taught that while people might sing of broken or stolen or wounded hearts, in fact this hollow muscle had no relationship to the emotions, intellect, or soul.

My job as a cardiologist was to sit in my office and wait for someone to have a heart attack, then rush in and try to save him. I was trained to be a cool, heroic figure who swooped into the emergency room, found blockages, and opened them.

My role was technical; my tools were catheters and stents, plastic and stainless steel. In the cath lab, where I spent most of my early doctoring years, I worked on patients in the most intimate way possible—on their living, beating hearts—yet they were in a large sense invisible to me. They passed by, a blur of indistinct faces, with lives I rarely had the time to consider. I spent my days propping open their arteries with metal sleeves called stents, without considering why they had closed in the first place.

I was taught that other parts of my patient’s body were for different specialists to manage. Renal, pulmonary, and neuro doctors all had their own regions of expertise.

The mind and spirit were no one’s territory. Ministers, psychologists, massage therapists—professionals in the outside world—would be the ones to deal with whatever trauma, heartache, grief, or other emotions plagued my heart patients.

No one spoke of the other layers of the heart that didn’t appear on a stress test or electrocardiogram: the mental heart, affected by hostility, stress, and depression, the emotional heart that could be crushed by loss, the intelligent heart that has a nervous system of its own and communicates with the brain and other parts of the body. No one lectured about the spiritual heart that yearns for a higher purpose, the universal heart that communicates with others, or the original heart that beats in the unborn fetus before the brain is formed.

Yet other cultures and spiritual traditions have shared more complex views about the nature of the heart. The Greeks believed the spirit resided in the heart. In traditional Chinese medicine, the heart is believed to store the spirit, shen. The idea of the heart as an inner book, which contains a record of a person’s entire life—emotions, ideas, and memories—appears in early Christian theology, but may have ancient roots that go back to Egyptian culture.

No other part of the human body has been so widely commemorated in poetry, so commonly used as a symbol for love and the soul, so frequently appropriated for religious purposes. The heart shows up in ancient stained-glass windows, on Victorian valentine boxes, in Shakespearean sonnets, and in a thousand love songs.

Yet from an early age, I knew that the human heart held our deepest powers and secrets. Heart disease, with its layers of grief and guilt, stress and love, had blasted a hole through the center of my own family.

On an evening when I was eight years old, my vivacious forty-year-old mother told me she had pain in her chest, then got into bed and died of a heart attack. That my mother—so young and alive—could simply cease to be was a defining event for me, the shock of my young life. My father’s subsequent death from heart disease at fifty, almost a decade later, was surely hastened by this tragedy in our family.

Part of the reason I became a heart doctor was to overcome the powerlessness I felt as a young girl that night in Brooklyn when my mother was taken from me. Perhaps by becoming a cardiologist, I was trying in some symbolic way to reach back in time and heal the hearts in the middle of my family that had stopped beating far too soon.

This book, then, is the story of how I was trained to see the heart as a simple mechanical pump and was led by my patients to appreciate it as a center of great complexity and power.

I view the heart now as a flower, one exquisite layer opening to the next. It is to this large, multilayered heart of feeling and poetry, intelligence and spirit that I have dedicated my life.

Listening to the Heart

It is difficult for most of us to imagine the heart, since until recently, it’s been impossible to actually see.

We’re more familiar with the functioning of our laptops, the operating instructions for our DVDs, than we are with this powerhouse, pounding in the center of our chests. In fact, we rarely even consider the heart unless a doctor warns us that it’s weak or sick or about to fail.

This may be why the sudden sight of her heart on an echocardiogram monitor made my patient, a buttoned-down accountant, burst into tears: “There’s my heart! Oh God, look at it!” she exclaimed, as if she were coming face-to-face with an unexpected wonder or marvel, which indeed she was.

Through imaging technology such as echocardiograms, it is now possible to view what was previously left to dry academic description or floating formaldehyde specimens—our own living, beating hearts.

Yet the total heart in all its complexity and power cannot ever be fully fathomed by simply looking at a screen.

Clearly perceiving the heart involves more than studying an echocardiogram; listening to it requires more than a stethoscope.

Each heart has its own biography, language, and method of revealing its truth, if we know how to listen.

In The Heart Speaks, I will explore what patients have revealed to me about the true nature of this multilayered and complex organ by sharing their stories and their lives as well as the new science that puts the heart at the center of our intelligence, decision-making power, and memory.


Part 1

 The Myth of the Mechanical Pump



ONE

The Unexamined Heart

In my work at the Scripps Center for Integrative Medicine in La Jolla, California, we teach a technique called guided imagery, in which patients are asked to visualize goals for their future lives. But when I was a girl this was called daydreaming, and I did it on my own.

Sitting on the stoop of my grandmother’s brownstone apartment house in Bensonhurst, Brooklyn, where my father, brothers, and I lived after my mother’s death, I watched Mrs. Puleo pushing her colicky twins under the elevated subway to the park; I saw Mrs. Calmino leading her husband home after a night of drinking; and I imagined another kind of life for myself—where I wouldn’t be known for my homemade sausage or crocheted doilies, where I wouldn’t be waiting at a window, darning someone else’s socks.

Even as a child, I was a triple type A personality. I wanted to kick the ball down the street as high as the boys did; I wanted to be the first in my class to read. I wanted to grow into the kind of woman I’d never known but had read about in books—an updated version of Marie Curie, brave in her radium lab, being unwittingly poisoned by the very substance she discovered.

I envisioned my sovereign self in the center of an elaborate future—where I’d have a house of my own with a pool and be engaged in valiant work that would help improve the world.

This was the future I was imagining as I sat on the stoop in Brooklyn. As a girl, I needed this steaming, stifling neighborhood, where everyone knew your business, where the whole street smelled of marinara sauce on Wednesday nights and fried fish on Fridays.

Growing up in the tight-knit, insular world of Brooklyn in the early sixties, I felt as if I were dangling my foot in another century. Italian immigrants and their descendants populated my neighborhood. Climbing roses and backyard grape arbors, lacy Communion dresses and social clubs—in these and other ways, our community was as traditional and family centered as the Italian villages they’d left behind.

With my olive skin and dark hair, I could have stepped out of a sepia photograph of these turn-of-the-century immigrants. I was Italian on both sides of my family, as pure as the olive oil that my grandmother stocked in our family store.

The safe predictability of Bensonhurst was a comfort after my mother’s death from a myocardial infarction. When I looked this up in our dictionary, it read: “the death of heart muscle from the sudden blockage of a coronary artery by a blood clot.” But I still couldn’t understand how this could happen.

At night I pressed my hand over my own heart to calm my fears that it might suddenly stop. I was amazed that I could actually feel my heart, a perpetual drumbeat keeping me alive, unlike my brain or liver.

I became fascinated with hearts, studying the red plastic anatomical model that sat in the back of my science class, that could be taken apart, showing mysterious chambers, vessels, and valves.

In the middle of my Sunday-school book, I scrutinized a depiction of the Virgin Mary, in her rose-colored dress and blue veil, pointing to her own heart, swollen and surrounded by rays of light, as if she were trying to convey a potent secret.

I studied The Sacred Heart of Jesus, a print that hung in a position of prominence in my grandmother’s bedroom: Jesus stood in a white robe, his red heart full of wounds, surrounded by a crown of thorns and a burning fire.

But nothing I saw or read squared in my mind the demise of my own mother, whose heart attack sat in the center of my childhood, a calamity of mythic proportions that was never discussed.

That I had been with her when she died linked us even further, though what lodged in me was the bitter fact that I’d been too young to save her.

I took solace in the family that remained, all stacked in my grandmother’s building, each black-lacquered door opening into a singular, intimate world. No matter what I needed, there was always a haven. If I was hungry, I was handed a plate of pasta from the hot second-floor kitchen of my aunt Rose. When I felt lonely, I opened the door to my cousin Joann’s bedroom for a blaring initiation into Janis Joplin and the Grateful Dead. And when I needed advice or protection, I tucked myself into that warren of heat and thwarted ambition, my grandmother’s apartment.

Short and fierce, her hands strong as a mechanic’s, my grandmother was the matriarch not only of our family but also of the neighborhood, and the one who ran our small family grocery store.

I grew up as her protégée and project, waiting on customers, slicing salami, stocking shelves. I can still see the blue boxes of macaroni and the red cans of condensed milk and feel the coolness of the marble counters on my arms in summer. By her silent example, she taught me a dozen lessons of service and charity, the chief of them being: The customer always comes first.

This wasn’t just sales talk; she meant that you had to take care of people around you before you concerned yourself with profit. When our next-door neighbor Mr. Rico woke us in the middle of the night because his boy was sick, my grandmother heaved herself from bed, her long braid trailing down her back, and maneuvered down the steep stairs to open the store and get him a quart of milk. She walked through rain to deliver rations to bedridden Mrs. Riley; she always scraped up quarters to loan from the bottom of her big black purse.

She had imported more from Italy than the plum tomatoes and Romano cheese we sold at the store. She’d also brought with her old-world ways I loved—peasant meals of beans and pasta, a backyard garden of basil and arugula, our family suppers and after-dinner walks.

In our neighborhood, everyone felt bound together—they understood who they were and where they belonged. This communal atmosphere infused me with a feeling of safety and connection; the sense of community was a great environment for the heart.

Of course, there was also a dark side to all that predictability and conformity. If you were an outsider, like the African-American family who haplessly migrated onto our block one summer, you were treated to scalding bigotry and excluded from the fold.

And the barriers hemming in women weren’t visible, but they were as sharp as wire: After graduation, girls like me were still expected to find a local boy and settle down to a domestic life that would be dominated by raising children. Down the street or up the block, that was how far most girls in my neighborhood got—no farther than their mothers.

But this wasn’t for me. My mother had lived long enough to instill in me the value of independence, and my grandmother had created an environment that allowed me to thrive.

“Make sure you’ve got your own, Mimi,” my mother used to say when she cooked my breakfast. “When you’re independent, you don’t owe anyone. You can always take care of yourself.”

I tucked this away for later consumption; I knew that as much as I needed this neighborhood now, someday I’d also need to leave it.

Unbeknownst to me, at the same time I was growing up in Bensonhurst, a similar world of Italian immigrants was being studied for their extraordinary lack of heart disease. Dr. Stewart Wolf, a physician, and John G. Bruhn, a sociologist, had embarked on a long-term study of the inhabitants of Roseto, Pennsylvania, from 1935 through 1984.1

Despite the community’s smoking, eating a fatty diet, and spending their days in the hazardous labor of slate quarries, the citizens of Roseto, the researchers discovered, appeared to be almost immune to heart disease, dying at a rate only half that of the rest of the country.

Roseto’s early Italian immigrants had built their own culture of cooperation after being ostracized by the Welsh and English, who’d once dominated their small area of eastern Pennsylvania. They created a kind of civic spirit, celebrating religious festivals and family occasions together, evolving into an intensely connected community.

In Roseto, as in Bensonhurst, neighbors looked after one another, generations lived together under a single roof, and the elderly were included as part of a close-knit web. Church festivals, social clubs, and family dinners brought people together and served to ward off isolation and loneliness.

Through the 1960s, Roseto was characterized by stability, predictability, and conformity. Families lived in small homes on tightly packed streets; neighbors often filled one another’s kitchens after dinner. Since any display of wealth was discouraged, the distance between rich and poor was diminished. The work ethic was paramount: A common goal shared by nearly everyone was a better future for their children.

In the end, the researchers decided that the Roseto Effect on heart disease was caused by something that couldn’t be measured in a lab—social networks, civic interconnectedness, stability, and predictability.

“People are nourished by other people,” said Wolf, noting that the characteristics of tight-knit community were better predictors of healthy hearts than cholesterol levels or smoking.2

Many studies have corroborated the powerful effect that social and cultural factors play in health and cardiovascular functioning. The “biophilia” hypothesis—that living things yearn for proximity to other living things—translates, in the case of humans, to the fact that most of us of us are happiest and healthiest around others.3 For much of history, humans have lived together in intimate groups, banding together as a matter of survival. Now many of us live spread out and cut off, without the leagues, guilds, and clubs that once gave us a sense of connection to our communities.

    In studies conducted in Alameda County, California, and North Karelia, Finland, thousands of participants were observed for five to nine years. Compared with participants who felt most connected to others, socially isolated participants demonstrated a two- to threefold increased risk of death from heart disease and all other causes. Strikingly, these results were independent of other cardiac risk factors.4, 5

In the beta-blocker heart attack trial reported in The New England Journal of Medicine, male heart attack survivors who were socially isolated and had a high degree of life stress had more than four times the risk of death from heart disease and other causes than men who reported low levels of isolation and stress.6 And a study of more than four thousand men of Japanese ancestry living in Hawaii found that social networks were protective against coronary artery disease during a seven-year period. This protection was independent of known health hazards such as high blood pressure and cigarette smoking.7

The researchers studying Roseto predicted that younger community members would not remain satisfied with the traditional values of their parents, and they were correct. As the next generation grew up and went to college, they became less concerned with Roseto’s communal way of life and more focused on material success. They began to show off their wealth by buying larger cars and single-family homes on the outskirts of town.

When the researchers returned in the 1970s, they found a changing landscape—the close-knit community that had been heart-protective was rapidly disappearing. Young professionals were driving their cars out of the community for sedentary white-collar jobs. They fenced in their yards and grew more self-centered, retreating into their nuclear families instead of focusing on the larger clan.

Wolf and his colleagues discovered that the village’s social changes were accompanied by increased health problems. By the seventies, Roseto’s resistance to heart disease had been reversed, and the first heart attack of a person younger than forty-five occurred in 1971. The rate of heart disease continued to rise until it eventually reached the national average. The town had lost its statistical uniqueness. The golden age of Roseto had passed.

And in our own little microcosm of Bensonhurst, we followed suit. The changes that Roseto began seeing were also ones that began affecting us.

On our street, increased prosperity meant less walking and a congestion of Chevys and Buicks; pasta was replaced by my father’s new favorite dinner, sirloin and blue cheese. Backyards were fenced in with chain-link and picket; commuters left the neighborhood for suburban jobs. Old Mrs. Esposito and Mr. Como disappeared from the upstairs bedrooms of their children’s houses into nursing homes.

Eventually, an appliance store appeared on the corner of Thirteenth Avenue, replacing Falcones’, the newspaper and candy store that had been a neighborhood meeting place for years. Falcones’ was where you went if you lost your key or were looking for your father, or if you were simply lonely and wanted to stand amid the gossip before heading back out into the cooler, more anonymous world.

After forty years at the same spot, the Falcones vanished, back to Italy, some said. Taking their place behind the plate glass were cool white washing machines, dishwashers, vacuum cleaners, and air conditioners.

“Where will everyone go when they need to talk?” I asked my aunt Rose, but she only shrugged and shook her head.

If my great-grandparents from Calabria had suddenly materialized in our apartment, dragging their farm instruments behind them, they would have been shocked by how technology, automation, and leisure began transforming life during the sixties. They would have been amazed at how much time we spent slumped in front of the TV as our clothes and dishes were automatically washed. They would have been dismayed by how isolated and sedentary we’d become.

We’ve lost track of the sheer physicality and interdependence that characterized life up until our century—the bread baking, butter churning, fire tending, rug beating. A household task as simple as laundry once was a daylong labor, involving scrubbing, wringing, hanging—all weight-bearing, cardiac-stimulating work.

The average person lives an extraordinarily easy life compared with that of our forebears—driving a car even short distances; taking elevators instead of climbing stairs; regularly eating butter, ice cream, cheese, and other rich foods that once were luxuries, made by hand. Seven out of ten of us are not involved in physical exercise of any kind. In fact, the typical modern person is now involved in exertion—at home or work—only half as many hours as in the nineteenth century.8

That the average worker now earns his or her living without ceaseless physical toil is certainly an accomplishment. It’s hard to romanticize the days when a woman spent all day washing bedclothes by hand and lugging them out to dry.

Before 1900, cardiovascular disease was relatively rare; people were more likely to die from pneumonia, influenza, or tuberculosis. The life expectancy of the typical American has nearly doubled—from a little over forty at the beginning of the twentieth century to seventy-seven at the start of the twenty-first. While it is definitely a positive development that life is becoming steadily longer, these increased years have often been accompanied by chronic disability and illness. Cardiovascular disease is the leader of the list, the prime killer in the United States, claiming more lives than the rest of major causes of death.9

Meanwhile, in my own private world, my father, Joseph, was a silent addition to these terrible statistics. He died of a heart attack, nearly a decade after my mother, leaving our surviving family as baffled in the face of this mysterious disease as we’d been before.

My grandmother, born in the 1890s, was the last of the old-world clan in Bensonhurst. She was the last of the peach pickers, the noodle makers, the elders who knew the middle name of every child on the block.

By the time of her final illness, however, technology had not only swept through our neighborhood but had also pervaded the world of medicine. Hearts that stopped beating could be shocked alive with defibrillators. Ventilators pushed air and oxygen into exhausted lungs. Artificial hydration extended life in those who could no longer eat, but it also prolonged their dying. Instead of patients being surrounded at home by friends and family, it was not uncommon for them to end up alone in a sterile hospital room.

My grandmother wanted none of these life-extending procedures. She may not have understood the technical facts of her congestive heart failure—that her narrowing aortic valve was causing her heart to overwork, creating fluid retention and stiffness of her heart muscle—but she felt the emotional truth of it. She knew her heart was gradually wearing down like an old, faltering clock.

“I don’t want to die in a hospital.” This was the refrain of my grandmother, who, like most of us, wanted to remain in her apartment and spend her final days in peace, not in a room choked with beeping monitors and IVs.

But the availability of these new procedures created medical dilemmas for my family that our ancestors had never had to contemplate. How could my grandmother simply be left in her apartment when there was technology at the medical center that might prolong her life? Like so many families in this situation, we succumbed.

She was checked in to the hospital, entering a clinical system where symptoms were treated because they could be, because they were there.

But my ancient Italian grandmother knew better than the young technicians with their ventilators and medications that there was nothing they could do for her. And she was right.

She was smarter than us all.

“Everything’s changed!” my grandmother used to exclaim to me about the near century she had witnessed. And it was true—what hadn’t been invented during the last hundred years?

Standing at the kitchen sink peeling potatoes, she used to tick off the advances—moon travel, zippers, atom bombs, antibiotics, computers, Scotch tape.

But behind these advances were other changes that were harder to tally—the anonymity and isolation, the loss of community right outside our Brooklyn blinds.

Most of us realized how these changes affected the way we lived, without considering how profoundly they might also affect the way we would die.


TWO

A Heart, a Spleen, a Leaking Valve

In my position as a cardiologist, it has taken me a long time to have an open heart.

The process of becoming a physician is like being initiated into a secret society—a subculture with its own language, code, and hierarchy, one that doesn’t allow you to show your emotions.

They don’t tell you this, but they teach it to you.

My training started the first day of medical school, in anatomy class, with fifty of us initiates crowded into a lab.

Bright lights, white walls, the sweet scent of formaldehyde. And there in front of us: rows of dead bodies covered up on slabs.

The professor was standing in front of us talking about dissecting procedures, but I wasn’t paying attention, not really. All I could think about were those bodies, lying there—someone’s grandmother, father, wife.

I especially dreaded pulling back the sheet and peering down at those faces, seeing the pierced ears, the curls, the furrows, the particularities that made up a person.

My dissection partner, Carol, and I were assigned to a large-boned woman with a brown page boy threaded with gray.

When it was time to begin our procedure, I drew back the sheet and we both stood there speechless, staring down at the nails still painted coral, the plucked eyebrows, the worn spot on the left-hand finger where a wedding band must have been.

“God, I can’t work on this woman,” Carol whispered.

“Why not?”

“She looks just like my mom.”

I turned my gaze to Carol; she had grown nearly as pale as our corpse.

“Okay, I’ll cut, and you read the instructions.”

Carol blew out a breath and opened the manual. “We’re going to start with her carotid artery.”

I covered the woman’s face again and took out my scalpel.

And so it began. That’s how we made it through.

Like car mechanics, we narrowed and fragmented, zeroed in on an arm, a spleen, a heart valve, so that the woman in front of us gradually disappeared and became a compilation of parts.

After weeks of dissection, we’d cut and sliced so much that we nearly forgot that the flesh we were handling had once been a breathing human body.

One day I entered the class as a male classmate ambled across the room with someone’s leg flung over his shoulder, and it didn’t even faze me. It had happened—I’d entered another realm.

*  *  *

It was not only medical school that taught me to shut down my emotions; many patients even seemed to expect it.

When I was an intern at Cornell in internal medicine, I was taking care of a woman named Ann, who was in her thirties and suffering from leukemia. She was a real trouper, feisty and full of spunk. She and her husband were one of those couples who united under adversity. It seemed to me they were always there, huddled together over a crossword puzzle in the corridor whenever I began my rounds. I’d watched Ann’s diminishment over the months with a kind of terrible awe; first she lost her mass of red wavy hair, then her fresh complexion, then even her eyebrows. But rather than dwell on their losses, she somehow kept upbeat and focused.

“Dr. Mimi, can you think of a six-letter word for seer ?” she asked one day when I was drawing her blood.

“Nope, you’re the brain.”

She was dressed again and out in the hall when I heard her cry out, “ Oracle!I got it!”

I couldn’t imagine where she found her fortitude.

Finally, after she’d struggled through grueling stretches of chemotherapy, there was a spot of light, the long-hoped-for breakthrough. Ann’s tests were clear; she’d gone into remission. Her next stop was Sloan-Kettering for a bone-marrow transplant.

I felt a great surge of relief the day I watched Ann walk out of the Cornell lobby, slender as a heron, with her blue dress and bald head, her arm hooked through her husband’s. This was why I was becoming a doctor, I said to myself. This was the miracle of modern medicine.

Ann returned home to great fanfare. According to accounts I gleaned from the nurses’ station, her family threw parties that weekend, and relatives came from all over the country to celebrate her return. Gradually, she slipped off my radar screen, replaced by the never-ending line of other pressing patients.

So I was surprised a few weeks later when I ran into her husband up on the floor.

“What are you doing here? I thought Ann was headed to Sloan-Kettering.”

Her husband avoided my eyes and attached his gaze to a spot down the hall. He looked weary, with a stubbled beard. “Ann started talking strangely last week—a kind of babbling—so we brought her in again.”

I tried to keep my face from showing what I’d immediately surmised—that the cancer had most likely traveled to Ann’s brain.

Later that evening I steeled myself and walked into the room to see her.

“Hey, Ann,” I said, touching her slender arm. She looked up at me oddly, with a squint, as if she weren’t sure who—or even what—I was. There had been massive deterioration in the weeks since I’d seen her. She had great difficulty focusing on our conversation, and her eyes wandered around the room. Her husband, sitting by her side, attempted to orient her, but it was nearly impossible.

I tried my best to continue my banter, to remain upbeat and cheerful, but seeing her like this when we had all had such hope, I felt something slip from under me.

My face began that wobbly tremor that was a precursor to tears. Then, sure enough, tears filled my eyes. I patted Ann’s hand and walked quickly out into the corridor.

Her husband was on my heels, furious. “That was completely unprofessional, showing your emotions like that,” he said. “It’s telling her there’s no hope.”

It was one thing to have a colleague tell me to toughen up; it was quite another hearing it from a patient’s husband.

It was a terrible lesson, one I took to heart. I simply can’t reveal my feelings.

In some deep part of myself, I reinforced the brick wall that was already surrounding my emotions.

During all my years of training, only one voice dissented from this view of cool, clinical detachment: an elderly doctor whom I encountered during professor rounds when I was interning at Cornell.

Silver-haired and stooped, stethoscopes and reflex hammers stuffed in his pocket, he looked like a relic from another century.

I was brash and arrogant, having just graduated number one in my medical-school class. Watching him, I found myself thinking: I know all the latest techniques. What’s this old geezer going to teach me?
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“This is an honest, informative, and moving book by a leader in the
transformation of medicine and health care. I recommend it.”

—ANDREW WEIL, M. D., author of Healthy Aging
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