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Methods: We conducted a secondary analysis of Iran’s access to physical rehabilitation
services survey (IAPRSS) in 2019, analyzing data from 2146 PWD nationwide. The selected
variables included sex, marital status, literacy, employment status, type of rehabilitation
service, deprivation of access to rehabilitation services (DARS) and activity of daily living
(ADL). We used the GINI index, Lorenz curve and concentration index (CI) to investigate
inequality and analyzed data using STATA SE software, version 13.1.

Results: The GINI index for DARS was 0.423+0.003. The highest GINI index was observed
in the transport dimension at 0.551+0.003, while the lowest was associated with affordability
at 0.499+0.003. The CI for DARS was -0.062+0.008, indicating that PWD with lower ADL
scores had more deprivation in access to rehabilitation services. Considering the wealth index
as the ranking variable, the CI for the DARS was -0.100+0.010, showing better access to
rehabilitation services for PWD with better socioeconomic status (SES). The CI was higher
for orthotics and prosthetics services -0.131+0.027, indicating that the inequity of accessibility
was higher for this type of rehabilitation service. Inequity of accessibility was higher among
men (-0.117+0.014). Regarding the wealth coefficient, PWD who were rich (coefficient=-2.14,
%95 CI, -2.68%, -1.59%), younger (coefficient=-0.08, %95 CI, -0.77 %, -0.32%) and had
lower ADL scores (coefficient=-0.55, %95 CI, -0.77%, -0.32%) had lower DARS scores.
PWD with high school degree (coefficient=3.54, %95 CI, 0.69%, 6.39%) and those without
health insurance coverage (coefficient=3.42, %95 CI, 1.32%, 5.51%) had higher DARS scores.

Discussion: Despite recent efforts to enhance equity in health access, disability continues to
present an additional barrier to accessing healthcare in Iran. Targeted policies and interventions
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Highlights

e Examining disparities in health access for people with disability (PWD) is crucial for identifying and addressing
barriers to healthcare services, promoting equity and ensuring inclusive and accessible health for all individuals.

o In Iran, there is inequality in rehabilitation service access for people with severe impairments, orthotics, and pros-
thetics, as well as among those who lack insurance coverage. Additionally, the disparities are more pronounced in men
than in women, in individuals with lower educational attainment compared to those with higher education, in older
adults versus younger individuals and in people with disabilities facing economic hardship compared to those in higher
€conomic groups.

e This study underscores the importance of addressing disparities in access to rehabilitation services for marginalized
populations, particularly PWD in middle and low-income regions. We recommend that the main drivers of disparities
be considered when developing targeted policies and initiatives to achieve universal health coverage.

Plain Language Summary

The study investigated the accessibility of physical rehabilitation services for PWD in Iran. It analyzed survey data
from 2146 PWD collected in 2019, focusing on their age, wealth, and access to rehabilitation services. Mathematical
tools, such as the GINI index, were used to identify inequalities. The results showed that PWD with severe disabilities,
those needing orthotics and prosthetics and uninsured individuals face more challenges in accessing services. These
issues were more evident in men than women. Moreover, PWD who are less educated, financially strained, or older
have a more challenging time receiving rehabilitation. This study suggests that policies address these disparities and

create plans to ensure fair health services.

Introduction

chieving universal health coverage

(UHC), a key target of sustainable devel-

opment goals, is essential for ensuring that

health systems do not leave anyone behind

in accessing quality health services. The
health system cannot meet this target without focusing
on vulnerable groups, including people with disabilities
(PWDs). PWD are primarily poor, face widespread stig-
ma, and often face a range of exclusions, including em-
ployment and education [1]. They are also more likely to
experience poor health. They will have a greater need for
health care in general and rehabilitation services in par-
ticular, including a wide range of diagnostic, therapeutic,
and surgical services and rehabilitation assistive tech-
nologies to improve PWD’s performance [2]. Therefore,
more focus on PWD is essential to achieve UHC, mainly
since they constitute 16% of the global population [3],
are often not fully covered by health services [4], and are
vulnerable to financial hardship [5].

Despite the importance of considering PWD’s health
needs, many health systems, particularly in middle- and
low-income countries, have restricted capacity to pro-
vide the services PWD need, causing failure to meet the

needs of PWD effectively and fairly. For instance, fewer
than ten skilled rehabilitation physicians per million peo-
ple in these countries [6] and only between 5% and 15%
of people needing assistive devices have received them
[2, 7]. Lack of access to services and inequality in re-
ceiving the required services, in combination with other
underlying factors (such as sex and age), make PWD the
most marginalized group [8, 9] that has an unpleasant
experience with their disorder [2]. Many adverse health
outcomes of PWD are not solely attributable to their
underlying health conditions or impairments. However,
they result from health inequities stemming from soci-
etal and health system injustices. These factors are re-
ferred to as health inequalities. A global report on health
equity for PWD reported that despite substantial prog-
ress in many countries, the world is still far from real-
izing the right to the highest attainable level of health for
PWD [3]. Inequality to access health worsened for PWD
during and after the COVID-19 pandemic [10].

A recent review of barriers hindering equitable access
to healthcare services for PWD has identified various
obstacles globally, spanning different levels of the health
system (e.g. healthcare costs, insufficiently trained
healthcare professionals, challenges in delivering inclu-
sive and coordinated services) and broader contributing
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factors to health inequities beyond the healthcare system
(e.g. societal stigma, health literacy) [11]. Therefore, to
achieve UHC, health systems must address these barriers
through policies and reforms. More investment in health
equity for PWD through stronger intersectoral collabo-
ration is an obligation of the health system to promote
health equity for PWD and advance global health priori-
ties [3].

Approximately 12 million PWD are estimated to live in
the Islamic Republic of Iran. Iran has undertaken several
initiatives to improve PWD access to health services.
These efforts led to significant improvements in PWD’s
health status. Nevertheless, there are several challenges
to fair access to healthcare. For instance, while an aver-
age of approximately 28.1% of PWD did not have ac-
cess to the required rehabilitation services, those living
in poorer provinces had more needs and less access to
required rehabilitation services [12]. It has also been re-
ported that there is inequality in the utilization of rehabil-
itation services in favor of wealthy Iranian households,
and low-income households have less access to these
services [13]. The wealth index was the most significant
contributor (94.22%) to the observed socioeconomic
inequalities in the use of rehabilitation services among
PWD [14]. These inequalities are avoidable differences
caused by many factors, including the distribution of
health resources. Health resources and infrastructure
are either in short supply or are distributed unequally
between health needs and geographical regions. For in-
stance, the rehabilitation bed density is 0.1 per 100000
people (compared to the standard of 6 per 100000), all
located in cities [15]. It is worth noting that additional dif-
ficulties in accessing health services emerged for PWD
due to sanctions. Recent sanctions have overshadowed
the accessibility of medicine and assistance technologies
to Iranians with disabilities and created countless prob-
lems [16]. In addition to sanctions, the COVID-19 pan-
demic has created more obstacles for PWD to access the
health services they need. Hence, given the emphasis on
eliminating inequalities [17, 18], it is necessary to take
the required collaborative actions to reduce inequalities
in access to health services for PWD.

Examining the extent of disparities in access to health
services is an essential initial step in comprehending the
scope of the issue and establishing a baseline for moni-
toring and evaluating measures to reduce inequality.
However, there is limited evidence in Iran, particularly
at the national level. Therefore, this study examined in-
equality in PWD’s access to physical rehabilitation ser-
vices in Iran. Identifying the scope and nature of these
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disparities will enable policymakers to select suitable
interventions.

Materials and Methods
Data source

The present study used Iran’s access to physical reha-
bilitation services survey (IAPRSS) data. The IAPRSS
was a population-based cross-sectional survey conduct-
ed in 2019. Four validated questionnaires were used to
collect the data. The demographic status of each PWD,
type of disability, housing and living conditions, job, and
income status were also gathered. The first questionnaire
was about deprivation of access to rehabilitation servic-
es (DARS). Shirazikhah et al. developed and validated
a questionnaire [19]. It has 17 Likert-type questions in
four dimensions: Affordability (six questions), transport
(five questions), social support (three questions), and
information (three questions), with five answering op-
tions: Never, rarely, sometimes, often, and always. The
selection of “always” meant more significant DARS.
The second questionnaire was the World Health Orga-
nization (WHO) standard responsiveness questionnaire,
which had seven domains, including prompt attention,
dignity, choice, autonomy, confidentiality, communica-
tion, and basic amenities, with 35 Likert-type questions.
Previous studies have examined the validity and reliabil-
ity of questionnaires for PWD [20, 21].

The last two questionnaires were the Persian versions
of activities of daily living (ADL) and instrumental ac-
tivities of daily living (IADL). With eight questions,
ADL assesses basic daily tasks typically performed by
individuals, such as bathing, dressing, eating, toileting,
transferring, self-care, walking and continence. These
activities are vital for maintaining independence and
function in daily life. On the other hand, the IADL, with
seven questions, assesses more complex activities neces-
sary for community-independent living. These activities
include managing finances, shopping, meal preparation,
housekeeping, transportation, medications, and effec-
tive communication. Previous studies examined the reli-
ability and validity of the Persian versions of ADL and
IADL [22].

Sample selection

The TAPRSS utilized a multistage cluster sampling
method to gather nationwide data. The number of sample
zones was determined by dividing the country into four
zones based on the level of development and population
distribution in each zone [23]. Two provinces were se-
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lected from each zone using systematic sampling. Sub-
sequently, households in each province were randomly
chosen. The total sample size of IAPRSS was 2177, with
2146 PWD responding to the survey. In this study, we
analyzed data from 2117 PWD.

Study variables

While IAPRSS has different variables, we chose some
variables for our analysis, including sex, age, marital
status, literacy, employment, and the type of rehabilita-
tion service PWD need as socioeconomic status (SES)
variables. The Mean+SD of the scores of DARS and its
four dimensions were also included. We converted the
original survey scores between 0 and 100, with higher
scores indicating more significant DARS. We also used
the ADL score as a standard indicator to assess the level
of independence of individuals as a proxy variable for
the need for rehabilitation services in PWD. We also cal-
culated the wealth index to rank SES. The wealth index
was calculated using a set of questions included in the
demographic questions. We calculated the wealth index
for each household using principal component analysis
[24] and household living asset data.

Data analysis

This study calculated inequality using the GINI index
and Lorenz curves. The GINI measures disparities in so-
cial and economic studies and health distribution with-
out considering their needs. The GINI coefficient ranges
from 0 to 1, where 0 indicates equal distribution and 1
indicates total inequality. The present study calculated
the GINI index for the DARS scores.

The GINI was calculated as Equation 1:

ri is the DARS score of person i and 1j is the DARS
score of person j. u is the average DARS score in total
samples, n is the sample size, a and b are=2.

Previous studies showed that PWD with severe dis-
abilities and those who are poor may require more re-
habilitation services [12-14]. The GINI index calculates
inequality without considering needs or SES. Therefore,
the GINI index cannot provide accurate results for in-
equity. Therefore, we used the concentration index (CI)
to calculate inequity. We calculated inequity by ranking
DARS based on ADL score and wealth index. CI range
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is between +1 and -1, in which negative values indicate
that the DARS is intense among PWD with low SES or
PWD with severe disability (low ADL score). Positive
values indicate that the DARS is concentrated among
PWD with high SES or PWD with weak disability (high
ADL score). The measurement scale is a crucial criterion
for selecting the method for calculating CI and GINL
The use of general CI and GINI estimators may have
led to bias. In this study, the DARS scores were bounded
and counted; therefore, we used the Erreygers [25] CI
and GINI indices to avoid bias.

GINI and CI provide holistic and comparable results
that can be used for interpretation and decision-making.
These indices help compare the disparity findings be-
tween different studies and provide valid, flexible, and
precise results [26].

Finally, a regression model was used to determine the
causes of inequality in DARS scores. In the regression
model, we used wealth and ADL scores, age, and educa-
tion status as explanatory variables (because these fac-
tors may affect the inequity in DARS) and DARS as the
dependent variable. Data were analyzed using STATA
SE software, version 13.1.

Results

Of 2117 PWD, 996(47.0%) were women. Among
them, 1172(55.4%) were married, 917(43.3%) were
single, and some chose not to disclose their marital sta-
tus. The mean age of the participants was 44.6+0.4 years.
Additionally, 1184 of 2098 participants (56.4%) were
not economically active. Among the 2124 participants,
281(13.2%) were illiterate, 1225(57.7%) had less than a
high school degree, and the remaining held an academic
degree. Furthermore, 909 participants (42.4%) required
physiotherapy, 243(11.3%) required occupational ther-
apy, 155(7.2%) required speech therapy, 320(14.9%)
required audiology services, 449(20.9%) required op-
tometry services, and 327(15.3%) required orthotic and
prosthetic services.

Table 1 presents the DARS scores and GINI index for
DARS. According to the Table 1, the overall DARS score
averages 28.89+0.40. The highest score was observed in
the information dimension at 31.98+0.52, while the low-
est was in the social support dimension at 24.43+0.52.
The overall GINI index for the DARS was 0.423+0.003.
The highest GINI index was observed in the transport
dimension at 0.551+0.003, while the lowest was associ-
ated with affordability at 0.499+0.003.

Homaie Rad E, et al. Inequality in Access to Rehabilitation Services. IRJ. 2025; 23(1):43-52.
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Table 1. The DARS score and the GINI index

March 2025, Volume 23, Number 1

Mean+SE
. . . GINI Index (Robust Standard
Access Dimension Lower, Upper Limit Error) P
DARS Score
Affordability 30.46+0.48 29.52,31.40 0.499 (0.003) 0.00
Transport 28.67+0.53 27.63,29.71 0.551 (0.003) 0.00
Social support 24.43+0.52 23.40, 25.46 0.531(0.004) 0.00
Information 31.98+0.52 30.96, 33.01 0.549 (0.003) 0.00
Total 28.89+0.4 28.09, 29.68 0.423 (0.003) 0.00

Table 2 presents the CI results for the DARS scores,
considering ADL as a proxy variable for need. The CI
for affordability, transport, and social support depriva-
tion showed that PWD with higher ADL scores had
less deprivation in these dimensions (-0.093+0.009;
-0.092+0.010; -0.062+0.010). The CI for DARS is
-0.062+0.008, indicating that PWD with lower ADL
scores had more deprivation in access to rehabilitation
services.

Considering the wealth index as the ranking variable,
the CI is positive only for the information dimension
0.069+0.014, showing more information deprivation for
PWD with high SES. The deprivation of affordability
was -0.162+0.011, indicating that the rich had a lower af-
fordability deprivation. The CI for the total DARS score

Table 2. The results of the CI for the DARS score
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was -0.100+0.010, showing better access to rehabilita-
tion services for PWD with a better SES.

Table 3 presents the CI results regarding sex and the
type of rehabilitation service that PWDs need. As shown
in the Table 3, the CI was higher for orthotics and pros-
thetics services -0.131+0.027, indicating that the ineq-
uity of accessibility was higher in this type of rehabili-
tation service. In addition, inequity of accessibility was
greater among men -0.117+0.014.

Table 4 presents the results of the regression model.
Regarding the wealth coefficient, PWD who were rich
(coefficient=-2.14, %95 CI, -2.68%, -1.59%), younger
(coefficient=-0.08, %95 CI, -0.775%, -0.32%) and had
higher ADL scores (coefficient=-0.55, %95 CIL, -0.77%

Variables Sample Size

[sT4]
£ Affordability 2128
§
© Transport 2123
8w
= Q
2L Social support 2127

[
gﬂ >
5 Information 2124
c
Q
-é Total score 2121
~
E Affordability 1744
©
3 o Transport 1739
£
ge .
g g Social support 1741
oo bo
C C
I Information 1739
5]
-é Total score 1737

Cl (Robust Standard Error) P
-0.093 (0.009) 0.000
-0.092 (0.010) 0.000
-0.078 (0.010) 0.000
0.017 (0.010) 0.091
-0.062 (0.008) 0.000
-0.162 (0.011) 0.000
-0.112 (0.013) 0.000
-0.195 (0.012) 0.000
0.069 (0.014) 0.000
-0.100 (0.010) 0.000

ADL: Activities of daily living.
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Table 3. The results of the CI given sex and type of rehabilitation services

Variables Sample Size Cl (Robust Standard Error) P
Physiotherapy 730 -0.119 (0.016) 0.000
Occupational therapy 215 -0.019 (0.025) 0.448
S| h th 128 -0.118 (0.032 0.000
Type of rehabilita- peech therapy ( )
tion service Audiology 256 -0.109 (0.026) 0.000
Optometry 345 -0.057 (0.021) 0.007
Orthotics and prosthetics 247 -0.131(0.027) 0.000
Females 778 -0.079 (0.014) 0.000
Gender
Males 940 -0.117 (0.014) 0.000

-0.32%) had lower DARS scores. PWD with high school
degrees (coefficient=3.54, 95 CI, 0.69%, 6.39%) and
without health insurance coverage (coefficient=3.42,
%95 CI, 1.32%, 5.51%) had higher DARS scores.

Discussion

This study investigated disparities in access to physical
rehabilitation services among PWDs in a low-to-middle-
income country, emphasizing the importance of planning
and ensuring equitable access to rehabilitation services.

The results indicated that PWD encounter challenges
when accessing rehabilitation services, particularly when
seeking information about their required health and fi-
nancial resources. Recent reviews highlighted that inad-
equate access to health information and financial support
constitutes significant barriers for PWD seeking health
services [27, 28]. Additionally, Sajadi et al. reported that
accessing health information is a fundamental challenge
for PWD during the COVID-19 pandemic. The WHO
reports that over half of PWD face barriers to accessing
health services due to financial constraints. However,
these access challenges vary across low-income, medi-
um-income, and high-income countries [29].

The results revealed significant disparities in access
to rehabilitation services, raising considerable con-
cerns. According to the global report on health equity
for PWDs [3], health inequity is a pervasive challenge
worldwide. Despite substantial advancements in numer-
ous countries to mitigate this issue, many PWDs con-
tinue to encounter barriers to accessing necessary health
services. This problem has been exacerbated after CO-
VID-19 [10] and is particularly acute in Iran due to sanc-
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tions [16]. Consequently, immediate action is imperative
to address these health disparities among PWDs, which
entails progressing toward the universal realization of
the right to the highest attainable standard of health for
all. Paramount to this endeavor is to establish a national
registry or database system for the systematic collection,
analysis, interpretation, and utilization of data [30]. This
system identifies PWD and their health needs, ensuring
they receive timely and appropriate services. The recent
national action plan for rehabilitation services in Iran
outlines several interventions to reduce health dispari-
ties among PWDs [31]. It is anticipated that the effective
implementation of this plan will ensure that no PWDs
are excluded from receiving the necessary services. To
develop targeted plans to reduce disparities in health ac-
cess, particularly in rehabilitation, it is crucial to identify
the primary drivers of these disparities. Our results high-
light several key factors.

This study highlights disparities in access to rehabili-
tation services among PWD with severe impairments.
This result is consistent with previous research by Sakel-
lariouv and Rotarou, who demonstrated that people with
severe disabilities face higher odds of encountering un-
met needs [32]. When considering different dimensions
of access, inequality seems to be minor regarding infor-
mation for PWDs with severe disabilities. This suggests
that these individuals may have better access to infor-
mation through support organizations like the Iranian
Welfare Organization but still face many other barriers.
Therefore, it is crucial to develop specific interventions
that identify and provide health services based on the
needs of PWD.

Homaie Rad E, et al. Inequality in Access to Rehabilitation Services. IRJ. 2025; 23(1):43-52.
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Table 4. Regression model to find the variables related to changes in DARS

Variables Coefficient SE P 95% CI
Wealth -2.14 0.28 0.000 -2.68 -1.59
Age -0.08 0.02 0.001 -0.13 -0.03
ADL score -0.55 0.12 0.000 -0.77 -0.32
llliterate-base Baseline - - - -
High school degree 3.54 1.45 0.015 0.69 6.39
g Academic degree 0.15 1.77 0.933 -3.32 3.61
% Being employment 0.56 0.97 0.566 -1.35 2.47
Have health insurance 3.42 1.07 0.001 1.32 5.51
Constant 3831 2.27 0.000 33.85 42.77

ADL: Activities of daily living

Moreover, the results revealed pronounced disparities
in access to diverse rehabilitation services, particularly
orthotics and prosthetics. Previous research has also
documented inequities in the availability of orthotic and
prosthetic devices and related services [33, 34]. These
disparities within the Iranian context may stem from the
relatively elevated costs associated with orthotics and
prosthetics compared to other rehabilitation services.
Furthermore, a significant proportion of these services
remain uncovered by health insurance packages, exac-
erbating financial challenges for persons with disabili-
ties seeking access to them [35]. This underscores the
imperative for enhanced efforts to expand coverage of
rehabilitation services, considering cost-effectiveness
analysis.

Our study revealed disparities in access to rehabilita-
tion services among PWD lacking insurance coverage.
These results are consistent with previous research that
underscores the pivotal role of insurance coverage in de-
termining health access for PWD [36]. Uninsured PWDs
are more likely to have limited access to health services.
In light of the national commitment to achieving UHC,
targeted measures should be implemented to enhance
adequate coverage of PWD, particularly in rehabilitation
care.

SES analysis revealed significant disparities in access
to rehabilitation services. These disparities are more pro-
nounced in men than in women, individuals with lower
educational attainment compared to those with higher
education, older adults versus younger individuals, and
PWD facing economic hardship compared to those in
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higher economic groups. Scholars have documented the
critical role of SES in perpetuating health inequalities
among PWD [37, 38]. Although previous studies have
reported more significant disparities among women [40,
41], our results are contradictory. This gender-based dis-
parity may stem from several factors. For instance, men
may be less inclined to seek health services [42]. Addi-
tionally, health systems may inadvertently offer services
that are more accessible to women [43].

Consistent with previous work, education, age, and
economic status were identified as drivers of inequality
in access to health services among PWD [28, 36, 37].
Regarding educational status, PWD with low educa-
tional levels had more difficulty accessing rehabilita-
tion services. Lower educational attainment can impede
health literacy, reduce awareness of available services,
and complicate the navigation of healthcare systems.
Furthermore, educational disparities often intersect with
socioeconomic factors, further exacerbating inequities in
less-educated PWD.

Regarding age differences, our study indicated that old-
er adults face more significant challenges in accessing
rehabilitation services than their younger counterparts.
Accumulated health conditions and disabilities over time
necessitate a more comprehensive rehabilitation pro-
gram for older adults. Additionally, age-related mobility
limitations or cognitive decline can impede the ability to
effectively seek and utilize services.

Regarding income levels, we found that PWD from
lower-income backgrounds encountered more dispro-
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portionate challenges than those from higher-income
backgrounds. Low-income levels may result in limited
access to essential resources, such as quality education
and comprehensive healthcare, financial constraints that
restrict their ability to afford necessary treatments or
medications, and institutional barriers within the health-
care system that predominantly affect economically dis-
advantaged groups. Moreover, these communities may
have limited access to information regarding available
services and fewer advocacy opportunities, further inten-
sifying inequities in-service distribution.

Efforts to reduce SES-related disparities in rehabilita-
tion services for PWD should focus on policy reforms
that enhance service accessibility and educational initia-
tives that improve health literacy among economically
disadvantaged groups. Adopting approaches, such as the
intersectional perspective, can be instrumental in identi-
fying the most vulnerable groups and devising strategic
plans to meet their specific needs [44]. Policymakers
and healthcare practitioners must consider these insights
when crafting inclusive rehabilitation programs to guar-
antee equitable access to PWD.

This study has some limitations. We analyzed the re-
sults using aggregated scores, such as GINI and CI,
which were insufficient for detailed interpretation. The
GINI and CI provide aggregated outcomes for calculat-
ing health and health service utilization inequity. The
results are suitable for comparison studies; however, as
aggregated outcomes are limited, they cannot be used for
detailed analyses and interventions. Another limitation
is that the study was related to its cross-sectional nature.
Therefore, it is better to include the time of injury as an
effective factor for ADL. We did not have access to the
time variable and added it to the regression model. How-
ever, as we used ADL as the proxy variable for need, it

was not crucial to add time as an explanatory variable
for ADL.

Conclusion

In recent years, numerous initiatives have been under-
taken to improve access to health for PWD, yet dispari-
ties in care persist in many low-income and middle-in-
come countries. Advancing equity requires recognizing
the drivers of these disparities and addressing them
through health reforms and policies. This study revealed
inequities in access to rehabilitation services, particu-
larly among those with severe impairments, orthotics,
and prosthetics, as well as among uninsured individuals.
The disparities are more pronounced among men than
women, individuals with lower educational levels ver-
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sus those with higher education, older adults relative to
younger people, and PWD experiencing economic hard-
ship compared to those with higher economic levels.
Policymakers are urged to consider these factors when
developing health plans to tackle equity challenges and
ensure equitable healthcare for all, especially disadvan-
taged groups. These results can be instrumental in plan-
ning purposes in similar contexts.
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