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BACKGROUND: Chronic pain is a prevalent health con-
cern in the United States (US) and a frequent reason for
patients to seek primary care. The challenges associated
with developing effective pain management strategies can
be perceived as a burden on the patient-provider
relationship.
OBJECTIVE: This study explored the relationship be-
tweenpatients’ overall satisfactionwith their primary care
providers (PCPs) and their satisfaction with their chronic
pain treatment, as well as the provider behaviors that
contributed to chronic pain patients’ satisfaction with
their PCPs.
DESIGN: Concurrent nested mixed-methods design
PARTICIPANTS: 97 patients with chronic pain who were
assigned to the usual care arm of the Pain Program for
Active Coping and Training (PPACT) study.
APPROACH: We analyzed phone interview and survey
data (n = 97). Interviews assessed provider behaviors that
led to patient satisfaction. Interview transcripts were an-
alyzed based on a content analysis approach. Survey re-
sponses assessed patient satisfaction with primary care
and pain services. We calculated a Pearson’s correlation
coefficient using five response categories.
KEYRESULTS: Interviews revealed that high satisfaction
with primary care was driven by five concrete PCP behav-
iors: (1) listening, (2) maintaining communication with
patients, (3) acting as an access point to comprehensive
pain care, (4) providing an honest assessment of the pos-
sibilities of pain care, and (5) taking time during consul-
tations with patients. In surveys, participants reported
higher satisfaction with their primary care services than
with the pain services they received; these variables were
only moderately correlated (r = 0.586).
CONCLUSIONS: Results suggest that patients with
chronic pain can view the relationship with their PCPs
as positive, even in the face of low satisfaction with their
pain treatment. The expectations that these patients held
of PCPs could be met regardless of providers’ ability to
successfully relieve chronic pain.
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INTRODUCTION

Approximately 20% of US adults report chronic pain1–4; it is
one of the most frequent reasons patients seek medical care.3, 5

Chronic pain disproportionately impacts women and older
adults,2 and most individuals with chronic pain also experi-
ence comorbid medical and mental health conditions.6–8 Pri-
mary care providers (PCPs) deliver the majority of care for
chronic pain.9 Unfortunately, accessing effective treatment
options for chronic pain can be challenging for many patients.
PCPs report feeling inadequately trained to appropriately treat
patients with chronic pain,10,11 and conflicts surrounding the
prescription of opioids can complicate the patient-provider
relationship.12–14 Patients with chronic pain report negative
experiences establishing credibility with their PCPs, as their
conditions are often medically unexplained.15

A positive relationship between patients and their PCPs is
fundamental to good patient care, especially for patients with
chronic pain.16 The approach PCPs adopt in engaging with
patients has been shown to influence health outcomes17 and
patients’ beliefs and attitudes about pain.18 Providers’ com-
munication behaviors are an important factor that drives pa-
tient satisfaction.19 Specifically, patient satisfaction is associ-
ated with trusting one’s PCP, feeling listened to, and being able
to communicate with one's PCP in between visits.20

Researching patient-provider communication about chronic
pain care is important, yet remains underexplored.21,22 A
recent study23 identified strategies PCPs can employ to build
trust and develop positive relationships with patients with
chronic pain. Patients who had recently visited their PCPs
for pain-related concerns appreciated the listening skills of
PCPs, found it important to be believed about their pain, and
wanted to receive a clear diagnosis. It has also recently been
shown that reducing opioids for patients with chronic pain
does not negatively affect satisfaction with their PCPs.24

However, most previous studies do not distinguish between
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patients’ perceptions of their relationship with their PCP and
their satisfaction with pain management care, or focus on only
one of these areas.25–29 Thus, the degree to which patients’
satisfaction with their providers is driven by their satisfaction
with their chronic pain treatment is unknown.
This mixed-methods study assessed patients’ satisfaction

with their PCPs and their satisfaction with their chronic pain
care treatment, as well as PCP behaviors that patients consid-
ered essential to a positive relationship, independent of pain
outcomes. By highlighting differences in the satisfaction pa-
tients experience in these two domains, this study asks wheth-
er it is possible for PCPs to provide satisfactory care to patients
with chronic pain in the face of challenges in achieving ade-
quate pain management, and explores the behaviors that could
be essential to providing this care.
Analyzing the behaviors primary care physicians can use to

provide satisfactory care to patients with chronic pain is cru-
cial, because finding effective chronic pain management strat-
egies will continue to be a challenge. Shifting our attention
from providing chronic pain relief to fostering high-quality
therapeutic relationships can help address this problem.

METHODS

Study Design and Setting

We collected data for this study from January 2016 to
March 2017 among a subset of patients with chronic pain
assigned to the usual care group of the Pain Program for
Active Coping and Training (PPACT) study at Kaiser
Permanente Northwest (KPNW). PPACT is an effectiveness-
implementation hybrid pragmatic clinical trial conducted
within three different KP health care systems: Northwest,
Georgia, and Hawaii. Details of the study design have been
published previously.30 The study was approved by the
KPNW Institutional Review Board. All study procedures
followed the ethical standards of the responsible committee on
human experimentation and the Helsinki Declaration of the
World Medical Association. Patients were eligible for PPACT
if they (1) were 18 years or older, (2) were a KP health plan
member for at least 180 days, (3) had received long-term opioid
treatment (at least two dispensings of long-acting opioids in the
past 6 months or at least a cumulative 90-day supply of short-
acting opioids during any 4-month period within the past
6 months), (4) had a pain-related diagnosis (as indicated by
ICD-9-CM or ICD-10-CM code) within the previous year, and
(5) reported a pain interference level of 4 or higher (BOn a scale
from 0 to 10, with 0 meaning that pain does not interfere and 10
meaning that pain completely interferes, how has pain interfered
with your general activity during the past 7 days?^).31,32 Chro-
nicity of pain was not an explicit eligibility criterion; a pain
diagnosis and an ongoing prescription of long-term opioid
treatment, however, suggested that the pain condition could be
chronic. Eligible patients were sent a letter describing the study
and invited to participate in an orientation session. Patients

attending the session then had the option to enroll in the study.
Upon enrollment, but prior to randomization, all study partici-
pants responded to a survey by phone which included two items
assessing satisfaction with primary health care services and pain
services in the prior 3 months on a 5-item Likert scale. These
data were collected by trained interviewers.
This analysis reports on a sub-study of PPACT that used a

concurrent nested mixed-methods design,33 using quantitative
survey data collected as part of the main trial along with
qualitative interview data from a subset of participants at the
KPNW site. A portion of participants randomized to the usual
care group (120) were invited to participate in a one-time
telephone interview with study staff. Participants were
contacted up to 3 times by telephone to schedule an interview.
Ninety-seven participants completed the semi-structured
phone interview, which lasted between 20 and 60 min (see
online appendix for interview guide). For this study, we ana-
lyzed only the survey data of the 97 participants who also
completed the interview. Participants were not compensated
for their participation in the survey or the interview.

Electronic Health Records Data

Participants agreed to the use of their electronic health records
data for the 12 months prior to enrollment. To understand
participants’ demographic and clinical characteristics, we
assessed the following: age, sex, race, ethnicity, comorbid
medical and mental health conditions, number and types of
non-malignant chronic pain types, and number of primary care
contacts in the past 6 months (Table 1). The ICD-9-CM and

Table 1 Patient Characteristics

Mean (SD) or N (%)
(n = 97)

Age 61.3 (12.1)
Female 76 (78.4%)
Race
White 90 (92.8%)
Black or African American 5 (5.2%)
Other 2 (2.1%)

Comorbidities
Chronic medical conditions
Cardiovascular disorder 10 (10.3%)
Chronic pulmonary disease 10 (10.3%)
Hypertension 8 (8.2%)
Diabetes 6 (6.2%)
Two or more of above chronic medical

conditions
12 (12.4%)

Mental health comorbidities
Depression 30 (30.9%)
Anxiety 20 (20.6%)
Post-traumatic stress disorder 5 (5.2%)
Other mental health diagnoses 3 (3.1%)

Non-malignant chronic pain (NCP) types
Back and neck pain 58 (59.8%)
Fibromyalgia and general pain 56 (57.7%)
Limb/extremity pain, joint pain, and

arthritic disorders
53 (54.6%)

Other types of pain 46 (47.4%)
Two or more of above NCP types 61 (62.9%)

Outpatient utilization
Total primary care contacts in past 6

months
6.3 (4.6)
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ICD-10-CM codes used to identify non-malignant chronic
pain types came from the Pain Condition ICD-9-CM to ICD-
10-CMCrosswalk and are available on this publicly accessible
GitHub site: https://github.com/PainResearch/PainCondition_
ICD9CM_ICD10CM_Crosswalk. More information about
the development of these criteria is provided elsewhere.34

Characteristics were selected based on their relevance to the
main trial as demographic characteristics and comorbidities of
patients with chronic pain.

Qualitative Data Collection and Analysis

We used several strategies to improve the credibility and
trustworthiness of our data, including using trained inter-
viewers; a semi-structured interview guide; and a formal,
team-based approach to analysis. We validated our findings
by comparing results across qualitative and quantitative data
sources.
Interviews were conducted by a member of the study team

(AF) who has 20 years of experience in qualitative research
and mental health counseling. She had no prior relationship
with any of the participants and was introduced to participants
as a study team member. The goal of the semi-structured
interviews was to assess patients’ perspective on the services
received for their chronic pain condition, including assessment
of provider behaviors that contribute to patient satisfaction
(see online appendix for interview guide). The interviewswere
recorded with participants’ permission.
All interviews were transcribed; transcripts were entered

and coded in the NVIVO 10 qualitative data analysis software.
Using a content analysis approach, the primary author (IG)
developed a code list based on emergent themes that surfaced
during transcript review. Qualitative research team members
(IG, AF, CKM) each coded three transcripts based on the
initial code list, assigning codes to appropriate text segments
throughout the transcripts. They then compared and discussed
codes and refined each code’s scope and definition to resolve
coder disagreements. Additional codes were identified as
needed. The coders agreed on four high-level themes (indi-
vidual, institutional, and relational factors and other) and nine
sub-themes that were relevant for understanding patients’
appraisal of pain care. The primary author then coded all 97
interview transcripts. Analyses for this paper focus on the
codes for customer service experience and treatment plan,
since these codes captured the patients’ impressions of their
chronic pain–specific care plans and their satisfaction with the
chronic pain care they had received from any provider since
being a member of the health plan.
An initial analysis of the qualitative data suggested that the

majority of patients were satisfied with the relationship and
services they received from their primary care provider, while
they were largely unsatisfied with the pain care services re-
ceived (Fig. 1 shows the data analysis process). We therefore
turned to the quantitative data to assess the correlation between
these two items (analysis and results below). Upon completion

of the quantitative data analysis, we returned to the qualitative
data to identify specific provider behaviors that resulted in the
positive assessment of the patient-provider relationship by
study participants, even considering patients’ comparatively
low satisfaction with pain treatment.

Quantitative Measures and Analysis

In the pre-randomization survey, participants were asked BIn
the past 3 months, how satisfied have you been with your
primary care services?^ and BIn the past 3 months, how
satisfied have you been with the pain services you have
received?^ The questions were measured on a 5-item Likert
scale where 1 = Very dissatisfied, 2 = Mildly dissatisfied, 3 =
Indifferent, 4 = Mostly satisfied, and 5 = Very satisfied.
To compare patients’ satisfaction with the primary care

services and pain services received based on the survey data,
we collapsed the item response categories for the two satis-
faction items into three groups: dissatisfied, indifferent, or
satisfied. We then assessed and compared the proportion of
participants with responses in each group for each of the two
survey items. To assess the relationship between patients’
satisfaction with primary care services and pain services, we
calculated a Pearson’s correlation coefficient using all five
response categories. A quantitative data analyst performed
these analyses in SAS v9.4.

RESULTS

Participant characteristics are summarized in Table 1. Most
patients interviewed were white females with a mean age of
61.3 years, reflecting the population who generally experience
chronic pain and receive long-term opioid therapy. The most
frequent pain-related diagnoses were associated with fibromy-
algia and/or widespread muscle pain (57.7%); limb or extrem-
ity pain, joint pain, and arthritic disorders (54.6%); and back or
neck pain (47.4% and 12.4%, respectively). More than half of
respondents were diagnosed with two or more types of non-
malignant chronic pain. Approximately one-third (30.9%) had
a diagnosis of depression and 20.6% experienced anxiety.
They were also frequent utilizers of primary care services,
with a mean of 6.3 contacts in the 6 months prior to study
enrollment.

Patient Satisfaction with Care

The quantitative survey data suggested that the majority of
patients interviewed were satisfied with their PCP relationship
and with the services they received from their PCP (72.2%
satisfied; 20.6% dissatisfied). Pain care services received dur-
ing the same time frame, however, were evaluated as largely
unsatisfying: only 50.5% of participants were satisfied with
the pain services they received, and 27.8% were dissatisfied
(Table 2). Correlation between the two survey items was
moderate (r = 0.586).
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Positive Provider Behaviors in Chronic Pain
Care

During the interviews, about half of respondents spontaneous-
ly described their relationship with their PCPs in very positive
terms in response to a prompt that inquired about the most
helpful services they have received at KP. Analysis of partic-
ipants’ comments identified five PCP behaviors essential for
developing and maintaining positive chronic pain care rela-
tionships: (1) listening, (2) maintaining communication with
patients, (3) providing access to comprehensive pain care, (4)

providing an honest assessment of the possibilities of pain
care, and (5) taking time during individual consultations. Each
behavior is summarized below, with illustrative quotes pre-
sented in Table 3.

1. Listening

Carefully listening to patients’ concerns was considered the
foundation of a good patient-provider relationship. If a PCP
listened carefully to a patient, patients perceived a willingness
to engage with them, to take their concerns seriously, and to
appreciate their understanding of their own conditions. Listen-
ing was also seen as a necessary first step to addressing a
patient’s pain condition.

2. Maintaining communication and responsiveness

Maintaining active lines of communication was important
to many patients. Patients were often unsure of what to expect

Figure 1 Data collection and analysis process.

Table 2 Patient Satisfaction with Health Care Services (n = 97)

Satisfaction with primary
care services

Satisfaction with pain
services

Satisfied 70 (72.2%) 49 (50.5%)
Indifferent 7 (7.2%) 21 (21.7%)
Dissatisfied 20 (20.6%) 27 (27.8%)
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from pain treatment and being able to communicate with their
providers about ongoing treatment was helpful. Patients with
chronic pain also frequently have long and complicated med-
ical histories. Patients we interviewed reported that they would
have to explain their extensive history before being able to
receive help from someone other than their PCP. If their PCPs
were unavailable or did not respond to messages, they did not
feel comfortable seeking care elsewhere. Medication refills
were also a sensitive topic, as many patients relied on highly
regulated opioid prescriptions for their pain management and
thus required ongoing PCP approval for refills. If PCPs and
their teams did not respond to patients’ messages promptly, it
could leave patients without medication.

3. Providing access to comprehensive pain care

Patients generally recognized that few PCPs have special-
ized training in pain management and did not expect them to
offer comprehensive solutions to their pain conditions. How-
ever, they did regard PCPs as experts in navigating pain
services and expected them to be familiar with the services
offered in the health care system. Patients expected PCPs to
inform them about the existing pain treatment infrastructure
and to write them referrals for specialist services for pain
diagnosis and treatment. Patients reported being frustrated
when PCPs relied foremost on offering pain medication as a
solution to their pain conditions.

4. Providing an honest assessment of the possibilities of
pain care

Few respondents had a treatment plan that provided full
relief from pain. While participants appreciated the continuous
involvement of PCPs in assessing additional treatment options
or services, they also emphasized the importance of PCPs
truthfully informing them about the feasibility of identifying
and accessing additional treatment options. Assessing the
potential of additional pain treatment options was a long and
arduous process for many respondents. Although the process
created hope of achieving greater relief from their pain condi-
tions, respondents were wary of developing false hope of
finding relief from their pain if that was unlikely or impossible.

5. Taking time during individual consultations with patients

Respondents were very appreciative of PCPs who took time
to listen to all concerns they wanted to share. Participants were
aware of the time limitations imposed on interactions between
PCPs and patients and noted that their conditions often re-
quired more time than was allotted. If patients were required to
return repeatedly for visits within a short time frame, it im-
posed an additional financial burden due to copay and trans-
portation costs. Respondents therefore placed considerable
value on PCPs’ ability to prioritize patients’ needs and con-
cerns over institutional guidelines.

DISCUSSION

Our goal was to contribute to the literature on patient-provider
communication in chronic pain care. By concurrently

Table 3 Patient Quotes About PCP Care

1. Listening I: What would you say have been the most helpful for you in terms of your pain management?
R: Basically just him [PCP] listening to all of my concerns and acting on them. … He agrees that I know my
body better than he does. So if I think that there’s something wrong, he acts on it.
R: [O]ne of the main reasons why I like going to [my PCP], because he listens to you. And then tells you…
options that might be available to help you.

2. Maintaining communication and
responsiveness

R: I have a very good provider. And he’s very attentive to my needs. And like anything that I need to discuss
with him, he’s always willing to listen. I can email him and he’ll respond like right back. He’s very prompt.
I: What do you think is the most useful thing that your new provider could do to help manage your pain?
R: Stay in communication with me. You know, because right now I’m so fresh out of surgery…and on a
pain management program. And really, it starts with me… communicating with him what’s working for me.
[…] I just think that its communication and learning.

3. Providing access to comprehensive
pain care

R: If I have a problem if [my PCP]’s not real informed about it, she immediately refers to someone that is.
And I find that real reassuring. I mean, we don’t all know everything.
R: I love my primary care doctor. But he wants to fix everything with medication, and that’s not the way that
I want to go. So I have to ask and really push to…I do not even really know what’s available to me, other
than I know that acupuncture and massage is not an option.

4. Providing an honest assessment of
the possibilities of pain care

R: But if they honestly say … it’s hard to know exactly… [H]e said, I’d really like you to try this injection.
…He said, let me know in a week how that’s going.…I appreciate that. I just want honesty.… I do not want
them to say, well, I know this is going to help you. Because then I … I already question this person, you
know?
R (about PCP): He’s great. I like him. As a matter fact, I brought him a gag joke yesterday …. He’s very
honest. Very straight to the point, which is what I need. He wants to do something. I listen to him. We lay
out the values and the disadvantages and make a decision. Do it right there.

5. Taking time during individual
consultations with patients

R: She’s [PCP] great. She’s, you know, the rare breed of doctor now that actually spends time and asks how
you’re doing. She just doesn’t clinically diagnose you. She talks to you too, on terms that you can
understand.
R: But when I explained that I had kind of a complex medical history, … she [PCP] said, yes, but we can
just manage only two conditions per visit. And she was very, you have ten minutes and this is how much
time you have. And I asked if I could like set up appointments, could I set up three ten minute appointments
so I could have thirty minutes so I can get the initial stuff out of the way so that I can trust that we can work
together? And she said, well, no, you have to come back each time. I’m like, you know… But the new
doctor, the other doctor, he said, well…We had an initial thirty-minute appointment and he said, you can call
me and we can have phone visits. So same system, different doctors, different answers. So I’m with a doctor
now that I like.
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analyzing patients’ satisfaction with their chronic pain treat-
ment and exploring drivers of satisfaction, we illustrate the
importance of fostering ongoing patient-provider relation-
ships. Rather than basing their assessment on singular inci-
dents, patients described characteristics that can be fostered
over the course of patient-provider relationships as crucial for
developing and maintaining satisfaction. Specifically, our
study suggests that patients do not base their assessment of
their PCPs on their satisfaction with their overall pain treat-
ment: patients’ satisfaction with their primary care services
was only moderately correlated with their satisfaction with
pain services. In the eyes of patients, the quality of the
patient-provider relationship is determined by PCPs exhibiting
five core behaviors: (1) listening, (2) maintaining communi-
cation with patients, (3) providing access to comprehensive
pain care, (4) providing an honest assessment of the possibil-
ities of pain care, and (5) taking time during individual
consultations.
Our results resonate with existing research that emphasizes

the importance of building provider-patient relationships that
move beyond biomedical approaches when treating chronic
pain.27,35 Other studies among patients with chronic condi-
tions such as obesity or mental health problems have also
emphasized the importance of provider listening and taking
time in influencing patients’ satisfaction.36,37 However, pa-
tients with different chronic conditions may value different
behaviors in primary care providers.38 To our knowledge, the
emphasis that patients in this study placed on an honest
assessment of the possibilities of pain care to address their
pain has not previously been reported.
Research on conversations about opioid tapering between

primary care providers and patients highlights the importance
of reassuring patients of ongoing support for their pain treat-
ment and exploring alternative treatment options together.39–41

Our research points to the potential these conversations hold
for fostering stronger patient-provider relationships. By en-
gaging patients in forthright conversations about the availabil-
ity and accessibility of existing pain management strategies
and programs, providers can demonstrate their ongoing in-
volvement in patients’ chronic pain care. This is also an
opportunity for providers to encourage patients to engage in
non-pharmacological therapies for pain management, which
can serve to clarify expectations for treatment plans and en-
courage patients to take an active role in managing their own
pain. While these conversations might appear challenging, our
research illustrates that patients do not base their satisfaction
with their providers on singular interactions but recognize the
value and importance of an ongoing relationship.
Our results are consistent with other studies finding that

patients with chronic pain perceive listening as a crucial be-
havior in driving treatment satisfaction,20,23 and with a large
body of work linking effective patient-provider communica-
tion to improved satisfaction and clinical outcomes.42 Patients
in this study also explicitly requested that providers take extra
time during encounters. Carefully listening to patients and

maintaining an active line of communication with them ulti-
mately also require providers to be able to devote time to
individual patients. Time constraints, however, pose a chal-
lenge in primary care—especially for patients with chronic
conditions.43,44 Novel institutional approaches are needed to
allow providers to spend more time on patients with chronic
pain.
Our results suggest that patients appreciate their PCPs not

just as generalists but also as care coordinators. Although
primary care is an appropriate facilitator for chronic illness
management,45,46 providing this facilitation requires PCPs to
take additional time and to maintain awareness of the range of
services available to patients with chronic pain. In addition to
familiarity with health care systems, there are also health plan
and insurance limitations that affect the ability of PCPs to refer
patients to specialist services. Care coordinators or case man-
agers could help patients navigate health care systems. Ad-
dressing these barriers could make it easier for PCPs to facil-
itate chronic pain care, improving outcomes for this popula-
tion and reducing long-term health care utilization.
Our study has some limitations. Data were collected in one

delivery system only (KPNW), which limited the diversity of
the population for inclusion in our study and resulted in a
group of participants who were mostly white (92%). Both the
limited racial/ethnic diversity in the sample and the fact that all
patients and providers were operating within the same health
system may limit generalizability of our results to other pop-
ulations. Future research should explore whether the relation-
ship we observed differs by certain patient characteristics,
such as gender and race. The patients were all opioid users,
which does not represent the entire spectrum of patients with
chronic pain. At the same time, opioid users are an important
group of patients with chronic pain. The recent emphasis on
tapering opioids has raised questions about treatment satisfac-
tion and the role the continued prescribing of opioids plays in
maintaining satisfactory patient-provider relationships.41 The
large sample size in this study (n = 97) is an additional
strength. The interviews were presented as an opportunity
for patients assigned to usual care to provide expert feedback
about their chronic pain care. During these interviews, patients
were asked to base their assessment of their pain care not on a
specific patient-provider interaction, but on their overall expe-
riences receiving pain care within the health care system.
Finally, randomization took place after participants completed
the survey, so assignment to the usual care group could not
have affected participants’ satisfaction ratings with their pri-
mary and pain care services.

CONCLUSION

Caring for patients with chronic pain requires navigating
complex interpersonal relationships. This study demonstrates
that patients with chronic pain can be generally satisfied with
their PCPs, even when they are dissatisfied with their chronic
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pain care. This study also illustrates the importance of estab-
lishing ongoing relationships between patients with chronic
pain and PCPs and provides concrete suggestions for building
successful relationships. To support this, institutions must
address the barriers providers face in providing adequate time
and support to these patients.
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