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a number of calls from the King’s Fund 
have extolled leadership and the restruc-
turing of the NHS has culminated in Local 
Professional Networks (LPNs) for dentistry.1–4 
Analogous to clinical commissioning groups, 
the purpose of these networks is to link with 
NHS England, Local Authorities and Public 
Health England to ensure local services are 
clinically led, patient focused and deliver 
outcomes that improve the quality of care.4 
In Japan, the rapid increase in the number 
of older people in the population has led to 
a revision of the remuneration model and 
the development of community dental ser-
vices in an attempt to improve the quality of 

Objectives  Key reforms in England and Japan have called for greater clinical leadership from general dental practitioners 
to deliver improvements in the quality of care for patients. In England, the reorganisation of the National Health Service has 
led to the development of Local Professional Networks to ensure services are clinically led, patient and outcome focused. 
In Japan, the rapidly changing demographics have led to calls for general dental practitioners to become more active in 
meeting the emerging population health challenges. Both require engagement at a strategic and a local level. However, little 
is known about what is meant by clinical leadership in dentistry or what training needs exist. The aim of this study was to 
develop and pilot a questionnaire to understand what general dental practitioners feel is important about clinical leadership 
and how they rate themselves. Methods  A 61-item questionnaire was developed from the literature, an earlier qualitative 
study and refined through cognitive interviews. Questionnaires were distributed to general dental practitioners across the 
North West of England and Tokyo, using random sequence generation. For each item, the participant had to record whether 
they thought the statement was an important component of clinical leadership and how they rated themselves. Both were 
rated using a seven-point Likert scale. Data reduction was undertaken using principal component analysis to examine for 
factor loadings within the questionnaire. Differences in mean scores were also used to highlight substantive differences in 
how general dental practitioners rated the different components of leadership and how they rated themselves. Results  The 
response rate for the pilot was low (22.9% and 7.5% for North West and Tokyo respectively). The items that were considered 
to be important in leadership reduced to two components in the North West (accounting for 62.1% of the total variance): 
‘How to lead’ and ‘How not to lead’. In Tokyo, 56.4% of the total variance was explained by three components: ‘Demonstrat-
ing personal qualities’, ‘Working with others’ and ‘How not to lead’. When the self-rated items were reduced, three factors 
were found to be important in the North West: ‘Working with others’, ‘Setting direction’ and ‘Managing services’ (55.1% 
of the variance). ‘Working with others’, ‘Demonstrating personal qualities’, ‘Pragmatism’, ‘Setting direction’ and ‘Improving 
services’ were found to be important in Tokyo (52.8% of the variance). The questionnaire items relating to integrity, team-
working and having a positive attitude during difficult times were rated highly by both groups. Items relating to providing 
vision for team, being assertive and having a positive attitude had the greatest mean difference, suggesting possible areas of 
training need. Conclusion  The nature of the pilot study and the poor response rate makes any conclusion difficult to infer. 
Among those that participated, leadership was understood to be more important at a practice level rather than at a strategic 
level. The questionnaire should be refined further based on the results of the pilot and the data reduction.

service for people with long-term conditions. 
Japanese dentists are to influence others at 
a local level to ensure that services are fit 
for purpose and work within multidiscipli-
nary home care teams to improve the care 
for the elderly and disabled.5 However, in 
both countries, little is known about what 
general dental practitioners (GDPs) under-
stand by clinical leadership and how they 
rate themselves.

In a recent qualitative study, leadership was 
considered to be important by GDPs in both 
Greater Manchester and Tokyo, although a 
precise definition remained elusive; ‘lead-
ership as the individual’ and ‘leadership as 
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• Aims to explore the utility of a pilot 
leadership questionnaire and understand 
what attributes are important in a leader 
from the perspective of a GDP.

• Discusses whether leadership is culturally 
bound and compares the views of GDPs 
from the North West with the views of 
GDPs from Tokyo. 

• Considers the difference between how 
GDPs rate themselves and what they 
consider to be important.

I N  B R I E F

RESEA
RCH

INTRODUCTION
The importance of leadership and the role 
of influencing others to improve popula-
tion health is a narrative that has recently 
emerged in England and Japan. In England,   
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the relationship’ were both articulated.6 Both 
groups of GDPs worked in a fee-for-service 
remuneration system and many examples 
that were provided related to day-to-day 
leadership at a practice level, rather than at a 
strategic level. In an analysis of an oral health 
promotion programme run by the LPN across 
Greater Manchester, the importance of ‘clini-
cally led and clinically owned’ projects was 
demonstrated, but encouraging GDPs to take 
a more strategic approach was not without 
its challenges.7

The aim of this study was to develop and 
pilot a leadership questionnaire to determine 
what GDPs understand by clinical leader-
ship and examine how they rate themselves. 
Principal component analysis (PCA) was then 
used to see how these items could be grouped 
together.8

METHODOLOGY

Procedure

Ethical approval was provided by the 
University of Manchester Ethics Committee 
and by the Ritsumeikan University Ethics 
Review Committee Involving Human 
Participants (13029).

Items for the pilot questionnaire were 
developed from existing research on lead-
ership, the NHS Leadership Framework and 
earlier qualitative studies.6,7 Sixty-one items 
were included. Two text boxes were provided 
to record answers to the following ques-
tions ‘Do you understand what is meant by 
the term ‘clinical leadership (if yes, please 
explain what you mean)?’ and ‘Is ‘clinical 
leadership’ important in general dental prac-
tice (please explain your answer)?’. 

Cognitive interviews help to ‘sense-check’ 
a developing questionnaire by determining 
whether it is comprehensible, unambiguous 
and whether the items have content valid-
ity i.e. they are relevant to the purpose of 
the questionnaire.9,10 The ten participants 
were asked to read through the question-
naire ‘as if’ they were completing it and 
‘think aloud’, taking one item at a time. The 
research team then made notes about the 
participants’ comments and thoughts. This 
determined whether the questionnaire was 
easy to understand and complete. It also 
identified items that were considered to be 
duplicates i.e. referred to the same compo-
nent of leadership. These were deleted.

Two seven-point Likert scales were then 
added to the pilot questionnaire; one to 
record how important each item was in clini-
cal leadership (‘Is this attribute an important 
component of clinical leadership?’) and the 
second to determine how the participant 
rated themselves against the same item 
(‘How do you score yourself?’).

Following the cognitive interviews the 
pilot questionnaire was finalised and trans-
lated into Japanese by two of the authors 
(MN and TO). It was then randomly distrib-
uted by post to 998 GDPs across the North 
West and Tokyo in the autumn of 2013, 
using random sequence generation. As this 
was a pilot, no reminder letters were distrib-
uted. On return of the pilot questionnaires, 
the raw data was entered onto an Excel file 
and imported into SPSS version 19.

The items were then clustered, using PCA 
as the data reduction method; undertaking a 
separate analysis for the responses to ‘what 
is important’ and the ‘self-rated’ items for 
both the North West and Japanese samples. 
This data reduction technique was used to 
compress the data to composite dimensions 
of leadership, distinguishing and describing 
the most important aspects of leadership and 
analysing how specific attitudes of leadership 
were inter-related.8 As the pilot questionnaire 
had over 50 items, this was considered suf-
ficient to provide enough variation along an 
underlying continuum in the data.

PCA was used as the items had been 
designed with a specific factor structure 
a priori, which had been informed by the 
preceding qualitative and quantitative inter-
views. As a result, each item had already 
been identified as important to leadership, 
so patterns of similarity were as important as 
shared co-variance. Negatively worded items 
were inverted and orthogonal varimax rota-
tion was applied during the PCA to enable 

a clearer conceptualisation of each factor so 
that the labelling and interpretation of these 
factors was more reliable.8

Scree plots were used to determine the 
number of important or meaningful com-
ponents to extract. These plot the variance 
explained by each successive component 
(eigenvalue). The number of components 
extracted was determined by the point 
of inflection. The components were then 
labelled by four of the research team (PRB, 
LO’M, HH and RM) on the basis of their com-
monality of meaning.

Descriptive tables were then produced to 
highlight the most important items in the 
questionnaire for ‘what is important’ for 
North West and Tokyo GDPs. After tests for 
normality, within subject t-tests were then 
applied to examine for differences between 
‘what is important’ and ‘self-rated’ to distin-
guish potential training needs.

The free text boxes were analysed using 
a form of content analysis for simplicity.11 
The researchers read and re-read the text 
boxes and collated the responses together, 
based on the similarity of their meaning.11 
Representive quotes are provided.

RESULTS

Demographics

The response rate for the pilot questionnaire 
was low (22.9% and 7.5% for North West of 
England and Tokyo, respectively). For the 
sample from the North West, the mean age of 

Table 1  Results of the principal component analysis*

Country Response Factor Mean factor loading (range) Cumulative variance

Japan Importance† 1 0.71 (0.64–0.82) 36.32

2 0.68 (0.5–0.79) 48.55

3 0.64 (0.43–0.74) 56.41

Self-rated‡ 1 0.57 (-0.57–0.86) 25.69

2 0.72 (0.62-0.80) 35.33

3 0.03 (-0.86–0.49) 42.33

4 0.53 (0.46–0.65) 47.85

5 0.72 (0.64–0.79) 52.83

North West Importance** 1 0.76 (0.73–0.91) 50.07

2 0.65 (0.49–0.79) 62.11

Self-rated†† 1 0.67 (0.60-0.77) 46.47

2 0.63 (0.43-0.81) 50.89

3 0.62 (0.56–0.68) 55.14

*Principal Component Analysis was conducted using Varimax rotation
†KMO test = 0.623 and Bartlett’s test of sphericity is significant
‡KMO test = 0.502 and Bartlett’s test of sphericity is highly significant
**KMO test = 0.965 and Bartlett’s test of sphericity is significant
††KMO test = 0.958 and Bartlett’s test of sphericity is significant
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the participants was 45.7 years (range 24–69; 
SD = 11.3) and the mean number of years 
since qualification was 22.1  years (range 
1–44; SD = 11.6). One hundred and thirty-
five (56.9%) were male and 94 (39.7%) were 
female (eight were incomplete). GDPs from 
Tokyo had a mean age of 51.2 years (range 
35–66; SD = 8.9) and had been qualified for 
a mean of 24.9 years (range 9–41; SD = 9.6). 
Sixty-two (82.6%) were male and ten (13.3%) 
were female (three were incomplete).

Data reduction
The requirements for data reduction were 
met: both samples had observations that 
were twice the size of the minimum require-
ment of 100 observations and had ratios of 
observations-to-variables that are larger 
than two. In the North West, two factors for 
the items that were judged ‘what is impor-
tant’ and three factors for the items that had 
been ‘self-rated’ accounted for 62.1% and 
55.1% of the variance respectively. Across 
Tokyo, 56.4% of the variance was explained 
by three factors for ‘what is important’ and 
52.8% of the variance was explained by five 
factors for ‘self-rated’ (Table 1).

In terms of what was important, the factors 
were entitled ‘How to lead’ and ‘How not to 
lead’ for the North West and ‘Demonstrating 
personal qualities’, ‘Working with others’ and 
‘How not to lead’ for Tokyo. The items in the 
pilot questionnaire that load onto these fac-
tors are provided in Table 1. The factors from 
the PCA for ‘self-rated’ items were entitled 
‘Working with others’, ‘Setting direction’ and 
‘Managing services’ for the North West and 
‘Working with others’, ‘Demonstrating per-
sonal qualities’, ‘Pragmatism’, ‘Setting direc-
tion’ and ‘Improving services’ for Tokyo.

The top ten items for GDPs from the North 
West and Tokyo for the question ‘what is 
important’ are provided in Tables 2 and 3. 
There was an overlap between what GDPs 
from the North West and Tokyo thought 
were important in leadership, so that half 
of the items in the top ten were shared. 
These included the importance of ‘Integrity’, 
‘Thanking the team’, ‘Being open to new 
ideas’, ‘Being good at motivating the team’ 
and ‘Having a positive attitude during difficult 
times’; the former two items being the most 
important characteristic and next most impor-
tant characteristic for both samples of GDPs.

Statistically significant differences 
between the scores for ‘what is important’ 
and ‘self-rated’ are provided in Tables  4 
and 5 for GDPs from the North West and 
Tokyo respectively. Of note, ‘Providing vision 
for the team’, ‘Being assertive’, ‘Having a 
positive attitude’ and ‘Managing resources’ 
had the greatest mean difference. Seventeen 
items were scored significantly differently by 

GDPs from the North West compared to two 
items by GDPs from Tokyo.

Out of the 237 GDPs in the North West 
who responded to the free-text questions 
about clinical leadership, 155 (65.4%) sug-
gested they understood what it meant and 
80.6% (191) noted its importance, but many 
of the examples given related to practice-
related activity rather than clinical leader-
ship at a strategic level:

NW160: ‘….the clinical leader should 
determine the practice philosophy and 
focus…. ….they will also be involved in diag-
nosis and treatment planning and delegation 
of clinical duties/work…. ….responsible for 
leading the team….’

NW213: ‘….clinical leadership defines the 
way treatment is provided. It decides the 
focus of the practice in type of treatments 

way of giving this to patients and the techni-
cal press and materials….’

NW001: ‘….leading the dental team and 
monitoring less experience members of staff 
or those having difficulty….’

NW002: ‘….clinical leadership means 
having a team that has a clear direction 
and someone has to be responsible for this. 
Responsible for leading the team….’

Some were unclear about its meaning, but 
still located the narrative at a practice level:

NW194: ‘….not particularly sure. If clini-
cal leadership means being responsible clini-
cally for one’s own standard of clinical care 
for patients and driving others to the high 
level of clinical care necessary for the of 
patients then yes…’

NW168: ‘….I think it means that I set 
and review clinical standards of work and 

Table 2  The most highly rated items on ‘what is important’ for dentists in the North West*

N Q Item Score(NW) 
(SD)

Score (Tokyo)
(SD)

1 27 I think it is important to have integrity 6.21 (1.78) 6.42 (0.85)

2 8 I always thank my team for their work 6.18 (1.72) 6.38 (0.93)

3 48 I work to put the interests of my patients first 6.11 (1.87) 5.94 (1.39)

4 1 I generate respect among my team 6.04 (1.69) 5.80 (1.31)

5 4 I am good at communicating clearly with my team 6.04 (1.85) 5.97 (1.14)

6 5 I am good at building relationships within my team 6.03 (1.73) 5.88 (1.25)

7 43 You should be open to new ideas 5.99 (1.76) 6.08 (0.98)

8 21 I am a positive role model for others 5.96 (1.73) 5.75 (1.23)

9 22 I have a positive attitude even during difficult times 5.96 (1.78) 6.05 (1.14)

10 7 I am good at motivating members of my team to do things 5.94 (1.72) 6.13 (0.97)

*Shaded area represents items that were rated by both groups of GDPs

Table 3  The most highly rated items on ‘what is important’ for dentists in Tokyo

N Q Item Score (Tokyo)
(SD)

Score (NW)
(SD)

1 27 I think it is important to have integrity 6.42 (0.85) 6.21 (1.78)

2 8 I always thank my team for their work 6.38 (0.93) 6.18 (1.72)

3 29 Determination is an important quality in a leader 6.28 (0.94) 5.74 (1.74)

4 7 I am good at motivating members of my team to do 
things 6.13 (0.97) 5.94 (1.72)

5 39 I distribute work appropriately to my team based on the 
level of their skill 6.08 (1.09) 5.80 (1.79)

6 40 I set the direction for my team 6.08 (1.10) 5.78 (1.81)

7 43 You should be open to new ideas 6.08 (0.98) 5.99 (1.76)

8 22 I have a positive attitude even during difficult times 6.05 (1.14) 5.96 (1.78)

9 41 I provide the vision for my team 6.03 (1.10) 5.78 (1.80)

10 61 I should take my own personal development and learning 
more seriously 6.03 (1.05) 3.61 (2.52)

*Shaded area represents items that were rated by both groups of GDPs
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actions by myself and my clinical staff and 
that ensure that we as a practice meet and 
exceed the best standards….’

Very few GDPs from the North West 
directly described leadership in terms of 
working at a strategic level to drive forward 
changes at a population level:

NW171: ‘….an independent individual deci-
sion who has no direct or indirect advantage 
to any commissioning but will help determine 
where spending should go within dentistry….’

The understanding of leadership by the 
GDPs from Tokyo was varied:

JP0121: ‘….laying out treatment plan 
comprehensively, making effort to liaise 
with multi professions, and being involved 
maintenance of patient’s health condition….’

JP0709: ‘….a person who engages in prac-
tice with own clinical philosophy….’

JP0385: ‘….it seems a supervisor has to 
be in charge of planning and practising the 
treatment….’

However, a number of GDPs from Tokyo 
also expressed clinical leadership in terms of 
working with other healthcare professionals 
to deliver more holistic care:

JP0878: ‘….local physicians, dentists, 
nurses and other professionals become the 
nucleus of regional cooperation and profes-
sional collaboration. That facilitate to pro-
vide services efficiency and seamlessly….’

JP0348: ‘….it is necessary capability to 
perform higher clinical quality. It requires 
in order to get something done with multi 
professionals….’

JP0335: ‘….dental treatment needs many 
professional’s hands not only dentist’s. The 
ability is required to lead their forces opti-
mum direction efficiently….’

DISCUSSION
The poor response rate makes any conclu-
sion difficult to infer, but the pilot does pro-
vide helpful information to help design a 
definitive short-form questionnaire.

There were differences between the factors 
that were derived from the responses of the 
GDPs in the North West and Tokyo (Table 1). 
For the question ‘what was important’, the 
items were broadly grouped into two main 
factors for North West GDPs: ‘How to lead’ 
and ‘How not to lead’. The responses from 
the GDPs in Tokyo appeared to differentiate 
between two forms of leadership: ‘leader-
ship as the individual’ and ‘leadership as 
the relationship’. Two of the three factors 
being ‘Demonstrating personal qualities’ 
and ‘Working with others’, while the third 
was ‘How not to lead’. This could suggest a 
difference in the contextualisation of lead-
ership. This difference in the understanding 
of leadership was also found in an earlier 
qualitative study among dentists and also 

draws on Hofstede’s classical taxonomy of 
individualist versus collectivist cultures.6,12 
The PCA also revealed that complex domain 
structures for clinical leadership, like those 
found in the NHS Leadership Framework, 
were not supported. 13

Despite some differences in the PCA, the 
most highly rated items were similar across 
both groups; the two highest rated items 
for both North West and Tokyo GDPs were 
identical: ‘Integrity’ and ‘Thanking the team’ 
(Tables 2 and 3). Three other items were in 
both group’s top ten: ‘Being open to new 
ideas’, ‘Being good at motivating the team’ 
and ‘Having a positive attitude during diffi-
cult times’. This concurs with earlier research 
in a clinical setting, where both individual 
qualities and team cohesion were seen to  
be important.14,15

Differences were noted in the scoring of 
items for ‘what is important’ and ‘self-rated’ 
between GDPs from the North West and Tokyo 
respectively. For the former group, the great-
est mean difference was found in ‘Providing 
vision for the team’, ‘Being assertive’, ‘Having 
a positive attitude’ and ‘Managing resources’. 
This may highlight future education and 
training needs for GDPs from the North West. 
In contrast, there were only two items where 
there was a statistically significant difference 
between ‘what is important’ and ‘self-rated’ 
for GDPs from Tokyo. This may be affected 
by the low response rate or a response bias 
among the Japanese sample. It has been noted 
in earlier studies that people from Japan can 
restrict their responses to mid-points on Likert 
scales, although this was not evident from the 
analysis in this study.16

Table 4  Differences between ‘what is important’ and ‘self-rating’ in the North West

Q Item detail ‘Important’ 
Mean (SD)

‘Self’
Mean (SD)

Mean differ-
ence (SD) t-test

21 I am a positive role model for others 5.96 (1.73) 5.45 (1.47) –0.51 (2.17) –3.66**

22 I have a positive attitude even during 
difficult times 5.96 (1.78) 5.08 (1.65) –0.88 (2.30) –5.56**

2 I nurture others so that I bring out their 
potential 5.93 (1.73) 5.27 (1.45) –0.66 (2.14) –4.76**

39 I distribute work appropriately to my 
team based on the level of their skill 5.80 (1.79) 5.08 (1.67) –0.72 (2.32) –4.79**

41 I provide the vision for my team 5.78 (1.80) 4.75 (1.71) –1.03 (2.36) –6.75**

40 I set the direction for my team 5.78 (1.81) 4.84 (1.67) –0.93 (2.33) –6.16**

20 Other people in my team follow me 5.70 (1.72) 5.14 (1.49) –0.56 (2.17) –3.98**

55 I am good at managing resources 5.68 (1.90) 4.84 (1.62) –0.84 (2.42) –5.31**

47 I like to bring in new ways of doing 
things with my team 5.47 (1.81) 5.08 (1.52) –0.40 (2.39) –2.55*

54 I am good at being assertive 5.46 (1.93) 4.47 (1.65) –0.98 (2.42) –6.25**

56 I deliver on budget 5.37 (2.02) 4.78 (1.72) –0.58 (2.66) –3.37*

3 I encourage my team to take the lead 5.20 (1.84) 4.91 (1.49) –0.30 (2.29) –2.04*

50 I like to be the front–runner for change 5.06 (1.80) 4.67 (1.53) –0.40 (2.29) –2.67*

42 Having an entrepreneurial spirit is 
important 5.04 (1.81) 4.59 (1.69) –0.45 (2.36) –2.91*

36 I don’t value others in my team 2.54 (2.31) 1.79 (1.50) –0.76 (2.68) –4.34**

37 I get agitated when under pressure 2.66 (2.05) 3.49 (1.81) 0.83 (2.62) 4.87**

58 I don’t like making unpopular decisions 3.73 (2.17) 4.47 (1.84) 0.74 (2.70) 4.21**

*p <0.05; ** p <0.001

Table 5  Differences between ‘what is important’ and ‘self-rating’ in Japan

Q Item detail ‘Important’ 
mean (SD)

‘Self’
mean (SD)

Mean 
difference(SD) t-test

7 I am good at motivating members of 
my team to do things 6.13 (0.97) 4.38 (1.32) –1.79 (1.50) –9.46**

60 I am unreliable at times 2.92 (1.68) 4.41 (1.34) 1.52 (2.03) 5.97**

*p <0.05; ** p <0.001

4 BRITISH DENTAL JOURNAL  VOLUME xxx  NO. x  MON xx 20144 BRITISH DENTAL JOURNAL  

© 2014 Macmillan Publishers Limited. All rights reserved. 



RESEARCH

The response of the North West GDPs in 
the free-text boxes highlight a different 
conception of clinical leadership to the one 
that is articulated in ‘Securing excellence in 
commissioning NHS dental services (2013)’.4 
The importance of leadership was framed 
at a practice level and was understood to 
be about leading the dental team. Very few 
GDPs from the North West commented on 
its importance at a strategic level or men-
tioned LPNs. This was echoed in the Tokyo 
data and raises the question as to whether 
leadership per se is the best lever to deliver 
change within the local healthcare system. 
Since Darzi, leadership in the NHS has been 
explicitly linked to quality,17 but the results 
from this study would suggest that leader-
ship is poorly conceptualised among GDPs 
at a strategic level. This suggests that there 
is a need for LPNs to increase their vis-
ibility and connect with local practitioners 
to ensure local services are clinically led, 
patient focused and deliver outcomes that 
improve the quality of care.4 Equally, GDPs 
from Japan are expected to develop new 
roles as members of home care teams in 
the last decades, yet few of them related the 
concept of leadership to their expected roles 
in developing comprehensive community 
care.18 As a result, there appears to be a 
role for those responsible for education and 
training to develop and frame leadership 
within this broader strategic narrative for 
both North West and Tokyo GDPs. However, 
it may also suggest that other levers should 
be used to deliver change, for example, 
financial incentives.19 If future services 
are to be responsive to need, be equitable, 
effective, socially acceptable and efficient, 
it will require financial encouragement 
to re-orientate services appropriately,20 

relying on leadership alone may not  
be sufficient.

To the extent that leadership can influence 
change, this study has shown what GDPs 
consider to be the most important items and 
domains. It has also revealed how GDPs rate 
themselves against the same criteria. This 
information will now be used to construct 
a definitive short-form questionnaire, using 
the most highly rated scores and the factor 
loadings to remove unnecessary items. This 
will enable the domains of leadership to be 
further tested empirically and help identify 
training needs.
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