PRZEGLAD PSYCHOLOGICZINY, 2018, TOM 61, INr 4, 507-521

Systemic determinants of eating behaviour
in families with an obese child

Agnieszka Pasztak-Opilka®®, Jagoda Sikora?
Agnieszka ZachurzokP
sUniversity of Silesia in Katowice
Institute of Psychology, Faculty of Pedagogy and Psvehology
" Medical University of Silesia, Katowice
Department of Paediatrics and Paediairic Endocrinology
Sehool of Medicine

Overweight and obesity are essential health problems of today’s children The aim of
the present paper is to propose a model of systemic determinants of eating behaviour,
inspired by the Mandala of Health by Hanecock and Perkinz and based on the Circum-
plex Model by Olson and the concept of parenting styles by Baumrind. In addition to
the child's temperamental features, parenting styles and characteristics of the family
system consistent with the Circumplex Model (1.e. the level of cohesion and flexbility
in the family and satisfaction with family hife and with mutual communication) are
regarded as the most important variables in the model that influence child’s eating
behaviour. A significant role is also played by perceptions of the child's obesity, paren-
tal obesity, family lifestyle and influence of other family members. The importance of
the socioeconomic status and the influence of the external environment on the fune-
tioning of the family system is emphasised.
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INTRODUCTION

The World Health Organisation (WHO, 2015) has recognised childhood over-
weight and obezity as an epidemic. According to the data by the International
Association for the Study of Obesity (2011) excessive weight is diagnosed in
12.4% of girls and 16.3% of boys in Poland. Adolescent obesity is associated
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with a 17.5 times higher risk of adult obesity, which means that over 80% of
obese adolescents will keep following incorrect eating habits and become obese
adults. In families with two obese parents, children have a 70% chance of be-
ing obese, while children whose parents’ weight is within the normal range,
have an only 10% risk of obesity. Childhood obesity can lead to metabolic se-
gquelae: carbohydrate and lipid disorders. insulin resistance, and ultimately,
type 2 diabetes and cardiovascular diseases (August et al., 2008; Moore,
Wilkie, & Desrochers, 2016). In the process of emergence of obesity, epigenetic
and environmental factors overlap with genetic predispositions. The basic
patterns of eating behaviour, which are considered the main cause of child-
hood obesity, are acquired through intergenerational transmission. A family
with incorrect eating habits, living in an environment that provides (or limits)
access to healthy food, medical care and conditions for physical activity, is
a part of the concept of obesogenic environment (Swinburn, Egger. & Raza,
1999), characterised by excessive consumption and a sedentary lifestyle.

Eating behaviours

Eating behaviours aimed at satisfying nutritional needs during socialising
interactions take the form of habits. They include activities related to plan-
ning what food to buy and shopping for food and the conditions in which meals
are eaten. Gorynska-Goldmann and Ratajezak (2010) also count among eating
habits monitoring of the nutritional value of products, shelf-life dates and
storage conditions, decisions on the number of products stored at home, and
cooking technigques. Cultural customs and beliefs about obesity have an indis-
putable influence on these practices (Moore et al., 2016).

Unhealthy eating behaviours include undiversified meals. skipping break-
fasts, eating irregularly, eating in fast-food restaurants. eating when not hun-
gry as a result of increased sensitivity to external signals about food, evening
hvperphagia, and eating at night (Gowey et al., 2016). In a study by Pasztak-
Opilka (2016). 89% of children diagnosed with obesity were fed irregularly
and consumed products forbidden by the dietitian (mainly sweets) and 87%
ate more than the recommended number of five daily servings, out of which
56% concealed this fact from their parents. Every third child regularly re-
signed from eating breakfast or ate at night when the other household mem-
bers were asleep. Similar results were obtained by Cichecka-Wilk (2013), who
additionally found that 97% of cbese teenagers ate between meals, and almost
all the obese children examined by her ate meals while watching TV, doing
homework or playing computer games.

GOAL

The aim of this paper is to introduce a multidimensional model of the deter-
minants of eating behaviours in families with an obese child and to present
its theoretical underpinnings and the empirical research on which the hy-
potheses included in the model were built. There are many reports in the
literature regarding various aspects of childhood obesity. However, there is
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no synthetic approach that would provide a consistent understanding of the
phenomenon, while considering the characteristies of the family system and
the external factors affecting it, combined with the child's individual nutri-
tional preferences.

THEORETICAL ASSUMPTIONS

The model proposed in the article. inspired by Hancock and Perkins's Man-
dala of Health (1985) is based on two key theoretical concepts: the Olson Cir-
cumplex Model (2000) and the concept of parenting styles by Baumrind (1966,
1991).

The Mandala of Health presented by the Department of Public Health in
Toronto, in the understanding of its creators, is a symbol of the universe. An
individual understood holistically, as a unity of the body, intellect and the
soul is located in the centre of the mandala. The family is the sphere located
closest to the individual, while the culture and the biosphere are the most
distant. Other determinants of health include. among others, the physical and
socioeconomic environments, the healtheare svstem, and lifestyle. Although
various publications in the field of health psychology, in referring to this con-
cept, stress different dimensions of the mandala, from the perspective of the
model we present in this article, it is worth emphasising that its creators, in
their original conception, put particularly strong emphasis on the importance
of the family, placing it in the immediate vieinity of the individual (Hancock &
Perkins, 1985). The family not only teaches the child to health, but also
shapes his/her health habits. In addition, it mediates and often acts as
a buffer in the relations between the individual and the environment in which
he/she lives (Hancock & Perkins, 1985; Slonska, 1994).

The model presented here is based on Olson’s (2000) Circumplex Model,
which distinguishes two basic dimensions that characterise the family: cohe-
sion and flexibility, and a third dimension—communication. Flexibility is un-
derstood as the amount of change in the family system, affecting the norms
and roles undertaken by its members, including the issues of leadership. Co-
hesion defines emotional clozeness between family members and the possibil-
ity of seeking autonomy in relationships. Moderate levels of flexibility and
cohesion ensure the most beneficial functioning of families. Too low flexibility
is defined as rigidity and too high as chaos. Too low cohesion is disengagement
and too high is enmeshment. Communication is an auxiliary dimension, but
the efficiency of communication in the family system and the possibility of
making changes in terms of cohesion and flexibility depend on it.

Baumrind's proposal includes four basic parenting styles: permissive, au-
thoritarian, democratic (authoritative), and rejecting-uninvolved. The permis-
sive style is associated with liberal parenting based on love. the need to un-
derstand the children behaviour, and to limit the control and demands placed
on them. The authoritarian style requires obedience and is characterised by
rigid and consistent boundaries set by the parent, often with the use of force.
The democratic style is characterised by clearly defined boundaries and con-
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trol. but the parents react sensitively to the children’s needs by showing them
warmth. The rejecting-uninvolved style is characteristic parents who do not
give support, do not respond to their children’s needs and engage in behav-
iours that lead to neglecting parental responsibilities or rejecting the child.
The parenting styles proposed by Baumrind have been fitted by Olson and
Gorall (2006) into their circumplex model, which links the demoecratic style
with moderate levels of cohesion and flexibility, the authoritarian style—with
rigidity and enmeshment, the permissive style with chaos and enmeshment,
and the rejecting-uninvolved style with disengagement, chaos and rigidity.

A MODEL OF DETERMINANTS OF EATING BEHAVIOUR
IN A FAMILY WITH AN OBESE CHILD

Based on these concepts and empirical data, Pasztak-Opilka has built a model
of determinants of eating behaviour (dependent variable) in a family with an
obese child, which covers two basic areas: the family syvstem and the physical,
social and cultural background of its functioning (Fig. 1). In the sphere related
to the family, special attention should be paid to the relationships between
the child, parents and other family members, whose actions may shape eating
behaviours. Parenting styles and the subjective assessment of the characteris-
tics of the family system (cohesion, flexibility, communication and satisfaction
with its functioning) are considered to be the most important variables on the
parents side. Perception of the child obesity, parental obesity and lifestyle
(diet and physical activity) also play a key role in creating eating behaviours
which may ultimately contribute to obesity. On the child's side, the most im-
portant variables are: temperament, assessment of parenting styles and sub-
jective assessment of the family system. Perceptions of the child's own obesity
and lifestyle also play a role here. For other members of the family (mainly
grandparents involved in the family's daily life). the most important variables
are perceptions of the child's obesity and lifestyle. Eating behaviours also de-
pend on the sociceconomic context of family life, which consists of professional
activity, education and the related level of income, which allows the family to
both pursue physical activity and satisfy nutritional needs at various levels.
In the external environment, a special role is played by medical care. condi-
tions conducive to pursuing physical activity, social support. and cultural in-
fluences.

The model is based on the following basic hypotheses:

1. Assessment of the family system, and parenting styles shape eating
behaviours in the family.

2. Obesity of family members and perceptions of the child obesity play an
important role in shaping and changing eating behaviours.

d. The child's eating behaviours are regulated by internal factors (ie.
temperamental traits) and external ones (e.g. parental eating behaviours and
the environmental characteristics in which the family functions).

4. Eating behaviour is affected by the socioeconomic status of the family
and its consequences.
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Figure 1. A model of determinants of eating behaviour in a family: A. Pasztak-Opilka
(with elements adopted from Olson and Gorall, 2006).
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A REVIEW OF STUDIES
JUSTIFYING THE HYPOTHESES ASSUMED IN THE MODEL

The influence of parenting styles
and the assessment of the family system
on eating behaviours in the family

The parenting style that parents implement through demands, parental con-
trol, setting boundaries and respecting them. shapes children’s eating behav-
iours. Children of parents who use the authoritarian style are at an even four
times greater risk of excessive body weight compared to their normal-weight
peers (Yavus & Selcuk, 2018). In children of permissive and neglecting moth-
ers, the risk of a body mass index (BMI) = 95t percentile is twice as high as in
children of democratic mothers (Ehee, Lumeng, Appugliese, Kaciroti, & Brad-
ley. 2006). Olvera and Power (2009) and Rutledge (2003) emphasise that the
rizsk of excessive body weight in children of permissive mothers increases
when the latter have a higher socioeconomic status and are professionally
active. Because such mothers spend less time at home, the child can experi-
ence loneliness and neglect, and soothe these states with overeating. Emo-
tional eating is much less common in the children of parents who use the de-
mocratic style, providing support and understanding and devoting more time
to their children. This style is most beneficial in the prevention of obesity
(Darling & Steinberg, 1993; Kitzman-Ulrich et al., 2010).

Blisset and Haycraft (2008) have analysed the relationship between feed-
ing practices and parenting styles in pre-school children. They have distin-
guished three feeding styles: (1) monitoring of unhealthy meals consumed by
children, (2) restricting food and using it as a reward. and (3) applving pres-
sure to eat certain dishes, often against the child's will. The permissive style
is associated with lower monitoring of unhealthy food intake. which hinders
the treatment of obesity and impairs self-regulation.

Not only parenting styles, but also the characteristics of the family system
affect eating behaviours. The formation of healthy behaviours is favoured by
moderate levels of cohesion and flexibility, proper communication and satis-
faction with family life (Mrdoz & Kaleta, 2013). However, as the level of cohe-
slon increases. eating behaviours become more and more susceptible to stimu-
lation by external factors in difficult situations (Hasenboehler, Munsch,
Meyer, Kappler, & Vogele, 2009). This can be explained by Olson’s curvilinear
hypothesis that overly high levels of cohesion or flexibility are dysfunctional—
enmeshment weakens the child's self-regulating ability in terms of feeling
hunger and promotes eating in response to external stimuli. The importance
of cohesion has also been studied by Frontini, Canavarro and Moreira (2017),
who have found that higher levels of cohesion in teenagers boost their body
image and the level of social interactions and are associated with a lower level
of internalising symptoms. A cohesive family gives a sense of security and has
a positive impact on family relationships, thanks to which children can dis-
close their fears or shame resulting from obesity. It has been found that the
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relationship between coheszion and internalising symptoms iz indirect, and is
mediated by one’s body image and social interactions.

Studies by Nascimento and colleagues (2015) aimed at assessing parents’
perceptions of the quality of life of their children have revealed that parents of
overweight and obese children report difficulties in their children’s physical
functioning, low self-esteem, but also a lower level of family cohesion. There
are, however, differences in the assessment of families and perception of
communication and parenting styles between children and parents (Cyril,
Halliday, Green, & Renzaho, 2016). Children are more likely to signal distur-
bances in the functioning of the system and less likely to evaluate the parent-
ing style as democratic. Disturbed communication between family members
and a high level of family conflicts are particularly important. Adolescents
who did not follow intervention recommendations were more likely to nega-
tively assess the functioning of their family, family relations and the support
received from their parents in the treatment process. Lower self-efficacy and
lower assessment of the quality of life were observed in this group, and every
third teenager did not see the need for any intervention (Tabak, Oblacinska,
& Jodkowska, 2014).

The importance of obesity
in family members and relatives’ perceptions
of the child’s obesity

The most important predictor of child obesity is maternal obesity. as the
mother is the main caregiver, who spends a lot of time with the child and
strongly affects his/her eating behaviours (Gibson et al., 2007). Obesity in
parents also affects their perception of the child obesity and involvement in
the process of treatment, including their readiness to change unhealthy eating
behaviours. Influenced by cultural stereotypes. almost half of the parents of
overweight and obese children fail to see the problem and associate excessive
weight with health and a “cute” look (Guo et al., 2012). Parents downplay the
child weight, thinking that the child “will grow out of it,” which results from
the lack of solid knowledge, excessive faith in the importance of genetic back-
ground, and the commonness of obesity, which is becoming a social norm
(Moore et al., 2016). In a study by Bradford et al. (2012), as many as 86% of
parents of obese children and 53% of parents of overweight children believed
their child weight was within the norm or was too low. Eli, Howell, Fisher and
Nowicka (2017), who examined the parents of children between 3 and b years
of age and grandparents who were actively involved in their daily lives, did
not observe intergenerational differences in incorrect perceptions of obesity. It
turned out that the perceptions were not affected by the awareness and cor-
rect understanding of growth (centile) charts. The respondents were aware of
the health-related and social consequences of obesity, but assumed that the
problem became important only at the school age Their deseriptions of the
children’s appearance featured caressing and positive terms, such as: chubby,
massive, sturdy, robust or big-boned. But the problem of underestimating the
weight does not only apply to families with young children. In a study (Manios
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et al., 2015) conducted in nine European countries, almost half of the children
who were overweight and obese and one third of the parents underreported
weight, a tendency that was particularly strong in Eastern and Southern
Europe. The adults who were most likely to underreport their children weight
were unemployed and were the parents of boys and overweight and obhese
children. In the case of children, parental ohesity, child age (yvounger child-
ren), and parental unemployment favoured underestimation of their weight.

The impact of children’s temperamental traits
and parental eating behaviours

The tendency to develop specific eating behaviours is already observed in the
first vears of life and is influenced by temperamental traits. Irritability mani-
fested in infancy is associated with an increased intake of carbohydrates at
a later age (Wells et al., 1997). High levels of emotionality and shyness corre-
late with the reluctance to try new dishes (Pliner & Loewen, 1997). In impul-
sive children, emotional eating is more often observed in response to external
stimuli (Farrow, 2012). The ability to regulate the amount of consumed meals
based on internal hunger signals is congenital (Fox, Denavey, Reidy, Razafin-
drakoto, & Ziegler, 2006), but as part of socialisation, children are gradually
sensitized to signals from the external environment, such as the smell and
appearance of food or rituals associated with eating Parents eating behav-
iours have a significant impact on the children’s diet and body weight. Hood et
al. (2000) point to an increased risk of obesity in the children of parents who
Impose excessive diet restrictions, who have no control over their own diet,
and who show dietary disinhibition or who alternately apply both strategies.
Children, modelling their parents behaviour, do not acquire proper eating
patterns, and a particularly strong effect is ohserved when disturbed eating
patterns occur in both parents. As a result, the child natural responsiveness
to hunger and satiety may wane in favour of external regulation, which pro-
motes obesity.

The impact of the family’s socio-economic status
on family lifestyle

Obesity mostly affects environments with a lower sociceconomic status and
poorer access to medical care (WHO, 2015). Importantly, in developing coun-
tries, it mainly affects higher social strata and is associated with excessive
consumption of calories; conversely, in developed countries, obesity is common
among lower social classes, which results from economic restrictions on access
to healthy food and the possibility of engaging in physical activity (Van Hook
& Balistreri, 2007). An important factor is the mother’s education: better edu-
cated mothers are more likely to acquire knowledge about healthy and un-
healthy eating behaviours and pass it on to their children (Keane, Layte, Har-
rington, Kearney, & Perry, 2012). The family structure is also important.
Children raised by a single parent or living in a small family (up to 3 mem-
bers) run an increased risk of obesity (Guo et al., 2012). More and more par-
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ents bring up a child alone or establish new families, and according to the
assumptions of systemic theories, each change in the family structure trans-
lates into a change in its funectioning, causing changes in eating habits and
becoming a source of stress (Hernandez, Pressler, Dorius, & Mitchell, 2014).

The amount of time parents spend with their child and the way they
spend it depends on the socioeconomic status of the family. The importance of
joint physical activity and the level of cognitive stimulation provided by the
parents is emphasised. Only 42% of early school age children get one hour of
daily activity, and this percentage drops drastically during puberty to 8%
(Troiano et al., 2008). According to Mutz and Albrecht (2017), the children of
parents with higher education and with better incomes are more active. Those
researchers have identified four mechanisms which motivate children to en-
gage in physical activity: (1) parent’s physical activity which the child ean
imitate, (2) encouraging the child to participate in sports activities and ac-
companying the child in those activities, (3) providing conditions for being
active (purchasing sports equipment and using sports facilities). and (4) treat-
ing sport as a value conducive to the development of personality and building
social relations. For Strauss and Enight (1999), a key factor in the develop-
ment of obesity is the level of cognitive stimulation, which is derivative of the
sociceconomic status. In families where the stimulation is low or at a medium
level. the rizk of chesity iz twice as high as in families with a high level of
stimulation.

DISCUSSION AND CONCLUSIONS

The research results presented above confirm the validity of the hypotheses
on which the model discussed in this paper is based.

1. Parenting styles and the characteristics of the family system shape eat-
ing behaviours in the family:

—0Obesity is seen more often in children of parents who use the authorita-
tive, permissive or rejecting-uninvolved style; the democratic styvle proves to
be the most favourable for prevention of obesity and for developing healthy
eating hahits.

—Moderate levels of cohesion and flexibility, good communication and
a high level of satisfaction with family life are conducive to shaping proper
eating behaviours.

2. Obesity of family members and perceptions of the child ohesity affect
his/her eating behaviours.

—DMaternal obesity is particularly important. It is a strong predictor of
childhood ohesity, and additionally the mother has the strongest influence
on shaping the child's eating behaviours.

—0Obese parents tend to perceive their children as weighing less than they
really do and so downplay the problem, which makes it difficult to undertake
effective intervention and change the unhealthy eating behaviours in the
family.
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—The knowledge of growth charts and reliable knowledge about obesity
do not always go hand in hand with perceiving the problem at home.

3. The impact of the child's temperamental traits and parental eating
behaviours.

—The child's temperamental traits (e.g. impulsiveness, irritability. high
level of emotionality) foster the development of unhealthy eating behaviours
and obesity at a later age.

—Parents’ improper eating behaviours (dietary disinhibition, diet restric-
tions, lack of dietary self-control) favour the development of improper eating
behaviours in children.

4 The familyv's socioeconomic status significantly affects its lifestyle and
eating behaviours.

—The development of correct eating habits in the child is fostered by
higher education of the parents, higher income, family structure (e.g. full fam-
ily). more time devoted by parents to their children, parents’ healthy lifestyle
(proper diet and physical activity).

The model presented in this paper concerns the development of eating be-
haviours. However, in the light of the spreading obesity epidemie, it iz also
worth going a step further to consider which of the variables included in the
model are particularly important at the intervention stage. Undoubtedly, such
variables include the characteristics of the family svstem. included in the cir-
cumplex model. Uzark, Becker, Dielman, Roechini and Katch (1988) have
distinguished five barriers that impede effective intervention: (1) sense of
personal control over weight, (2) perceived obstacles to weight loss, (3) health
problems that cause obesity. (4) family problems. and (5) the readiness of
other family members to follow a diet with their child. Disturbances in the
funetioning of the system will hinder the implementation of effective interven-
tion at its various stages. Firstly, the shaping of new, healthy eating behav-
lours requires that all family members change their diet (Moore et al., 2016),
which can be difficult to achieve in dysfunctional families, especially those
with impaired communication. A study by Pasztak-Opilka (2016) revealed
that in 89% of families of children requiring intervention, dietary recommen-
dations were implemented only with reference to the child, and the banned
products were consumed by the close relatives in presence or unhealthy food
was generally available at home (even though obesity also affected 75% of the
parents!). In every third family, adults behaved inconsistently, with one par-
ent adhering to the dietary recommendations, while the other parent or
grandparents fed the child with banned produets in secret. Thiz behaviour is
in a way explained by a study conducted by Boutelle, Feldman and Naumark-
Sztainer (2012), who distinguished four barriers to treatment related to the
relationship between a teenager and a parent: (1) ineffective communication,
(2) lack of control over teen decisions regarding eating behaviour and physical
activity. (3) concern for the good mood of the child, and (4) parental feelings of
guilt associated with the development of obesity. Parents are afraid of emo-
tional lability, especially during conversations about obesity, which could irri-
tate and hurt the child. Concern about the offspring’s good mood strongly
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shapes the mutual relations, and it is experienced mainly by parents who
themselves have heen struggling with obesity during adolescence and want to
protect their child from negative experiences. Parents report a sense of help-
lessness when it comes to influencing the teenager’s decisions and the inabil-
ity to react when he/she is out of home. They stress the importance of support
given to the child. especially during periods of frustration, when the young
person does not lose weight despite following the diet, taking the recom-
mended physical activity, and making other, related sacrifices. Schalkwijk
and others (2015) have come to similar conclusions, emphasising the envi-
ronmental aspects of the problem (the outer layers of the model presented
here) and adding that what is important for children is social support from
peers, which strengthens their motivation and helps them in treatment. Par-
ents strongly emphasise the role of the primary care physician at all stages of
treatment and also after its completion. The support received from other fam-
ily members who are actively involved in the functioning of the family on
a day-to-day basis is significant to them_ As it turns out, situations that tradi-
tionally require that specific dishes be served (e.g. receiving guests) and lack
of support from other family members (mainly grandparents who show their
feelings by giving banned products to the child) are often an obstacle in the
treatment of childhood obesity. Parents follow the recommendations better
when they have experienced the negative consequences of their own obesity,
or when they receive signals that the child is stigmatized in the peer envi-
ronment. In highlighting the importance of the functioning of the family sys-
tem, researchers also stress that one of the main differences between families
who struggle with obesity and those that do not iz the parental sense of con-
trol over the child's diet. A child with a correct body weight asks the parents
for permission to eat a product, a child who is overweight informs the parents
that he/she will eat it, while a child with obesity eats it secretly (Rodrigez,
20186).

The presented model is currently being tested empirically in a group
of children treated in the Outpatient Clinic of Metabolie Diseases of the Upper
Silesian Children’s Health Centre in Katowice and their parents, as part
of the project “Assessment of the mental status of obese children and adoles-
cents and their families,” implemented under a scientific and research coop-
eration agreement between the University of Silesia and the Medical Univer-
sity of Silesia in Katowice. On its basis, a tool for the assessment of eating
habits in the family has been developed. which is currently undergoing valida-
tion. The tested model and the tool created on the basis of its assumptions are
designed to systematically acquire knowledge about the functioning of fami-
lies of obese children and adolescents and, in the long run, to contribute to
building a model of effective intervention. The proposed model iz intended
to allow a coherent evaluation of obese children and their families against the
background of the characteristics of the family system and the external fac-
tors that affect it in combination with the children’s individual nutritional
preferences.
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