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Objective: While Cognitive Behaviour Therapy (CBT) and
Interpersonal Therapy (IPT) have been positioned as first-line
evidence-based treatments for depression, we suggest that limitations
to the �evidence� deserve wider appreciation.
Method: A systematic literature search was undertaken, and
limitations to the evidence base discussed.
Results: The review suggests that the specificity of CBT and IPT treat-
ments for depression has yet to be demonstrated and details likely reasons.
Conclusion: The superiority of CBT and IPT may well be able to be
demonstrated across defined rather than universal circumstances. To
achieve this aim, outcome research should move away from testing
treatments as if they have universal application for heterogeneous
disorder categories. Findings have distinct implications for the clinical
management of depressive disorders, and particularly in relation to the
utility of psychotherapy.
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Clinical recommendations

• The identification of true treatment validity of CBT and IPT has likely been obscured by randomized
controlled trial procedures and paradigms. The level 1 evidence base has been inappropriately
constructed and analysed.

• The specific efficacy of CBT and IPT treatments for depression remains unestablished, and
insufficient appreciation of their non-specific therapeutic impact exists.

• When tested as �universal� therapies for heterogeneous depressive disorder categories, CBT and IPT
efficacy is likely to be similar to other �appropriate� psychotherapies.

Additional comments

• It may be possible to demonstrate the utility and treatment validity of CBT and IPT across defined
circumstances, through identification of candidate disorders and aetiological factors that best reflect
each therapy’s theoretical rationale.

• Current clinical trial procedures present unsophisticated and limited models for actual clinical
application. Thus, the transportability of evidence-based study efficacy estimates to any �real world�
effectiveness estimate cannot be assumed.

• The clinical implications of over-selling CBT and IPT as specific and superior treatments for
depression impact on both patients and practitioners. Critical interpretation of the �evidence� is
therefore warranted for consideration by clinicians and researchers.

Introduction

The perceived relevance of psychotherapy for
managing depression has varied considerably in

Western regions. In the first half of the 20th
century, it was the dominant general paradigm.
Challenges appeared mid-century. For example,
Eysenck (1) reviewed 24 studies involving >7000
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cases and concluded that �They fail to prove that
psychotherapy, Freudian or otherwise, facilitates
the recovery of neurotic patients�. Observing that
the data indicated that roughly two-thirds of
�neurotic patients� recover or improve markedly
within 2 years of illness onset – whether treated by
psychotherapy or not – Eysenck imputed sponta-
neous or natural resolution as the principal
explanation. He noted the �strong feelings of
usefulness and therapeutic success which many
psychiatrists and clinical psychologists hold�, and
argued for relying less on beliefs and more on facts.
In this review, we suggest that, while the factual
base to psychotherapy is now vast, beliefs continue
to influence the interpretation of the evidence. As
described in another context (2), the risk here is of
�evidence b(i)ased� extrapolation dominating inter-
pretation of the facts.
While decades ago the psychotherapies were

criticized for lacking specific benefits, theorists
importantly drew attention to their non-specific
ingredients. In a seminal paper, Frank (3) drew
links between psychotherapy and �healing� ingredi-
ents across culture and time, identifying four non-
specific therapy factors. Firstly, an emotionally
charged, confiding therapeutic relationship. Sec-
ondly, a healing setting. Thirdly, a rationale
providing a plausible explanation for the symp-
toms and a logic for the recommended treatment
procedure. Fourthly, a treatment procedure (or
�ritual�) believed by both patient and therapist to be
restorative. As Psychiatry has become more evi-
dence based, acknowledgment of such non-specific
ingredients has decreased.
During the 1950s and 1960s, antidepressant

drugs were introduced, with the placebo-controlled
trial becoming the key evaluative paradigm. A chal-
lenge was issued to those espousing psychotherapy
to submit to the same evaluative rules. Numerous
analyses of aggregated data sets were undertaken.
For example, a meta-analysis (4) of 375 psycho-
therapy studies revealed an effect size of 0.68,
indicating that the average psychotherapy client
was better off than 75% of untreated controls.
Another meta-analysis of 475 published and
unpublished studies (5) derived an even larger
effect size (of 0.85), favouring psychotherapy over
control treatment. However, no distinct differences
were found between differing psychotherapies.
Luborsky and colleagues (6) reported a similar
meta-analytic finding – and concluded that, as all
analysed psychotherapies appeared to produce
improvement in a high percentage of patients,
common elements were operative.
During the last 2 decades, two psychotherapies –

cognitive behaviour therapy (CBT) and interper-

sonal psychotherapy (IPT) – have been positioned
as (i) �specifically� effective treatments for
depression; (ii) superior to �other psychotherapies�
and, in some evaluations; (iii) superior to antide-
pressant drugs.
Such advocacy is illustrated by the following

commentaries. �Cognitive therapy is superior to
other forms of psychotherapy in the treatment of
depression� (7). �The evidence for the efficacy of
cognitive behaviour therapy is considerable whereas
there is little evidence for the more traditional
psychotherapies. Because of the evidence base for it,
cognitive behaviour therapy has advanced as the
treatment of choice, leaving the other psychother-
apies as ��also rans’�� (8). �On a scale of effectiveness
from ��rubbish�� to ��pure gold��, cognitive behaviour
therapy is well towards the latter� (9).
Formalized guidelines reify such high status –

usually by reference to their �evidence base�. �When
considering individual psychological treatments for
moderate, severe and treatment-resistant depres-
sion, the treatment of choice is CBT� (10). �Cogni-
tive behavioural therapy and interpersonal therapy
have the best-documented effectiveness in the
literature for the specific treatment of major
depressive disorders� (11). �Cognitive behavioural
therapy and interpersonal therapy are as effective
as antidepressant medications in mild-to-moderate
depression and can be recommended as first-
line therapies (level 1 evidence)� (12).

Aims of the study

In this review, we overview limitations to the
�evidence� that has allowed CBT and IPT to be
positioned as superior treatments for depression.
We also challenge the claim for their �specificity�,
and suggest – as earlier demonstrated for psycho-
therapy generally, and increasingly recognized as
contributing to the high rate of failed placebo-
controlled antidepressant drug studies – that there
has been insufficient appreciation of their non-
specific therapeutic impact. While both CBT and
IPT have been held to have short-term and long-
term efficacy, as well as having demonstrable pro-
phylactic potential in reducing relapse and recur-
rence, we focus on acute-phase studies – as it is here
that their status is cemented in practice guidelines.

Material and methods

We examined the psychotherapy literature, respect-
ing early findings that argued the need to delineate
psychotherapy’s specific and non-specific effects,
and then focussing on relevant studies evaluating
CBT and IPT.
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Our overview of the literature indicated that,
while CBT and IPT as �Evidence Supported Ther-
apies� (or ESTs) have high cachet status, and are
commonly imputed as superior to other therapies,
the supportive evidence base is less substantive
than generally considered. We now detail support-
ive arguments for that interpretation.
Their high status emerges from their formal

evaluation in efficacy studies that have – for better
and for worse – respected antidepressant drug
study paradigms. For better, in that the individual
studies operate to the tenets of �evidence based
medicine�, which accords �level 1� status to evalu-
ation emerging from multiple randomised placebo-
controlled trials. For worse, as EST procedures
and paradigms may have obscured identification of
such psychotherapies� true treatment validity.
Both CBT and IPT have now been formally

examined as acute-phase treatments of major
depression by meta-analytic techniques. Gloaguen
and colleagues (13) concluded that CBT was
superior to no therapy, to all other psychotherapies
apart from behaviour therapy, and to antidepres-
sant drugs. However, when Wampold (14) re-
analysed the same data set, after removing �non-
bona fide� therapies, CBT did not differ from �other
psychotherapies�. The only published meta-analysis
of IPT (15) quantified only a non-significant trend
for IPT to be superior to placebo in terms of
remission rates.
In our specific reviews of the aforementioned

CBT (16) and IPT (17) meta-analyses, we argued
that any suggested superiority had been achieved
by selection of inappropriate comparators (e.g.
wait list assignment) or implausible control strat-
egies, sometimes termed �intent-to-fail� (18) or
�non-bona fide� therapies. Thus, the actual �evi-
dence� suggests that, with such ineffective control
strategies, CBT and IPT are not superior to other
psychotherapies. Issues emerging from our specific
reviews of CBT (16) and IPT (17) encouraged this
overview paper.
After closely considering the large evidence base

for psychotherapy, Wampold (19) arrived at four
conclusions. Firstly, psychotherapies intended to
be therapeutic produce similar results. Secondly,
evidence supporting specific effects of the psycho-
therapies is absent. Thirdly, and as a corollary, the
evidence is consistent with improvement during
psychotherapy more being a consequence of non-
specific or common effects (e.g. therapist factors
and therapeutic alliance) shared across the psycho-
therapies. Fourthly, allegiance of the therapist to
the treatment being tested is strongly related to
outcome, and can shape differences between com-
parator treatments.

Each point will be considered, with some requi-
ring extension beyond CBT, IPT and depression
domains.

Results

Treatments intended to be therapeutic produce similar results

In terms of suggested �equipotency�, we are not
asserting that all �treatments� are equal, noting
Wampold’s (20) observation that classification of
treatments as bona fide or not is critical in
considering �treatment� efficacy. As observed by
Westen and Bradley (21), �We know of no pub-
lished study in the last decade purported to
demonstrate specific efficacy of a treatment that
has ruled out the most parsimonious rival hypo-
thesis: that something intended to be effective
works better than something intended to be inef-
fective� (p. 267). Differential effects generally dis-
appear when analyses are limited to therapies
intended to be therapeutic. In addition to his re-
analysis of the CBT meta-analysis, Wampold and
colleagues (22) reviewed all 277 psychotherapy
studies published from 1970 to 1995 comparing
two or more treatments designed to be therapeutic.
The preponderance of effect sizes were near zero,
the aggregate 0.20 (a small effect size) and the
frequency of large effect sizes was consistent with
that expected by chance. Importantly, analyses
showed that only 1% of the variance in outcome
was due to specific (i.e. components integral to the
psychotherapy) effects. Additionally, any �treat-
ment as usual� (TAU) comparator is a limited
strategy in practice. As detailed elsewhere (23),
TAU strategies tend to favour the active psycho-
therapy, as therapist enthusiasm, patient expect-
ancy and other common factors are less likely to be
activated in the TAU condition.

Evidence supporting specific effects to the psychotherapies is
absent

Evidence of psychotherapy’s benefits emerging
from specific ingredients is lacking. Baskin and
colleagues (24) demonstrated that well-designed
treatments lacking specific ingredients produce
benefits approaching EST psychotherapies (i.e. an
effect size of 0.15). Wampold (25) emphasised two
relevant process issues: psychological mechanisms
do not mediate treatment effects; with benefits
commonly attained before specific ingredients are
delivered. As evidence of the former, Jacobsen and
colleagues (26) undertook a study to determine
what components of CBT contributed to its
efficacy – testing (i) behavioural activation;
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(ii) coping strategies for automatic thoughts and
depressogenic schemas; and (iii) modification of
core depressogenic schemas. Outcome at termin-
ation and follow-up did not differentiate the three
presumed prototypic components, with the authors
observing that dismantling of �probably the most
established psychological treatment in existence,
failed to demonstrate that the components of the
treatment were responsible for the benefit�. In
reference to the latter point, Ilardi and Craighead
(27) reported that, as most improvement during
a course of CBT occurs before formal introduc-
tion of cognitive restructuring techniques, early
improvement more reflects non-specific treatment
factors rather than theorised cognitive mediation.
Clearly, all four of Frank’s non-specific therapy
factors (noted earlier) are provided within recom-
mended CBT and IPT frameworks. For example,
the first few sessions of CBT tend to be character-
ized by forming a collaborative therapeutic alli-
ance, while a treatment rationale is formally
presented (28). Lambert (29) therefore suggested
that early responders may be more resilient, better
prepared, more motivated and more receptive to
therapeutic influences, and that early response is
more likely to reflect response to common factors
than to specific interventions.
Several �deconstruction� reviews and studies have

considered the impact of designated specific ingre-
dients. Wampold (25) argued that treatments
designed for particular deficits (e.g. CBT for
patients with cognitive deficits) are no more
effective than treatments that have no such design
objectives (e.g. IPT). Several studies have reported
counter-intuitive findings in relation to CBT and
IPT. For example, in the NIMH TDCRP study
(30) of CBT, IPT, imipramine and clinical man-
agement, Sotsky and colleagues (31) found para-
doxically that depressed patients with fewer
dysfunctional attitudes (the suggested theoretical
lever for CBT) had a superior response to CBT. In
another TDCRP study analysis (32), it was con-
cluded that neither therapy showed clear and
consistent effects on measures related to their
theoretical origins (i.e. cognitions for CBT, social
adjustment for IPT). Examining transcripts from
the TDCRP study, Ablon and colleagues (33)
argued that both IPT and CBT as actually prac-
ticed, strongly resembled the ideal prototype for
CBT. Thus, despite careful efforts at manualization
and adherence checks, the program may have
compared two cognitive therapies. A review of the
evidence (34) revealed no support for specificity
(i.e. that CBT will be preferentially beneficial to
those with irrational thoughts and IPT for those
with maladaptive relations).

Improvement during psychotherapy is a consequence of
non-specific effects shared across the therapies

We now consider the proposition that improve-
ment in depression during a course of CBT or IPT
is more likely to reflect the impact of �common�
therapeutic factors rather than the therapy’s �spe-
cific� ingredients. For �common�, some might use
the term placebo which, by its negative attribution,
is inappropriate for many therapies – and partic-
ularly the psychotherapies – if Frank’s delineation
(3) of common (and intrinsically healing) ingredi-
ents is respected. From a review of empirical
studies, Lambert (35) estimated that only 15% of
improvement during psychotherapy was attribut-
able to specific techniques (as against 30% attrib-
utable to the therapeutic relationship, 15% to
expectancy effects, and 40% to client variables and
extra-therapy factors). Wampold (25) suggested
that common factors accounted for nine times
more variability in outcome than specific ingredi-
ents, while his meta-analysis estimated that specific
therapeutic effects accounted for only 8% of the
variance.

�Therapeutic alliance� is one of the most fre-
quently cited non-specific therapeutic factors
contributing to successful psychotherapy (36).
Krupnick and colleagues (37) estimated that thera-
peutic alliance accounted for 21% of the variance
in improvement in the TDCRP study – compared
with 2% for treatment differences. Furthermore,
they found that ratings of video-taped therapeutic
alliance measures had a significant (and essentially
non-differential) effect on all four treatment arms
(including CBT and IPT). For each unit of
increased therapeutic alliance or patient contribu-
tion to it, the estimated odds of remission increased
threefold.
Both patient and therapist factors contribute to

any working alliance. Patient factors include
severity of disturbance, motivation and expecta-
tions, capacity to relate, psychological mindedness,
and application to therapy, and contribute – as
noted earlier (35) – some 40% of the variance in
improvement. In relation to therapist factors,
Burns and Nolen-Hoeksema (38) demonstrated
that the level of therapist empathy predicted
response to CBT in those with depression. Kim
and colleagues (39) quantified 8% of the variance
in the TDCRP psychotherapy arms as attributable
to the therapists – as against 0% to the particular
treatment delivered. Intriguingly, and while indi-
vidual studies variably show experienced or inex-
perienced therapists as superior, Lambert (29)
suggested that little support exists for the view
that outcome is advanced by necessarily having
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experienced or highly trained therapists. Given that
therapists have been shown to differ in clinical
trials in terms of outcomes (despite therapists being
trained and therapies manualised), Wampold (19)
proposed that �how therapy is conducted is more
important than what therapy is conducted� (p. 196).

Therapy allegiance is strongly related to outcome

Fourthly, we consider therapy allegiance as a
determinant of therapeutic outcome. Wampold
(25) noted that meta-analyses investigating alle-
giance have reported effect sizes ranging up to 0.65,
in comparison with 0.20 for specific effects.
A number of meta-analyses have examined alle-
giance effects on therapeutic outcome. An earlier
review (5) reported that, in 88% of the 475 studies,
investigators were biased in favour of a particular
treatment type. The authors concluded �where the
allegiance was in favour of the therapy, the
magnitude of effect was greatest. Where there was
bias against therapy, the effect was least� (p. 120).
Allegiance is not only strongly associated with

outcome but may equalize treatment differences
when taken into account (40). A meta-analysis (41)
of 58 studies of psychotherapy for treatment of
depression, established that the therapeutic model
of researchers was associated with more favourable
results than the comparison model. It was conclu-
ded that treatment efficacy differences may be an
artefact of therapy allegiance, estimating that
almost one-third of the variance in effect sizes
produced was due to this factor. In a review of
eight comparative treatment meta-analyses, Lu-
borsky and colleagues (42) estimated that alle-
giance accounted for over 69% of the variance in
outcome. Westen and colleagues (18) estimated
that, if the correlation of 0.85 found in the
Luborsky et al. study was converted to a binomial
effect size (43), the implication would be that
92.5% of the time, therapy allegiance alone could
predict which treatment would be most successful.

Implications

All material presented to this point might suggest
that we are cynical about the efficacy of the
evidence-based psychotherapies under review.
Rather, we wish to argue that their specific efficacy
remains unestablished. We now consider limita-
tions to the models used to test these psychother-
apies in acute-phase studies.
While distinct limitations exist in the current

testing and interpretation of RCTs of antidepres-
sant drugs (44), reliance on the same paradigm is
probably even less appropriate for testing CBT and

IPT – and particularly what constitutes an appro-
priate control condition. The comparator therapy
can be designed to control comparably for non-
specific therapeutic ingredients such as those arti-
culated by Frank (3), or be �de-powered� by lacking
any such components. The dilemma here is that the
former risks disallowing the specific psychotherapy
demonstrating any differential efficacy, while the
latter risks contriving false superiority. In the latter
instance, any suggested superiority of the �specific�
psychotherapy may have been achieved by the
greater contribution of non-specific ingredients.
Requesting a therapist to be inert (in so-called
�clinical management� arms) or to provide a �psy-
chotherapy� with only non-specific therapeutic
ingredients is difficult for any therapist to imple-
ment.
Moreover, in comparison with a drug study,

therapists delivering the �active� psychotherapy will
not only be aware that they are giving the therapy
being tested but that they are doing something
�active� (24). Both factors are likely to increase
therapist motivation and advance a range of
positive non-specific therapeutic components.
Therapists providing a more inert control �therapy�
risk compromising both the non-specific therapeu-
tic components and the �therapeutic alliance� – all
of which, as detailed, link strongly to psychother-
apy outcome.

Moving forward

If evidential support cannot be obtained from
current trial evaluations, this does not disallow
the possibility that CBT and IPT may be superior
psychotherapies when operating across defined
rather than universal circumstances. Paul (45)
suggested that outcome research should be direc-
ted at the following: �What treatment, by whom, is
most effective for this individual with that specific
problem, and under which set of circumstances� (p.
111). Testing the utility and treatment validity of
CBT and IPT might better proceed by weighting
these components. This would require abandoning
the current non-specific model which allows
treatments (psychotherapies or drugs) to be
tested as if they have universal application for
non-specific disorder categories (e.g. major depres-
sion and dysthymia). Logically, if a non-specific
treatment (i.e. viewed as having universal appli-
cation) is tested against a non-specific disorder
category (e.g. major depression), why would we
not anticipate a non-specific result? For example,
if a specifically effective asthma drug was provided
to a sample of patients with major dyspnoea, it
might appear ineffective if there were too few
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subjects with asthma (the specific �target� in the
overall sample).
We earlier noted that the specific component to

any psychotherapy contributes only slightly to
outcome. If not addressed in study designs assu-
ming universal application of the therapy, very
large sample sizes would be required to confirm
that a truly specific therapeutic intervention is
efficacious, and certainly larger than those
employed historically in CBT and IPT studies.
Alternative strategies may be preferential. One
would be to have advocates of CBT and IPT
identify those candidate disorders and aetiological
circumstances that might best reflect the theoretical
rationale for each therapy. For example, for those
with non-melancholic disorders, antecedent and
ongoing (rather than mood state dependent)
dysfunctional attitudes and cognitive schemas
might provide the aetiology-treatment linked
circumstance for demonstrating CBT efficacy.
Alternately, a life pattern of poorly handled
interpersonal crises contributing to depression
might be a starting point for demonstrating IPT’s
specific efficacy. If differing treatments demonstra-
ted specificity in factorial cell designs (treatment
type examined against presence or absence of
putative and non-putative aetiological factors),
treatment validity of each psychotherapy could
be claimed and the boundaries of each treatment
progressively circumscribed to its ecological niche.

Nature of the evidence

We are not critical of evidence-based medicine
(EBM) or evidenced-based psychiatry as a theor-
etical ideal. EBM ordering of �evidence� assigns
level 4 observational studies low in the hierarchy,
recognizing the risk of interpretive error. Level 1
evidence (based on multiple controlled trials) is
positioned as the ideal, and does not recognize
interpretive error risk. We suggest, however, that in
relation to ESTs, the level 1 evidence base has both
been inappropriately constructed and analysed –
and therefore misconstrued - before being reified in
influential treatment guidelines. If reviewers (and
meta-analytic researchers) exerted quality control
by excluding inert control interventions (and only
included psychotherapies with comparable non-
specific ingredients), such a misconstruction would
not have emerged. If it is to be respected, evidence-
based psychiatry must transcend evidence that is
filtered or shaped by the eye of the beholder or
advocate.
Thus, we are not contesting that CBT and IPT

are effective, but reprising an old refrain – that
when tested as a �universal� therapy for depression,

their efficacy is likely to be comparable with other
�appropriate� psychotherapies, reflecting the dom-
inant contribution of shared non-specific therapeu-
tic factors. We acknowledge that CBT and IPT
may nevertheless be specifically effective in some
circumstances, but suggest that evidence of such
specificity still needs to be demonstrated – presum-
ably in more context-specific clinical syndromes
that respect the intrinsic logic of the specific
therapy.
The �non-specific� factors integral to psychother-

apy (and good medicine) currently evoke little
interest from researchers. Stravynski and Green-
berg (46) suggested that all models of psychother-
apy may be �equally unsound scientifically but they
energize the therapists and provide useful fictions
to activate the patients to lead somewhat more
satisfactory lives�. This is an unnecessarily cynical
and nihilistic view. All psychotherapies are and
should be a mix of specific and non-specific
therapeutic components, with the former providing
the technical rationale, but each benefits from close
and comparative evaluation. As Wampold (19)
noted, �The specific ingredients are necessary, but
their status as the critical aspect is unwarranted�
(p. 196).
Past criticisms about the ineffectiveness and non-

specificity of psychotherapy have probably contri-
buted to the ESTs being better marketed than
measured. To obtain or regain credibility, there
were theoretical advantages to imposing a defin-
able structure and undertaking controlled scientific
studies – if psychotherapy was to approach the
credibility given to biologically weighted treat-
ments. Perhaps as a consequence, the field sought
structured psychotherapies that could be elevated
to a status akin to drug treatments, with an
evidence-based blessing. Regrettably, too much
faith has been invested in pursuing a �specificity�
model rather than embracing a more pluralistic
model.

Discussion

The baby does not need to be thrown out with the
bathwater. The clinical rationale of CBT and IPT
seemingly attracts more patients than being offered
a set of generic �therapy� sessions. Both CBT and
IPT have been progressively advanced over several
decades, with theoretical expositions, manuals and
evaluation in numerous studies. The developers
deserve credit for addressing the criticisms of
Eysenck and others half a century ago, in seeking
to introduce therapies with a theoretical rationale
and in articulating specific technical (as against
non-specific) components.
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But, until proponents of CBT and IPT can reject
the null hypothesis that treatments intended to be
therapeutic are equally efficacious, there is no high
level evidence base suggesting or identifying CBT
and IPT as distinctively superior than other psy-
chotherapies for major depression. Claiming that
they are �evidence based�, implicating or stating
their superiority, and formalizing such differential
status in therapeutic guidelines is disingenuous at
best and risks distorting the value of an evidence-
based approach to Psychiatry. The clinical impli-
cations of over-selling CBT and IPT as specific and
superior treatments for depression impact on both
patients and practitioners. We need then to inter-
pret �the evidence� more critically.
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