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#=maples and Practice of Surgical Ethics

_*URENCE B. MCCULLOUGH
"4MES W. JONES
ZLRUCH A. BRODY

" ek addresses ethical problems that surgeons confront on a daily basis in
“weme care, surgical research, and surgical education. The topics considered in
~ upters that follow range from the fundamentals of surgical ethics—
=== consent, confidentiality, advance directives, and the determination of
.« —hrough the range of surgical patients, from elective and high-risk pa-
“wwi o poor-risk and dying patients, to intra-professional and inter-professional
= surgical innovation and research, and the financial aspects of surgical
= including managed care and the ethical issues that it raises for surgeons.

7 wrkmowledge, this is the first such bioethics volume directed to surgeons
. “w= unique conditions of their work in the medical community. Our goal
. w=n to provide a comprehensive account of surgical ethics by classifying
o wnalvzing most ethical issues that arise in patient care, with other health
. ~eofessionals, in research and education, in the institutional setting, and
wrhy -vr.u'd to financing and money in surgery. To achieve this goal we invited
‘s of authors—a surgeon and an ethicist, usually in pairs—to collaborate
= =& chapter. Leaders in both surgery and bioethics will be found among
wer comtributors.

-+ tneir deliberations our contributors have aimed to define the best avail-
. wshucal position on the issues addressed in their chapters, on the basis of
= analysis and argument well grounded in surgical experience and reality.
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They have taken conereto—and sometimes controversial posttions on particnlar
tvsues and how surgeons should respond to therm inan ethically responsible fash-
fon: We believe they have succoeded in developing a book that will serve as a
practical, (-Hnivully applicable, reference work for ethically informed and respon-
sible surgical practice, research, and education.

We turn now to the two main tasks of this introductory chapter: first to intro-
duce the reader to the basic concepts and language of surgical ethics and then
to provide a method for using the concepts and language of surgical ethics in
surglenl practice, research, and education.,

Basic Concepts

Fithics can be usefully defined as the disciplined study of morality. Morality, in
i, comprises both good and bad character and right and wrong behavior. Eth-
fos usks the general question, “What ought morality to be?” Typically, this gen-
el question is broken down into two more concrete questions, “What ought
chiructer to be?” and “What ought conduct to be?”

Inanswering the first question, ethics analyzes characteristics of virtues (habits
or traits of character that focus our concern on the interests of others, as well as
our own legitimate interests, and motivate us to protect and promote the inter-
onts ol others ng our primary consideration) and vices (habits or traits of charac-
tor that excossively emphasize self-interest so that it systematically becomes our
st overriding coneern) and then develops arguments about the virtues that
e rogquired for seeing and routinely fulfilling our obligations and about the vices
hat put selEinterest first and thus undermine our ability to see and do our duty.
v amawering the second question, ethics analyzes ethical issues about right and
wion action and develops arguments about which actions are ethically defen-
sl anel o this sense “right,” and which actions are ethically indefensible and
I thin sense “wrong,”

Sungieal ethics, as a sub-discipline of both ethics and surgery, asks, “What ought
marality to be in surgery?”—including clinical practice, research, and educa-
fion. Surgdeal ethics breaks this general question down into two questions, di-
tected especially to surgery, surgeons, surgical trainees, and other institutional
munagers, “What ought the character of surgeons to be?” and “What ought the
conduct of surgeons to bep”

The Basic Rights of Patients

Surgieal ethics is based on a recognition of the rights of patients who require
the care of surgeons, Although it s understood that the surgeon is “an author-
Iy i the practice and onteomes of surgery At the patient who is “in author-
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iy that dn, the ndividual in the transaction between caregivor and care-secker
o whom the saliont rights devolve,! The patient has seven basie rights: three
negative dghts and four positive rghts.” The patient has the negative rights not
to e Jdlled fntentionally or negligently by the surgeon, not to be harmed by intent
ui negligence of the surgeon, and not to be deceived by the surgeon. The
pstient has the positive rights to be adequately informed about the risks and ben-
ehits of surgery, to be treated by a knowledgeable, competent practitioner, to
luave B or hor health and well-being more highly valued than the surgeon’s own
coanomic nterest, and to decide whether to accept treatment under the condi-
o deseribed, The surgeon’s ethical behavior and ethical character should be
comsiatent with recognition of these rights.

Character, Virtues, and the Ethical Concept
ol the Surgeon as Fiduciary of the Patient

Canudder the first question in surgical ethics, what ought the character of sur-
jreons Lo be? This question arises for surgeons, as for physicians generally, espe-
cially wronnd issues of payment. The introduction of capitation into the way
surgeons are paid creates a strong financial incentive for the surgeon not to do
singery; in contrast, fee-for-service payment creates a strong incentive for the
sneon to perform surgery. Both systems of payment invite the surgeon who is
nilnformed by ethical analysis and argument to put his or her own economic
fnterents Hiest, The surgeon who does so then loses sight of the patient’s inter-
vty whether surgery is indicated in reliable clinical judgment and how the risk-
enelits ratio of surgery compares with medical alternatives (see Chapter 18).

v nmrgeon's willingness to put his or her own financial self-interest ahead of
the putient’s well-being a vice? Putting self-interest systematically first is anti-
thetical to the character traits that the surgeon should develop because doing so
vinlntes the expectation that the surgeon will put the patient’s interest first, act-
fge o the patient’s fiduciary. Systematically granting primacy to self-interest over
wied above the life and health of the patient is avoided by the ethical surgeon.

I'hie concept of acting as moral fiduciary of the patient is central to virtually
all ol surgieal ethies, The moral character of the conscientious surgeon is there-
fore one of the central themes addressed in this book. The law provides a useful
departure point for understanding this ethical concept. Being a fiduciary is
lpally understood to be “a person holding the character of trustee, in respect of
the trust and confidence involved in it and scrupulous good faith and candor
whioh it requires” and also to be a “person having duty, created by his undertak-
it toact primarily for another’s benefit in matters connected with such under-
fakdng " The key concept here is that a fiduciary should put aside self-interest,
focun primarily on the interest of the person for whom he or she serves as fidu-
chy, act to protect and promote that individual’s interest, and so earn the trust
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6 SURGICAL FTHICS

and confidence of that fndividual, The coneept of the surgeon as the patient’s
moral fiduciary captures these ideas in the following way, The surgeon should
make the protection and promotion of the patient's interests the primary con
sideration in the surgeon-patient relationship and in surgieal vescarch and edu
cation, This primary commitment holds self-interest in check and makes it a
systematically secondary consideration. Self-interest is thus blunted and not
permitted to generate the vice of selfishness in the surgeon’s professional char-
ncter, This makes the fiduciary's role morally demanding,

When the surgeon’s ethical, fiduciary-based obligations come into conflict with
sell-interest, the surgeon confronts the ethical issue of conflict of interest. This
Iwsue arises, obviously, regarding money, other compensation, and the chang-
ing institutional and financial conditions of surgery in the United States and many
other countries. Economic conflicts of interest are addressed in Chapters 17,
I8, and 19, Furthermore, surgeons also confront threats to their own health in
the care of patients, especially from exposure to blood-borne pathogens, creat-
ing an even more complex conflict of interest; while the surgeon has an obliga-
tion to treat even those with communicable diseases, the surgeon is entitled to
protect his or her own health and has an additional legitimate concern for the
many future patients who might be helped (see also Chapter 9).

Ethical Principles

Fhe victues of hetng the moral fiduciary of the patient permit the surgeon to
mtntain s vole as “an aathority” while permitting the patient to maintain his
posttion “nathority,™ The surgeon’s attention to the patient’s interests include
cnorchsing and expluining his status as an authority, whose knowledge and skill
the patient seoks, while protecting the patient’s right to expect that the surgeon’s
anthoritative posture s properly based in training, experience, wisdom, and
concern for the patient, Honesty becomes the general fiduciary commitment to
protect and promote the interests of the patient if surgical ethics is to guide the
clinieal judgment and practice of surgeons in a comprehensive way. The sur-
poon must e the expert he or she represents himself or herself to be if he or
sheis to honor the patient’s rights not to be deceived, to be fully informed of
sindocnd benefits, and to be free from avoidable risks. The conceptual tools used
by ethicists to provide surgeons with such practical guidance are the ethical
principles.* Ethical principles guide the surgeon toward concerete actions in the
care of patients and the management of their problems.

The ethical principles of beneficence and respect for patient autonomy are
directly pertinent to surgical practice, research, and education; they are promi-
nently addressed in the chapters that follow, These two principles apply dual
porspectives on the interests of patients to concrete clinteal action
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The first perspective i clinfeal: the well-informed, rigorous clinical judgments
ol the surgeon about which elinical management strategies can reliably be ex
pected to proteet and promote the patient’s health-related interests and which
stratogles can reliably be expected not to do so. This clinical perspective is cap-
turod by the ethical principle of beneficence, which instructs the surgeon to act
{1 wiys that are reliably expected to result in a greater balance of clinical goods
aver hnrms for the patient.

The second perspective is the patient’s: on the basis of his or her values and
heliofs, the patient evaluates information about medical and surgical alternatives
andl makes judgments about which alternatives are more or less likely to protect
winel promote his or her values. This patient-oriented perspective is subsumed
Iy the ethical principle of respect for autonomy, which instructs the surgeon to
(clentify the patient’s values and beliefs, to respect their role in the patient’s life,
anel o elicit the patient’s preferences from among medical and surgical alterna-
tiven supported in beneficence-based clinical judgment.

Consider the refusal of blood products during surgery for religious reasons,
an othical fssue surgeons confront in the surgical management of Jehovah's
Witnesses, Recent improvements in surgical technique have greatly reduced
imtraoperative blood loss and new blood-saving technologies have reduced the
seed for administration of blood products and non-autologous blood. Nonethe-
lows, the use of blood products and whole blood is often “medically indicated.”
Iifx common surgical term is beneficence-based: if blood products or whole
Ilood nre not used, the patient’s risk of death, serious disease, or disabling in-
ity my significantly increase. These outcomes can be avoided, given that the
itk ol infection from blood-borne pathogens is quite low. Otherwise, serious
tinka are taken with the patient’s health, which appear to be inconsistent with
lenelicence-based clinical care and therefore are ruled out in good surgical
practico

A singdeal perspective on the use of blood and blood products during and after
ey, however, is not the whole of the story any longer in surgical ethics; the
pationt’s perspective must also be honored. The religious beliefs of Jehovah's
Witnesses are as sincere as the beliefs of any other of this world’s religious com-
snition and teaditions, The principle of respect for autonomy teaches that the
Bliels of Jehoval's Witnesses about the administration of blood products are
worthy of the surgeon’s respect. Moreover, because beneficence-based clinical
fudggment s limited to the patient’s health-related interests, the surgeon is inno
position to udge the merit of such religious beliefs.

e two prineiples thus seem to generate a conflict. On the one hand, the
sirgeon has a beneficence-based obligation to avoid intraoperative and postop-
cative ks thit can be provented with an intervention that is efficacious and—
relative to those risks—sufficiently safe. Such an obligation also implements the
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8 SURGICAL ETHICS

patient’s right to be neither killed nor injured by surgery, On the other hand,
the surgeon has an autonomy-based obligation not to interfere with the prefer-
onces of the patient, especially when those preferences represent and express
deeply held values, matters of substantial moral and religious conviction. Such
mn obligation implements the patient’s right to make decisions about his or her
cire, and to be in authority. How these apparent ethical conflicts should be
mnnlyzed and resolved in surgical practice are addressed in Chapters 7,8, and 9.

Surgeons and the institutions in which they practice no longer simply take
cire of patients one at a time; surgeons and institutions are increasingly respon-
sible for the care of populations of patients. While this has been true of the
military medical corps, the Public Health Service, the Veterans Affairs medical
system, and local public hospitals for many decades, managed care organizations
(MCOg) also think of themselves as responsible for populations of patients. In
adldition, the rapid increase in health care costs that this country experienced
(uring the 19705 and 1980s had become unsustainable, in both the private and
public sectors, by the 1990s. Surgery, as well as other medical specialties, has
ontered the era of limited and often scarce financial resources.

In these constrained circumstances, surgeons—and institutions that support
their work-—confront a systemic and challenging ethical issue: how to ethically
allocate limited resources, The reality of surgical practice is that spending re-
sonrees or the care of one patient may well mean that there will be insufficient
resonreos to care for other patients, a particularly acute ethical issue in the con-
test ol flat, or even declining, institutional budgets. These considerations may
absenre the honndaries of who is “an authority” and who is “in authority” in the
sirgeon patient relationship as institutions assert their power to control the
alloeation of resonrees,

Fthides adddrenses lssues concerning the allocation of resources by using prin-
ciplos ol justice: More than two thousand years ago, Aristotle conceptualized
fstice an the rendering to each individual of what is due to him or her.® The key
word i this formulation, obviously, is due. In the ensuing centuries, there have
cmergod compaoting accounts of what is due to someone in the allocation of
limited or searce resources. In the history of Western philosophy, some have
argned that such allocation should be based on meeting fundamental human
necds, sueh as for shelter, clothing, and food. Others have argued that such
ullocation should be based on natural rights, which precede political orders, to
lifo, liberty, and property. Still others have argued for utilitarianism, allocation
ol searce resources with the goal of producing the greatest good for the greatest
number, Others still have argued that allocation should be based on merit and
necomplishment, what people have eamed through personal ability, effort, and
sncrifice

his philosophical dobate romuing unrosolved hocause cach of these concepts
ol justice, as wellasother formulations of the concept, i fntellectually and prae
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Heally compelling and eaptures our different intuitions about what is fair and
it b the treatment of people when resources are limited or scarce.

fosien of fust distribution of resources become relevant in surgical ethics in
transplantation surgery, where organs are scarce and eligible patients are many,
sl i the linancing of surgery, particularly with regard to such third-party
pyers an public treasuries and private, for-profit insurers. These issues are dealt
with i Chapters 6, 17, and 19,

A Surgieal Ethics Workup

e render ean use the tools of ethical analysis and argument to address and
e clindenl eases inan intellectually rigorous and clinically applicable fash-
fni by fallowing the steps of a surgical ethics workup.” We propose a four-step

l‘ll" (AL L]

ldentifying the Facts of the Case

# (ieal analysis and argument, like clinical judgment and decision making, re-
e o solid foundation in the facts of the elinical case. Otherwise, surgical
Cilies bocomes an abstract and irrelevant exercise. To be well grounded in clinical
seulity, therefore, a surgical ethics workup begins with the history and clinical
wonbuipof the pationt’s chief complaint. There are two key factual considerations
s whieh subsequent ethical analysis and argument vitally depend.

Fivet all medically and surgically reasonable alternatives, that is, all alterna-
fves it liave o positive and at least neutral risk/benefit ratio, should be identi-
fedl Tl altermative of a trial of non-intervention should be carefully evaluated
i i rospect. Exeept for emergencies, such a trial is often medically and sur-
headly rensonable

second, it i especially important to identify the patient’s social history. Such
factorn an the patient’s oceupation, the patient’s routine of daily life and activi-
fee the patient’s support and caregiving network (a crucial consideration f(fr
petionts with ehronde illnesses), the patient’s religious beliefs, and the patient’s
hen elovant vialues and beliefs should be identified. To elicit the patient’s values
el beliods it ts elinieally useful to ask, “What is important to you about your
Condition e surgeon should be attentive to expressions of the patient’s values

ok ol for surgienl and medical care.

Filibeal Analysis

it al wnalysis should be undertaken by considering four “appeals” that together
gather relovant information pertaining to the surgeon as the patient’s moral

4



10 SURGICAL ETHICS

ficduciary and to ethical prineiples. The fivst of these appeals addresses the fidu-
clary role in particular and the remaining three speak to the ethical principles of
beneficence, respect for autonomy, and justice.® In applying these four appeals
to individual elinical cases, the reader should use the methods of ethics analysis
mnd argument, described here and in the chapters to follow.

Appeal to Virtues. The virtues of the surgeon as moral fiduciary relevant to the
case should be identified, along with their implications for the surgeon’s ethical
obligations, What do the relevant virtues require of the surgeon’s clinical judg-
moent, decision making, and behavior? To answer this question, the reader should
identify the implications, both short-term and long-term, of the virtues of the
surgeon as fiduciary of the patient. Compassion, for example, focuses concern
on relief of postoperative pain and suffering, as well as on prevention of long-
term suffering from added morbidity and decreased quality of life, considerations
that loom large in the care of patients who are poor surgical risks (Chapter 9)
and patients who are dying (Chapter 10).

Appeal to Consequences. Beneficence-based clinical judgment is concerned with
the clinieal consequences of reasonable alternatives for managing the patient’s
problem. The appeal to consequences therefore involves a careful, precise, and
thorough identification of both the clinically good consequences (benefit) and
the elinieally bad consequences (risk) of available alternatives. In beneficence-
hisedd elinteal judgment, good consequences are the prevention of premature
and unnecessary death and the prevention and effective management of disease,
ey and unnecessary pain and suffering. Pain and suffering are necessary in
the surgieal management of patients only when they cannot be avoided in the
oltort to reduce mortality and morbidity.

Fhera are two important dimensions of the appeal to consequences. First, it
wnnlly results in the identification of a range of alternatives that are acceptable
i bonelicence-based clinical judgment. An appeal to consequences that identi-
fiew only one reasonable alternative in non-emergency cases is probably flawed
andl, worse, sets up the surgeon and patient for entirely preventable ethical con-
flict Second, it sometimes happens that surgical management is inconsistent with
heneficence-based clinical judgment, either because the patient is a poor surgi-
cil visk (Chapter 9) or is dying (Chapter 10). The limits of beneficence-based
judgment should be identified. What do the beneficence-based consequences
require of the surgeon’s elinical judgment, decision making, and behavior?

Appeal to Rights. The principle of respect for antonomy grounds and gener-
ates the rights of patients that surgeons should take into account, In making the
appeal to vights, itis cracial to distinguish negative from positive rights.* Nega-
tive rights involve elaims against others to be left alone, unless one is putting
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s at ke ol harm to which they do not consent. As a rule, negative rights,
v they do not make strong claims on the resources of others, are very
Bl it T contrast, positive rights involve claims against others for access
onidase al thelr resonrees of time, money, and ability. Positive rights always
dne it Tt the only debate concerns what those limits should be. Appeals
vt theretore should always distinguish negative from positive rights.
Wovatlier idontified three negative and four positive rights relevant to surgi-
dethies The tmplications and limits of these rights and of the patient’s other
colevunt values and beliefs for the clinical facts of the case should be identified
fe e mabing the appeal to rights. What do the autonomy-based rights and val-
s ab e patient require of the surgeon’s clinical judgment, decision making,
sk behiavion ! Consdderation of the clinical implications of these seven rights
b b anwwen this question,

{ppeal o Justive and Equality, 1ssues of justice and equality arise in surgical ethics
oty with regard to the allocation of limited financial, material, and human
comees b the canre of patients. An appeal to justice and equality, because of the
Ftoeabwd doop philosophical disagreement about principles of justice, is the
et contioversdal of the four appeals. It should therefore be made with care.
Hivee concopty of justice earrently enjoy prominence in contemporary bio-
ches T e et b ogalitarian concept of justice, which requires that patients
et anogually aw possible. At first, this concept was applied to outcomes
o bt recognition of the biologic variability of disease and of patients’ re-
s boomedionl and surgical management of their problems has called this
weept nta question. The emphasis has therefore shifted to a concept of a
pcessul cane that by, insofar as possible, equal for patients with similar prob-
Fne Paactico gaidelines and elinical pathways implicitly adopt an egalitarian
st ol jaatice
Hisecond prominent coneept of justice in bioethics is redistributive justice.
Hecaneept has been deployed in response to the limited access of many Ameri-
et health care and even more limited access of those in less developed coun-
foee e variations are thought to be unfair, some have argued, and so health
v s and ineome should be redistributed—away from those with con-
sl ecen and wealth and toward those with no or little access and wealth.
editbuitive justice calls for universal access to medical and surgical services.
Hhethind prominent concept of justice is libertarian. This concept of justice
sphsteen provate property and respeet for marketplace exchanges of private
oot ather forms of wealth. This concept of justice calls for alevel “play-
o el By providing patients with adequate information about the quality of
Al sirgieal care from different providers and allowing patients and
prodees toomake thetr own, independent decisions. The marketplace will thus

ot o just disteithution ol health care resources,
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12 SURGICAL P'THICS

The particalar concept or principle of justice to which appeal is made should
always be clearly identified and its implications for the case made clear. The same
two tasks should also be undertaken for competing concepts and principles of
justice. The goal of doing so in the appeal to justice and equality is to avoid the
unargued introduction of a favored principle of justice.

The Four Appeals Together. The implications of the four appeals together for
the surgeon’s clinical judgment, decision making, and behavior should be iden
tified. Areas of agreement and areas of conflict should be precisely stated. Ethi
cal conflicts, especially those generated by the principles of beneficence anil
respect for autonomy and those generated by conflicts of interest, are addresscl
in the next step of the clinical surgical workup, ethical argument.

Ethical Argument

Ethical argument requires the surgeon to present clearly stated premises that
together support a conclusion about what the surgeon’s clinical judgment, deci
sion making, and behavior ought to be in the case under consideration. Argu
ment does not start with a “gut feeling” about what the conclusion ought to be,
followed by a search for friendly premises. This is flawed ethical reasoning an
should be avoided in responsible surgical practice, research, and education.

Instead, the reader should marshal clearly stated reasons about why one or
more of the four appeals should guide the surgeon’s clinical judgment, decision
making, and behavior in the case at hand. The goal is to follow one’s reasons,
and therefore argument, where they lead. In this way, one submits one’s thought
processes to the intellectual discipline of ethics and thus achieves an intellectu
ally disciplined study of what the morality of surgeons ought to be.

Once having made an argument, one should invite the critical evaluation of
one’s colleagues. One should ask the following sorts of questions and address
the deficiencies that they identify.

1. Are the reasons clearly stated? If not, return to the stage of ethical analy-
sis, because lack of clarity in the formulation of reasons is usually the func-
tion of lack of clarity and completeness in the four appeals.

2. Do the reasons connect to each other? Argument should not proceed in

shotgun style, with a disintegrated approach that simply lists appeals and
asserts a priority among them. Reasons should clearly connect to each other
and together support the conclusion.

3. Are there other conclusions that could follow? Reasonable people work
ing with the same ethical analysis and argument can reach different con-
clusions when they interpret elinieal facts differently.

ELJ0002-00115

PONCIPIOS @i Pigitice OF OUEKICRE L 1

I What clear and coherent opposing reasons could be offered? The goal here
it be apen to the well-made ethical analysis and arguments of others,

kg wrgaments based on thorough ethical analysis that incorporates the
fo appeals and by subjecting those arguments to eritical serutiny, one is typi-
cally wenared of an ethically sound conclusion,

Iusies of Authority and Power

- hieal analysis and argument can help to address issues of authority and power
i e srgeon s patient relationship. These are especially important in surgical
cthies hocawe the surgeon is in charge of intraoperative and immediate post-
spentive care; the patient s in an especially passive role in these time periods,
fcontiant to the patient’s role in most other medical specialties. In undertak-
tgeethical unalysis and argument the reader should, therefore, carefully distin-
putsh the sirgeon as someone who is “an authority” from someone who is “in
sithonity, " i we noted earlier, The surgeon is surely an intellectual authority
sl matters of elinical judgment and decision making. Patients therefore
o pen b snngeons to be knowledgeable in these matters and tend to treat surgeons
voanthorities that is, as individuals qualified by training and experience to
identily and protect, through competent surgical management, the patient’s
cliieal, beneheence-based interests.

fo bt nathordty is different. This involves the power to act on clinical,
b hieenee biased judgment. The principle of respect for autonomy indicates
it thie power resides in the competent, adult patient or the surrogate of
pattonts who lack decision-making capacity, either by reason of disease or
developmental stage (roughly associated with age in children). The reader should
tHiretore not conclude that because the surgeon is an authority about clinical
sttens the surgeon s therefore also in authority to decide whether surgical
snpement will actnally occur. The latter consideration becomes especially
pottant in the care of emergency patients (Chapter 5), patients who are poor
anntenl ke (Chapter 9), and dying patients (Chapter 10).

Condlusion

Fhe disenssdons b this volume will, we expect and hope, provoke serious thought
sl lively controversy by raising ethical issues that are pertinent to surgical prac-
oo veseareh, education, and management. As surgery becomes more techno-
fopiecally advinced, s unanticipated surgical therapies are developed and become
commmonplice G transplantation has), and as public policies, such as limitations
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on specialty training programs and cost reimbursement, impose themselves b
on surgical practice, new ethical questions will arise. It has been our goal, in -
assembling this book with the contributions of our colleagues in bioethics and
surgery, to establish a sufficiently sturdy base on which present and future clini-

cal surgical ethical questions may be laid with some sense of stability and confi- -
dence that the good of patients, medical institutions, surgery and medicine, and v
o = Dr oy
society will be served.
.
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