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Adolescent health screening practices 
by physicians in Jamaica

Abigail Harrison,1 Russell Pierre,1 Georgiana Gordon-Strachan,2

Sheila Campbell-Forrester,3 and Karen Leslie4

Objective. To review Jamaican physicians’ adolescent health screening practices by deter-
mining their frequency in areas of biomedical, psychological, social, and educational health; the
factors that influence these practices; and physicians’ perceived level of self-efficacy and their
awareness of screening tools and guidelines.
Methods. A questionnaire was mailed to general practitioners, family medicine specialists,
and pediatricians in Jamaica. The primary outcome variable was the frequency of physician
screening for a range of biomedical, psychosocial, and educational developmental issues in the
majority (≥ 50%) of adolescent patients. Bivariate analyses were performed to determine dif-
ferences between professional groups.
Results. The response rate was 32.3% (n = 213), with 209 responders being suitable for fur-
ther analysis. The sample comprised 48.8% general practitioners, 33.0% family medicine spe-
cialists, and 18.2% pediatricians. Physicians more often screened for biomedical risks than for
psychosocial risks, with very low frequencies of screening for psychosocial issues such as mood,
suicidal ideation, sexual orientation, and safety concerns. Physicians reported high levels of
confidence in discussing most psychosocial issues with adolescent patients. Time limitation
and an insufficient knowledge base were the main factors identified as influencing screening
practices.
Conclusions. The data suggest unsatisfactory frequency of adolescent health screening by
Jamaican physicians, in particular for psychosocial factors. The primary factors identified by
physicians as influencing their screening practices have potential for improvement through
continued medical education.

Adolescent health; physician’s practice patterns; Jamaica.

ABSTRACT

Adolescence is a complex and dynamic
developmental period between ages 10
and 19 years (1) involving simultaneous
yet asynchronous physical, sexual, cog-
nitive, and socioemotional development.

Many potentially harmful lifestyle habits
and behaviors are initiated during ado-
lescence, indicating this period as an
ideal time for primary prevention (2, 3).
Adolescent morbidity and mortality are
primarily due to preventable causes in-
cluding substance use, unintentional in-
juries, unprotected sex and the associ-
ated risks of teen pregnancies, and
sexually transmitted infections including
HIV (4). Health professionals can play a
significant role in reducing risk-related
behaviors and promoting the healthy

growth, development, and behavior of
adolescent patients (2, 5–9).

Many health organizations have estab-
lished clinical care guidelines for pre-
ventive adolescent health care (10–12),
recommending periodic screening for
behaviors that may affect adolescents’
health and further assessment for those
adolescents identified as at risk.

Physicians have been proposed as the
gateway providers for adolescents, facili-
tating their access to other resources
when appropriate (13). However, physi-
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cians in clinical service face many com-
peting demands—such as time limitation
during acute care visits, patient prefer-
ences, limited resources, and administra-
tive factors—that may act as barriers to
the provision of preventive health ser-
vices (14, 15). Improved understanding
of physicians’ needs, their knowledge of
available resources, and the environment
in which they practice can therefore in-
form the development of policies that
regulate health care services for adoles-
cents. Additionally, there are factors in-
herent to physicians that may influence
their adherence to screening recommen-
dations, including low self-efficacy and
outcome expectancy, a lack of familiarity
with preventive health guidelines, and
limited motivation to change due to com-
fort with present practices (16).

In Jamaica, adolescents aged 10 to 19
years compose 19.5% of the total popula-
tion (17). Their health care issues repre-
sent a significant financial strain on the
health care system, in particular the mor-
bidity and mortality of intentional and
unintentional injuries. There is no na-
tional policy in Jamaica stipulating regu-
lar health maintenance visits during ado-
lescence and there are no formalized
clinical guidelines for adolescent pri-
mary health care. An adolescent-focused
group in Jamaica, Youth.now, developed
the Jamaican Guidelines for Adolescent
Reproductive Health Service Delivery
(18) based on the Guidelines for Ado-
lescent Preventive Services (GAPS)
model (10) of the American Medical As-
sociation; however, this document is lim-
ited to sexual and reproductive issues in
adolescents.

Although much data have been pub-
lished on adolescent health screening
and related physician practices in devel-
oped countries in North America, Eu-
rope, and Oceania (19–23), there is a
paucity of data available on physicians’
screening practices in Jamaica and the
English-speaking Caribbean.

This study aimed to review the adoles-
cent health screening practices of Ja-
maican physicians by determining the
frequency of screening for biomedical,
psychological, social, and educational
health; the factors that influence screen-
ing practices; and physicians’ level of
self-efficacy in screening and awareness
of available screening tools and guide-
lines. This process will provide data on
perceived and unperceived needs in this
area, which are particularly important

for a resource-limited country so as to
guide targeted changes in policies and
procedures, optimizing outcome and
minimizing unnecessary expenditure.

MATERIALS AND METHODS

Participants

A list of physicians practicing in Ja-
maica was obtained from the Medical
Council of Jamaica and relevant profes-
sional associations (916 physicians). The
list was stratified according to physi-
cians involved in adolescent primary
care [general practitioners (GPs), family
medicine specialists (FMSs), and pedia-
tricians] and excluded those not cur-
rently practicing in Jamaica, with a re-
sultant sample of 643 eligible physicians.

Data collection

A 30-item questionnaire was devel-
oped, guided by a previously adminis-
tered survey instrument used for a simi-
lar purpose in the United States of
America (24). Modifications were imple-
mented to increase the ease of adminis-
tration and the likelihood of physicians
completing the questionnaire by making
the instrument more user-friendly for
this study population. The questionnaire
inquired about physicians’ screening for
risk and resiliency factors through verbal
communication with adolescents during
clinical encounters.

The following areas were included in
the questionnaire:

• Demographic characteristics of physi-
cians (gender, year of graduation from
medical school, postgraduate training),

• Characteristics of the patient popula-
tion seen (age and gender of patients,
number of patients seen weekly),

• Physician confidentiality policies and
practices,

• Biomedical screening (immunization
status, blood pressure measurement,
height, and weight),

• Psychosocial screening (family and
peer relationships, sex and sexuality,
mood disorders, substance use, school
performance, and history of physical
and sexual abuse),

• Education and counseling of patients
and their parents, and

• Factors affecting physicians’ screening
practices (knowledge, confidence level,
time restraints).

The questionnaire was piloted on 12
physicians representative of the study
participants. They reported on ease in
completing the questionnaire and sug-
gested that the time for completing it be
quoted as 20 minutes. No changes in
content of the questionnaire were sug-
gested or made.

Data were collated between October
2008 and April 2009. The questionnaire
was mailed to 643 physicians in months
1 and 2 with a cover letter explaining the
purpose of the study as well as a pre-
stamped return envelope for completed
questionnaires. A second mailing was
done 4 to 8 weeks later in months 4 and
5 with a follow-up telephone call 6
weeks thereafter, in months 6 and 7, to
thank participants and encourage those
who had not returned their question-
naire to do so (25, 26). Questionnaires
were coded to allow for anonymity of
respondents.

Outcome variables

The primary outcome variable was the
frequency of physician screening for a
range of biomedical, psychological, so-
cial, and educational developmental is-
sues in the majority (≥ 50%) of adoles-
cent patients.

Data analysis

Statistical analysis was conducted
within three subgroups of physicians—
GPs, FMSs, and pediatricians—based on
the differences in adolescent primary
care training they would have received.
FMSs and GPs see a similar profile of pa-
tients in similar clinical settings in Ja-
maica; however, as part of their post-
graduate education FMSs would have
received more training in adolescent
health care. Similarly, pediatricians
would also have received postgraduate
training.

Bivariate analyses were performed
with the Statistical Package for Social
Sciences (27) to determine differences
between physician groups. Chi-square
tests were used to test for statistical sig-
nificance among categorical variables.
Fisher’s exact test was used where cross-
tabulation cell numbers were less than 5.

Ethical approval was obtained for this
study from the University Hospital of
the West Indies, University of the West
Indies, Faculty of Medical Sciences
Ethics Committee (Mona, Jamaica), Min-
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istry of Health’s Ethics Board (Jamaica),
and Hospital for Sick Children Research
Ethics Board (Toronto, Canada).

RESULTS

Initially, 643 physicians were con-
tacted by mail, with 45 physicians later
excluded due to an incorrect mailing ad-
dress, being out of the country, or not
currently providing care to adolescents.
For the remaining sample (n = 598) the
response rate was 35.6% (213). No signif-
icant gender difference was noted (male
44.9%, female 55.1%). GPs represented
48.8% (102), the largest share of the
study population.

Most physicians surveyed reported
seeing the majority of their adolescents
in private practice (74.6%), with similar
representation of male and female pa-
tients and most visits being for acute
care (64.6%). Less than half (48.6%) of all
physicians surveyed recommend annual
health care visits for adolescents, and al-
though the vast majority of physicians
(91.4%) reported providing confidential
care to adolescent patients, less than 80%
discussed their confidentiality policies
with patients (78.4%) and their parents
(79.3%) (Table 1).

Biomedical and physical risk
screening

Most physicians assessed weight
(71.0%) and height (52.9%) in the major-
ity of patients, with pediatricians being
significantly more likely to do so than
GPs and FMSs (P < 0.005). Less than one-
quarter of physicians calculated the
body mass index for most patients. The

majority of physicians (74.5%) assessed
adolescents’ blood pressure. As many as
81.8% of physicians asked girls about
their menstrual history. Significantly
more pediatricians reviewed immuniza-
tion status (P < 0.001) and assessed sex-
ual maturity staging (P < 0.001) in ado-
lescent patients compared with other
physicians. Less than 25% of physicians
inquired about dieting for weight loss in
most adolescents, and 61.2% of physi-
cians asked about a family history of
chronic illness.

Psychosocial risk screening

Most physicians (60.8%) asked whether
adolescents were sexually active; how-
ever, only 10.5% of physicians inquired
whether adolescents’ friends were engag-
ing in sexual activity.

Less than 50% of physicians screened
for substance use in the majority of ado-
lescents (alcohol 33.0%, cigarettes 37.3%,
illicit drugs 34.4%) and less than one-
quarter of physicians reviewed sub-
stance use by adolescents’ friends and
family members. Almost 20% of physi-
cians reported assessing adolescents’
mood and 5.7% asked about suicidal
ideation. Significantly more FMSs than
GPs and pediatricians inquired about a
family history of mental health issues 
(P < 0.05). Few physicians screened ado-
lescents for safety concerns, including
home safety (9.2%), school safety (9.6%),
seatbelt use (6.8%), and access to hand-
guns (2.4%). Pediatricians inquired more
frequently about school performance
(89.5%) than GPs and FMSs (P < 0.0001)
and FMSs (47.8%) and pediatricians
(36.8%) inquired about adolescents’ rela-

tionship with family members at home
more frequently than GPs (19.6%) (P <
0.001) (Table 2).

Screening practices with at-risk
adolescents

Among adolescents identified as sex-
ually active, most physicians inquired
about contraception use (71.8%) and the
number of sexual partners the adoles-
cent has had (56.9%). Less than 10% of
physicians provided condoms to adoles-
cents regardless of the patient’s gender
(females 4.8%, males 7.2%) and 23.9%
provided other birth control methods
(including oral contraceptive pills). Just
over one-half of physicians assessed the
quantity and frequency of alcohol use in
those adolescents identified as using al-
cohol, with 25.4% asking about driving
under the influence of alcohol and 7.7%
asking about ever having ridden in a car
with the driver under the influence.
Most physicians assessed the quantity of
tobacco and illicit drugs used, but a mi-
nority asked about substance use by
friends of the adolescent.

Education and counseling practices

Most physicians spoke with the par-
ents of adolescent patients aged 16 years
or less, with a minority speaking to par-
ents of adolescents aged 17 to 19 years.
Pediatricians were significantly more
likely to speak with parents of older
adolescents (P < 0.05). A minority of
physicians reported discussing normal
adolescent development and monitor-
ing of adolescents’ behavior with par-
ents. Among at-risk adolescents, most
physicians reported educating sexually
active adolescents about the risks of
sexually transmitted infections includ-
ing HIV and substance users about the
risks of alcohol, tobacco, and illicit 
drug use.

Factors influencing physicians’
screening practices

Physicians reported confidence in dis-
cussing many psychosocial issues with
adolescent patients; however, pediatri-
cians were significantly less confident in
discussing sexual activity, contracep-
tion, mood, and dieting for weight loss 
(P < 0.001) as well as body image, sexual
abuse, and substance use (P < 0.05)
(Table 3).
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TABLE 1. Characteristics of physicians and their clinical practices, Jamaica, 2008–2009

Characteristic All physicians GPs FMSs Pediatricians

Median number of patients seen 
per week (interquartile range) 10 (14) 14 (10) 10 (12) 8 (6)

Patient gender, %
Male 45 37.2 36.6 44.3 
Female 55 61.6 60.0 55.4 

Visit type, % 
> 50% routine 33.3 31.7 29.0 44.7
> 50% sick 64.6 69.5 66.7 50.0
Recommend annual health 

visit, % (No.) 48.6 43.8 (35) 52.9 (36) 51.4 (19)
Provide confidential care to 

adolescents, % (No.) 91.4 96.3 (79) 88.2 (60) 86.5 (32)
Discuss confidentiality with 

patients most of the time, % (No.) 78.4 76.9 (63) 79.7 (55) 78.9 (30)
Discuss confidentiality with 

parents most of the time, % (No.) 79.3 78.0 (64) 81.1 (56) 79.0 (30)

Note: GP: general practitioner, FMS: family medicine specialist.



Physicians identified time limitation
(40.2%), insufficient knowledge base
(40.2%), and parents limiting access to
confidential discussions with adolescent
patients (31.2%) as the primary factors
that influenced their screening practices
(Table 4). FMSs were more likely to re-
port having received training in adoles-

cent primary health care than GPs or pe-
diatricians (P < 0.001), and nearly half of
all physicians reported their knowledge
base as insufficient to allow for appro-
priate screening of adolescent patients.
Less than 2% of physicians reported low
outcome expectancy and a minority of
physicians was aware of screening tools

used internationally (10, 28) including
the HEADSS (29) psychosocial review.
Most physicians (91.0%) indicated an in-
terest in participating in continued edu-
cation in adolescent primary health care.

The results demonstrate that, of physi-
cians surveyed, most see adolescents
during acute care visits and do not rec-
ommend scheduled anticipatory care
visits. Biomedical screening is per-
formed significantly more frequently
than screening for psychosocial con-
cerns, with pediatricians reporting less
confidence in discussing many psy-
chosocial issues with adolescents as
compared to GPs and FMSs. Physicians
identified limited time and insufficient
knowledge as the primary factors influ-
encing their adolescent screening prac-
tices and reported limited training op-
portunities in adolescent primary care
medicine.

DISCUSSION

Screening adolescents for risk and re-
siliency factors is an underpinning of
preventive health care services, facilitat-
ing health promotion and disease pre-
vention with appropriate and timely re-
ferrals in adolescents identified as being
at risk. Many previously undetected
health concerns—in particular psychoso-
cial, emotional, and behavioral issues—
may be disclosed during screening at
health visits (23) and allow for further
management when required. In a
resource-limited setting such as Jamaica,
preventive care with appropriate antici-
patory guidance must be seriously con-
sidered in an effort to minimize the need
for secondary and tertiary care, which
may be difficult to access.

Most Jamaican physicians surveyed
did not recommend regular health main-
tenance visits, and although vaccination
visits have been suggested as opportuni-
ties for adolescent screening in other
countries (30, 31), Jamaica’s national im-
munization schedule does not mandate
any vaccines for adolescents, negating
that prospect. Therefore, it would be
prudent for Jamaican physicians to use
all adolescent visits as opportunities for
screening, including well and acute care
visits (6, 32–34).

In Jamaica, the median age of sexual
initiation is 13.0 years in males and 15.5
years in females; one-third of 10- to 15-
year-old adolescents drink alcohol and
10% smoke cigarettes, with even higher
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TABLE 3. Physicians’ confidence level in discussing health-related issues with
adolescent patients (28), Jamaica, 2008–2009

% somewhat or very confident

Issue All physicians GPs FMSs Pediatricians

Sexual activity 94.7 100 98.6 76.3a

Contraception 95.7 100 98.5 81.1a

Sexual orientation 63.9 66.7 79.1 63.9
Sexual abuse 83.3 85.0 88.0 71.1b

Physical abuse 84.9 82.9 88.2 83.4
Body image 88.7 86.5 78.8 76.3b

Dieting for weight loss 93.0 98.8 94.1 78.9a

Substance use 89.8 91.3 93.1 78.9b

Mood disorder 84.5 91.4 91.2 57.9a

Note: GP: general practitioner, FMS: family medicine specialist.
a P < 0.001 (Fisher’s exact test).
b P < 0.05 (Fisher’s exact test).

TABLE 2. Physicians’ adolescent health screening practices, Jamaica, 2008–2009

% who screen ≥ 50% of adolescent patients

Area of screening All physicians GPs FMSs Pediatricians

Biomedical factors
Immunizations 42.0 30.3 37.7 81.6a

Assess blood pressure 74.5 70.3 83.6 70.3
Measure weight 71.0 64.0 69.6 92.1b

Measure height 52.9 42.4 55.1 76.3b

Calculate body mass index 17.2 12.1 25.8 15.8
Sexual maturity staging 23.9 11.8 24.6 55.3a

Menstrual history 81.8 77.5 87.0 84.2
Family history of chronic illness 61.2 59.8 68.1 52.6

Physical factors
Sexual activity 60.8 67.6 59.4 44.7b

Friends’ sexual activity 10.5 9.8 13.0 7.9
Physical exercise 46.4 40.2 47.8 60.5
Dieting for weight loss 23.4 17.6 29.0 28.9

Psychosocial factors
School performance 58.4 53.9 47.8 89.5
Relationship with family members 32.1 19.6a 47.8 36.8
Mood 19.6 13.7 29.0b 18.4
Suicidal ideation 5.7 3.9 8.7 5.3
Family history of mental health issues 32.5 29.4 47.8b 36.8
Sexual orientation 9.6 6.9 14.5 7.9

Substance use
Alcohol 33.0 34.3 36.2 23.7
Cigarettes 37.3 40.2 40.6 23.7
Illicit drugs (marijuana, cocaine) 34.4 36.3 37.7 23.7
Friends’ substance use 11.0 9.8 14.5 7.9

Safety issues
History of sexual abuse 12.0 8.8 17.4 10.5
History of physical abuse 8.1 15.9 11.6 7.9
Home safety 9.2 3.9 10.1 5.3
School safety 9.6 6.9 11.6 13.2
Seatbelt use 6.8 4.9 7.2 2.6
Access to handguns 2.4 1.0 5.8 0

Note: GP: general practitioner, FMS: family medicine specialist.
a P ≤ 0.001 (Pearson’s chi-square test or Fisher’s exact test).
b P < 0.05 (Pearson’s chi-square test or Fisher’s exact test).



rates among 16- to 19-year-old adoles-
cents; 13% of 10- to 15-year-olds report a
history of physical abuse (35, 36). De-
spite these compelling statistics, the fre-
quency of screening for many psychoso-
cial risk factors by Jamaican physicians
in this study was low. Risky behaviors in
adolescents tend to co-occur and in-
crease with age (37–39), which suggests
that regular adolescent health screening
should start at an early stage.

Adolescents report valuing their
physician’s opinion on sensitive issues
(40); although there may be initial hesi-
tance, their receptivity to discussing sen-
sitive topics increases if these topics are
addressed by the physician on repeated
occasions (33). They are also more likely
to report that their health care provider
understood their problems [odds ratio
(OR) 3.62], eased their worries (OR 2.13),
and allowed them to make decisions
about (OR 2.71) and take some responsi-
bility for (OR 2.00) their treatment when
there had been discussion of at least one
sensitive health topic (41). In addition,
when adolescents understand and ap-
preciate that their care is confidential
they are more willing to seek health care,
disclose information about behaviors as-
sociated with health risk, and return for
follow-up, optimizing health providers’
ability to offer appropriate care (42).
Most physicians surveyed in this study
reported offering confidential services;
however, as many as 20% of them did
not discuss their confidential policies
with adolescents or parents to ensure the
adolescent’s understanding.

The findings in this study are not un-
like those in developed countries (21, 24,
43, 44), with significantly better frequen-
cies of physicians’ biomedical screening
than psychosocial screening in adoles-
cents. However, although difficult to di-
rectly compare studies given different
methods and statistical analysis, the fre-
quency of screening for psychosocial is-
sues in this sample of Jamaican physi-
cians appears to be significantly lower
than that identified in North American
studies (21, 24, 43). This may be influ-
enced by a lack of national guidelines
recommending a standard of preventive
health care for Jamaican adolescents.

In other studies, primary care physi-
cians have reported feeling insufficiently
trained in addressing many psychosocial
concerns of youth, including substance
use, unprotected heterosexual sex, same-
sex relationships, emotional difficulties,
and abuse (24, 45). This may result in in-
adequate screening of patients at highest
risk, who may benefit the most from
early identification and intervention (15,
46). A minority of the Jamaican physi-
cians surveyed reported training in ado-
lescent primary care, with a lack of
knowledge being reported as one of the
primary factors influencing screening
practices. Despite this fact, most physi-
cians reported being confident in dis-
cussing psychosocial issues, except sex-
ual orientation, which suggests that the
low frequency of psychosocial screening
may also be significantly affected by
time limitation, another factor identified
as a major barrier to screening in this

study. Training physicians in the use of
the HEADSS (29) tool as a means of en-
gaging the adolescent, identifying risk
and resiliency factors, and guiding the
formulation of a management plan in a
time-efficient manner would be ideal in
a resource-limited setting, as the cost of
printed or online access to screening
questionnaires would be prohibitive.

An overwhelming majority of the
physicians surveyed had an interest in
continued education in adolescent pri-
mary health care. Training workshops
aimed at increasing physicians’ knowl-
edge, attitudes, and skills to perform pre-
ventive screening with adolescents have
been shown to be effective (47, 48) at in-
creasing screening and counseling of ado-
lescents. Screening and training in screen-
ing, however, is not the only answer, as it
too has its challenges (49, 50). Further
work needs to be done to determine what
screening guidelines would be most ben-
eficial (51) and cost-effective for Jamaican
adolescents. Physicians also need further
education on appropriate intervention
and referrals where necessary in adoles-
cents identified as at risk (52). 

The perspectives of Jamaican adoles-
cents would complement the findings of
this study. Further research initiatives
should include evaluating adolescents’
perceptions of adolescent health care in
Jamaica—what it is and what it should
be to best meet their needs, thus provid-
ing the next generation of Jamaicans
with the opportunity to help shape their
own health outcomes. 

The limitations of the study need to be
considered. There was a relatively low
response rate; however, this sample rep-
resented as much as one-third of all
physicians providing primary care to
adolescents in Jamaica. It is also possible
that the physicians who responded may
have a more keen interest in adolescent
care than nonresponders, and so these
frequencies may represent an overesti-
mate of the national screening levels.
There was no available relevant informa-
tion on nonrespondents, precluding any
comparison between the groups. Statisti-
cally, there was adequate representa-
tion for all physician subgroups to allow
for satisfactory analysis. Physician re-
sponses were self-reported estimates
and were not validated by chart review,
which may result in some reporting bias,
but chart reviews also have limitations
(20). It is accepted that physicians may
overestimate their responses in self-
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TABLE 4. Factors influencing physicians’ screening practices with adolescents, Jamaica,
2008–2009

% influenced

Factor All physicians GPs FMSs Pediatricians

Received training in adolescent 
primary health care 30.7 17.1 46.4 31.6 

Aware of HEADSS (29) 
screening too 14.1 6.1 13.8 32.4a

Aware of CRAFFT (28) 
screening tool 5.5 4.9 9.2 0

Aware of GAPS (10) 
screening guidelines 11.5 12.3 10.8 10.8

Insufficient knowledge base 40.2 42.7 34.8 44.9
Limited impact on outcome 0.5 0 1.9 0
External resources
Limited time 40.2 43.9 39.1 34.2
Lack of appropriate space 11.6 13.4 8.7 13.2
Parents limiting access to 

confidential discussion with 
adolescent 31.2 37.8 29.0 21.1

Note: GP: general practitioner, FMS: family medicine specialist, GAPS: Guidelines for Adolescent Preventive Services.
a P = 0.001 (Pearson’s chi-square test).
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Objetivo. Analizar las prácticas de examen sistemático de la salud de los adoles-
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cos generales, 33,0% eran especialistas en medicina familiar y 18,2% eran pediatras.
Los médicos llevaban a cabo exámenes sistemáticos con más frecuencia para evaluar
los riesgos biomédicos que los riesgos psicosociales, y los exámenes sobre aspectos
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lescentes es insuficiente, en particular en lo que respecta a los factores psicosociales.
Los principales factores que, según los médicos, afectan sus prácticas con respecto a
este tema pueden mejorarse mediante programas de formación médica continua. 
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