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ABSTRACT

Aim: To estimate and compare the expenditure incurred by an household for surgical care for children
in public and private health care systems.

Methods: Questionnaire was distributed to 200 patients admitted for surgery in public and private
healthcare sectors. 7 datas were collected: 1) Direct formal costs in the form of surgical costs,
consultation costs, drugs, laboratory tests and hospital expenses. 2) Indirect costs in the form of loss of
wages to the care giver, transportation and food expenses. 3) Pre-surgical, surgical and post- surgical
expenses. 4) Household income. 5) Out of pocket expenses. 6) Source of income. 7) Outcome.

Result: In our study there was a highly significant difference in expenses incurred to the patient in the
private to that of the public sector. In compared to public sector, cost of surgical care was significantly
high for direct, indirect and total charges per day. There was no significant difference in the indirect
charges for an episode of hospitalization in both the sectors as duration of stay in private sector is less.
Conclusions: The expenditure incurred for the surgical care in private sector is significantly high

compared to the public sector.
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INTRODUCTION:

With regard to global health concerns, in
providing healthcare services to the populations
in low and middle- income countries (LMIC’s),
one of the longstanding and polarized debate is
the appropriate role and balance of the public
and private sectors ( Berendes S et al. 2011). In
India, healthcare is dominated by private
healthcare providers by 70% of all hospitals and
40% of total hospital beds (Katyal A et al 2015
and Bhat R et al. 1996). Furthermore it is
observed from the data from the National
Sample Survey (NSS) that there is a decrease in

the share of utilization from pubic hospitals
over the last two decades ( Dilip TR et al. 2010).

Surgical care for children is an essential
component of health systems but has generally
been neglected within global public health
despite the growing evidence documenting the
cost-effectiveness of essential surgical care in
low- and middle-income countries (LMICs)
(Ozgediz D et al 2008 and Bickler SW et al
2002). In developing countries like India, where
there is boom in the economic gap between rich
and poor, it is extremely important to evaluate
the quality and expenditure for essential
surgical care services available at the
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community level. This is a key concern and
prime duty of any government in developing an
equitable, affordable and accessible health care
system to every strata of population (Tuan T et
al. 2005).

Today in India, surgical services are provided
mainly by private providers and funded largely
through out-of-pocket spending (OOPS) of
care-seekers and this situation is recognized
both as inequitable and as a serious impediment
to wider access to healthcare (Dror DM et al.
2008). It is well accepted that one episode of
hospitalization is enough to account for 58% of
per capita annual expenditure pushing 2.2% of
people below the poverty line. Hence patient’s
affordability to access surgical care services
becomes an important factor (Roy K et al.
2007).

Due to lack of standardized methodology and
also dearth of studies with good scientific rigor
that addresses surgical care costs , assessing the
cost for surgical care remains a challenge
(Edbrooke D et al. 1994).

Thus, the aim of the study is to estimate and
compare the expenditure incurred by an
household for surgical care for children in
public and private health care systems.

METHODOLOGY:

This was a prospective hospital based study.
The study was initiated after obtaining approval
from the institutional ethics committee. Data
were obtained from two settings: (1) Public
hospital: The study hospital was a public
private  partnership module  —Regional
advanced pediatric care center, Wenlock
hospital, Mangalore. The hospital was opened
in 2009 funded by Infosys foundation and is
main referral center for pediatric and neonatal
care catering to nearly 7 districts in Karnataka
and Kerala. (2) Private Hospital: The study
hospital was a multi-specialty private hospital
attached to Kasturba medical college,
Mangalore of Manipal Academy of Higher
Education, providing health care facilities and
main referral Centre in the region.

The minimum sample size required to compare
the two groups was 50 in each to obtain 95%

confidence interval. Thus a sample of 75 cases
in private and 125 cases in public health care
systems with complete data was collected. All
the children admitted in the above mentioned
hospitals in pediatric surgery, who underwent a
surgical procedure (major or minor) were
included in the study (Minakshi Bhosalel et al
2019). Children who were conservatively
managed were excluded.

A questionnaire was constructed in English and
then translated in Kannada and Malayalam
(local languages). The questionnaire was pilot
tested to assess its accuracy.

Some of the confounding factors identified
during the course of pilot study were- 1)
Number of days of admission for surgical care
— hence average expenditure per day was
calculated to make the data comparable. 2)
Recall bias — the expenses were recorded daily
from the hospital logs & from expenses
worksheet maintained by the parents to reduce
recall bias.

Data collected were- 1) Direct formal costs in
the form of surgical costs, consultation costs,
drugs, laboratory tests and hospital expenses. 2)
Indirect costs in the form of loss of wages to the
care giver, transportation and food expenses. 3)
Pre-surgical, surgical and post- surgical
expenses. 4) Household income. 5) Out of
pocket expenses. 6) Source of income. 7)
Outcome.

Outcome variables calculated were- 1) Direct
costs-Average/day. 2)  Indirect  costs-
Average/day. 3) Cost of hospitalization — For
Major/minor surgery and average per day.
Statistical analysis was conducted with
software packages SPSS and Epilnfo.
Comparisons and correlations of data between
the cases was done using Chi-square, Fishers
Exact test, Mann Whitney U test and Kruskal
Wallis test. A p value of <0.05 was considered
as significant.

RESULT:

Of the total data collected during the study
duration, only 200 households (125 from public
and 75 from private sector) were recruited into
the study which were statistically compared
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even though the same size was different, for
which the entire details of demography and
expenditure were available.

Demographic details: The minimum age for
private was 0.16 and maximum was 16 years
with a standard deviation of 4.62 years and the
minimum age in public was 0.02 and maximum
was 16 years with a standard deviation of 4.63
years. There is no significant difference in the
age group of people admitted in public and
private health care systems. There was
significant male preponderance in our study
with 75.2% of male in public and 80% in
private sector when compared with female
which was 24.8% and 20% respectively.

There were significantly more number of
people in a household in public sector with
average income of 11328 compared to 23000
for a household admitted in private health care
system. Households admitted in private health
care system were predominantly of higher socio
economic status contrary to low socioeconomic
group in public sector which was statistically
significant (P< 0.001). 48% of people admitted
in Private health care system were insured,
whereas 52% were below the poverty line and
none were insured in the public health care
system.

Surgical details: Duration of hospital stay was
significantly larger in the public sector (9.71
days) in comparison with the private sector

Table 1: Public Sector- Expenditure Data

(5.49 days). This is probably due to
significantly more number of major surgical
cases. One third of cases admitted were referred
to both hospitals with significantly more
number of major and elective surgical cases
were documented in Public health care system
(44% and 110% respectively) in comparison
with private (30.6% and 78.6% respectively).
Minor and emergency surgical cases were more
in private sector (69.4% and 12% respectively)
in comparison with public health care system
(56% and 11.4% respectively). Outcome after
the surgical care illness was significantly same
in both the health care systems.

Public sector expenditure data: There was a
significant difference in the direct expenses
between BPL (35 for major and 4 minor
surgery) and Non BPL (197 for major and 63
for minor surgery) cardholders with no
significant difference in indirect expenses in
public health care system between BPL (479
for major for minor and 517 for minor) and
Non BPL ( 680 for major and 458 for minor
surgery) which is the major bulk of expenditure
for the household admitted for surgical care.
(Table 1)

In public health care system the major bulk of
expenditure is for the transportation (11.1%),
food (17.8%) and loss of wages (41.4%) for the
hospital stay with no significant difference in
BPL and Non BPL card holders.

PUBLIC: Expenses per day in BPL v/s Non BPL group

Charges Per Day BPL card Holders Non BPL card Holders
(In Rs) Major Minor surgery Major Minor
surgery Surgery Surgery
Total Direct 35 4 197 63 Significant
Expenses
Total Expenses 514 521 680 458 Significant
Average Expenditure and breakdown of costs per episode of hospitalization in Public hospital
Total average Rs 5029 % of total Rs5627 % of total Sig
expenditure per expenditure expenditure
episode of
hospitalization




7243

Journal of Positive School Psychology

Drugs Rs 168 3.3% Rs 282 5% Sig
Investigations Rs 33 0.6 % Rs 224 3.9% Sig
Hospital Expenses - - Rs 147 2.6% Sig
Transport Rs 1010 20.8 % Rs 628 111 % Sig

Private sector expenditure data: Direct charges
are significantly high in special ward( (3768 for
major and 4078 for minor surgery) than the
general ward (1793 for major and 1553 for
minor surgery) , surgical and hospital expenses
are significantly high in later group . There is
no significant difference in the indirect charges
for the surgical care between the general (632

TABLE 2: Private Sector Expenditure Data

for major and 646 for minor) and special ward
(654 for major and 667 for minor) in private
health care system ward.

Doctor charges (38%), hospital charges(
20.5%) and investigations (9.3%) accounts for
major bulk of expenditure with significantly
higher expenses in special ward. (Table 2)

Expenses Per Day General Ward Special Ward
(In Rs) Major Minor Major Minor
surgery surgery Surgery Surgery
Total Direct 1793 1553 3768 4078 Significant
Expenses
Total Indirect 632 646 654 667 Not
Expenses significant
Total Expenses 2425 2199 4422 4746 Significant

Average Expenditure and breakdown of costs per episode of hospitalization in private

hospital
General ward Special ward
Total average Rs 13376 Rs20440
exper_wdlture per % of total % of total
ep'_SOCi'e O_f expenditure expenditure
hospitalization
Doctor Expenses | Rs 2013 15% Rs 7830 38% Sig
Drugs Rs 1400 10.4 % Rs 1172 5.7% Sig
Food Rs 2003 14.9% Rs 1912 9.3% Sig
Transport Rs 1383 10.3% Rs 927 4.5 % Sig
Loss of wages Rs586 4.3 % Rs 185 0.9% Sig

Graph 1. Average Expenditure per day for major surgical care in Private sector in General and special

ward
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Graph 2. Average Expenditure per day for minor surgical care in Private sector in General and special

ward
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There is a highly significant difference in direct
expenses for the households in private and
public health care systems.There is no
significant difference in amount of spending for
indirect charges for an episode of
hospitalization between direct and indirect
expenses (Graph 1 and 2)

Expenditure Data — Public and Private Sector:
Highly significant difference was noted for per
episode expenditure details for total direct
expenses for both private (7316.10) and public
(1989.67). indirect expenses were not
significant in both health care sectors ( private-
2967.59 and public- 2949. 57 respectively).
total expenses were again highly significant in

both health care sectors with 9148.64 and
4323.65 in private and public health care
sectors respectively. ( Table 3)

It was observed that the households admitted in
the public health care systems will be spending
5 times lesser compared to that in private health
care system on an average per day for an
episode of hospitalization for surgical care with
direct expense per day for private is 1299.98
and indirect expenses is 100.31. the indirect
expenses per day was observed to be 338.45
and 180.79 in private and public health care
sectors respectively and total expenses per day
being 1334.9 and 208.8 in private and public
health care sector respectively. All these
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finding were highly significant. (Table 3)

Table 3 .Expenditure Details per Episode of Hospitalization — Private and Public sector

Expenditure Details per Episode of Hospitalization — Private and Public sector

. Minimu . Std. . p
Hospital | N m Maximum | Mean Deviatinn | Median |
TOTAL Private
DIRECT
EXPENSE 75 3529 34218 11372.73 | 7316.094 | 8996.00 | .000 | HS
S
Public | 125 0 14655 871.28 1989.662 175.00
INDIREC | Private
T
EXPENSE 75 350 15030 3887.20 | 2967.582 | 2800.00 | .076 | NS
S
Public | 125 210 16050 444508 | 2949.563 | 3800.00
TOTAL Private
EXPENSE 75 5079 40986 15259.93 | 9148.635 | 12737.00 | .000 | HS
S
Public | 125 500 24330 5316.36 | 4323.651 | 4120.00
Expenditure Details per day for Hospitalization — Private and Public sector
Minimu Std. p
Hospital | N m Maximum Mean Deviation | Median | value
DIRECT | Private
PER DAY 75 910 6618 2278.60 | 1299.978 | 1813.00 | .000 | HS
Public | 125 0 491 63.92 100.208 31.00
INDIREC | Private
T PER 75 116 1556 701.29 338.445 633.00 000 | HS
DAY
Public | 125 52 900 462.49 180.782 477.00
TOTAL Private
Eéii';SE 75 1403 7280 2980.24 | 1334.900 | 2661.00 | .000 | HS
DAY
Public | 125 125 1028 526.68 208.833 525.00

Source of expenditure: Significant number of
households were in debts in public healthcare
system(33.6%) compared to private health
system (14.7%) where insurance was a major
component of expenditure (58.7%). other
source of income were significantly high for
public health care sector (43.2%) when

Graph 3: SOURCE OF EXPENDITURE

compared to private health care sector (6.7%) .
Even though spending on health is more in
households admitted in private health care
system, out of pocket expenses were more in
households admitted in public health care
system and pushing more households below
poverty levels (Table 4).




Kiran N Baliga

7246

[any
N
o

=

o

o
I

(o)
o
I

D
o
I

oy
o
I

N
o
I

No. of subjects(%)

o
I

Income
Insurance
Debts

Liquidation of
property

Others sources h E g

Table 4:- Expenditure as percentage of annual income percapita in private-Public healthcare system

Average per
capita annual

Average
expenditure per

Total Expenditure as
percentage of annual

Public 29748 17.87 %
Private 62424 15259 24.44 %
DISCUSSION: them to get the meet for the direct expenses for

Surgical diseases are becoming a large share of
financial burden to India because of its rate of
369 per 100,000 and also the total number of
surgeries being 37,04,446 — 44,38,792. About
5.5% of the total household expenditures is
spent on healthcare and medicines. Thus
worsening the existing poverty
(Balasubramanian D et al 2015).

Surgical care can be provided either through
public, which is provided by the government
through national health care systems and
through private which is provided through non
government providers (Basu S et al. 2012).
There was male preponderance in the study
group in both the hospitals.This may be
probably due to high incidence of urological
problems in male population requiring surgical
intervention. In our study in the public sector
out of 125, 65(52%) had BPL cards (Table 1) of
which most had annual income above Rs11000
(cutoff levels for eligibility for procuring BPL
card), making them free for the treatment
indicating the need to revise the criteria for
obtaining BPL cards. In private sector out of 75
(Table 2), 36(46.7%) were insured enabling

the surgical services and avoiding them from
debts and curtailing them to fall below the
poverty threshold. Same was explained in a
review by Gambhir R S et al. 2019, wherein he
stated that in order to improve the health care
reforms and reduce poverty, Indian health care
planners have advocated for the expansion of
health insurance schemes and this can be
achieved only by implementing universal
health insurance which is the major step in
reducing health disparities and OOP (Out of
pocket) expenditures.

OOP expenditures for healthcare services are
most comprehensively divided into direct
medical costs, direct nonmedical costs, and
indirect costs. Hospitalization cost, medicines
and medical supplies cost, and visit fees are
included in the direct medical cost. Direct non
medical costs includes patients’ and their next
of kin’s transportation, meals, and
accommodation costs. Finally, indirect costs
refer to the lost income of patients or of their
next of kin due to absenteeism from work
during their stay in the hospital (I. Hennessee et
al. 2017 and I.R. Ortega-Sanchez et al. 2012).
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In public sector (Table 3) most of the
households were from of class 1V (63.3%) and
class 111 (24.8%) whereas in private sector are
from class Il (76.3%) and Class Il (23.3%)
This high significant difference in the Socio
economic status accounted for more people
going below the poverty threshold in public
hospital compared to the private hospital. There
was no significant difference in the outcome in
the private and the public sector. In private
sector apart from the income, insurance was the
major source to meet for the expenses. In public
sector apart from the income, debts were the
major source of expenditure indicating the low
socio economic status of the people and need
for more regionalization of surgical care centers
as bulk of expenditure has been spent on
transportation and loss of wages leading to
further impoverishment.

Regionalization is often argued to be the most
cost-effective approach for these surgical
procedures due to economies of scale, but the
financial burden on patients (transportation and
out-of-pocket costs) should be carefully
considered (Prinja S et al 2015 and Menke TJ et
al. 2001).

There was significant difference in the duration
of hospital stay (Table 3), more in public sector
accounting for increased indirect expenses in
form of loss of wages and food probably due to
the significantly large no of major surgical
cases in the public sector. (Table 3 and 4)

Comparison of Public to Private health
care systems

In our study there was a highly significant
difference in expenses incurred to the patient in
the private to that of the public sector. In
compared to public sector, cost of surgical care
was significantly high for direct, indirect and
total charges per day. There was no significant
difference in the indirect charges for an episode
of hospitalization in both the sectors as duration
of stay in private sector is less.

In the our study there was significant statistical
significance for the average surgical care
expenses per day for direct, indirect and total
expenses with high costs incurred in the private

sector. There is no statistical significance for
the indirect charges in private and public sector
for the average total charges per hospitalization
as duration of stay in public sector was
significantly high.

Perception of level of satisfaction

Satisfaction levels are not comparable among
the public and private health care systems in our
study as households of different socioeconomic
classes and different  hospitals  were
interviewed. Even if though, there is no
significant statistical difference between the
satisfaction level for the quality of care
provided in public and private in our study
except for the overall satisfaction level in
public hospital was better than the private
sector as the households in the study population
were more satisfied with equipment and
comfort provide during the overall stay.

CONCLUSION

e The expenditure incurred for the
surgical care in private sector is
significantly high compared to the
public sector.

e Inspite of free treatment provided in the
public hospital, indirect expenses
incurred to the households and this
expenditure led to further economic
burden on the weaker sections of the
society.

e Expenses on food, consumables,
transportation and loss of wages form
major components of healthcare
expenditure in public hospital compared
to hospital charges, investigations and
drugs in private hospital indicating the
need of regionalization of more surgical
care centers as thereby reducing the
indirect charges and finally the total
expenses for surgical care specifically
for weaker sections of the society.

e As the government creates and
maintains the surgical care facilities,
surgical care can be provided to poor
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families in public healthcare hospital at
nearly one fifth the costs to the families
when compared to private institution

CONFLICT OF INTEREST: Nil

REFERENCES

Berendes S, Heywood P, Oliver S, Garner
P. Quality of private and public
ambulatory health care in low and middle
income countries: systematic review of
comparative  studies. PLoS  Med.
2011;8(4):e1000433.

Katyal A, Singh PV, Bergkvist S, et al.
Private sector participation in delivering
tertiary health care: A dichotomy of access
and affordability across two Indian states.
Health Policy Plan. 2015;30(suppl_1):i23—
i31. doi:10.1093/heapol/czu061.
[Crossref], [PubMed], [Google Scholar])
Bhat R. Regulation of the private health
sector in India. Int J Health Plann Manage.
1996;11(3):253-274.
doi:10.1002/(SICI)1099-
1751(199607)11:33.0.CO;2-N [Crossref],
[PubMed], [Web of Science ®], [Google
Scholar]

Dilip TR. Utilization of inpatient care from
private hospitals: Trends emerging from
Kerala, India. Health Policy Plan.
2010;25(5):437-446. doi:
10.1093/heapol/czq012 [Crossref],
[PubMed], [Web of Science ®], [Google
Scholar]

Ozgediz D, Jamison D, Cherianc M. The
burden of surgical conditions and access to
surgical care in low- and middle-income
countries. Bulletin of the World Health
Organization .Aug 2008, 86

Bickler SW, Rode H .Surgical services for
children in developing countries. Bulletin
of world health organization 2002; 80:829-
835

Tuan T, Dung V, Dibley M . Comparative
quality of private and public health
services in rural Vietnam. Health Policy
Plan. 2005; 20(5):319-27.

10.

11.

12.

13.

14.

15.

16.

Dror DM, Koren R. Cost of illness:
Evidence from a study in five resource
poor locations in India. Indian J Med Res
2008;127:347-361.

Roy K, Howard DH. Equity in out-of-
pocket payments for hospital care:
Evidence from India. Health Policy. 2007;
80:297-307.

Edbrooke D, Hibbert C, Ridley S. The
development of a method for comparative
costing of individual intensive care units.
Anesthesia, 1994;54:110-120

Minakshi Bhosalel, VVarsha Soni. Audit of
Paediatric Surgical Services in a Tertiary
Care Hospital in Maharashtra, India.
JMSCR, 2019; 7 (7): 415-24.
Balasubramanian D, Prinja S, Aggarwal
AK. Effect of User Charges on Secondary
Level Surgical Care Utilization and Out-
of-Pocket Expenditures in Haryana State,
India. PLoS ONE. 2015; 10(5): e0125202.
https://doi.org/10.1371/journal.pone.0125
202)

Basu S, Andrews J, Kishore S, Panjabi R,
Stuckler D. Comparative Performance of
Private and Public Healthcare Systems in
Low- and MiddleIncome Countries: A
Systematic Review. PLoS Med. 2012;
9(6): e1001244.
doi:10.1371/journal.pmed.1001244.
Gambhir, R.S., Malhi, R., Khosla, S., Sin
gh, R., Bhardwaj, A. and Kumar, M. (201
9), “Out-patient coverage: Private sector
insurance in India”, Journal of Family
Medicine and Primary Care.
2019; 8(3): 788-92.

I. Hennessee, J. Chinkhumba, M. Briggs-
Hagen, et al. Household costs among
patients  hospitalized with  malaria:
evidence from a national survey in Malawi,
2012 Malar J. 2017; 16 (1): 395

I.R. Ortega-Sanchez, N.-

A.M. Molinari, G. Fairbrother, et al.
Indirect, out-of-pocket and medical costs
from influenza-related illness in young
children. Vaccine. 2012; 30 (28): 4175-
4181.


https://dx.doi.org/10.1093/heapol/czu061
https://www.tandfonline.com/servlet/linkout?suffix=CIT0002&dbid=16&doi=10.1080/20479700.2019.1665882&key=10.1093/heapol/czu061
https://www.tandfonline.com/servlet/linkout?suffix=CIT0002&dbid=8&doi=10.1080/20479700.2019.1665882&key=25759452
http://scholar.google.com/scholar_lookup?hl=en&volume=30&publication_year=2015&pages=i23-i31&issue=suppl_1&author=A+Katyal&author=PV+Singh&author=S+Bergkvist&title=Private+sector+participation+in+delivering+tertiary+health+care:+A+dichotomy+of+access+and+affordability+across+two+Indian+states
https://dx.doi.org/10.1002/(SICI)1099-1751(199607)11
https://dx.doi.org/10.1002/(SICI)1099-1751(199607)11
https://www.tandfonline.com/servlet/linkout?suffix=CIT0004&dbid=16&doi=10.1080/20479700.2019.1665882&key=10.1002/(SICI)1099-1751(199607)11:3%3c253::AID-HPM435%3e3.0.CO;2-N
https://www.tandfonline.com/servlet/linkout?suffix=CIT0004&dbid=8&doi=10.1080/20479700.2019.1665882&key=10162431
https://www.tandfonline.com/servlet/linkout?suffix=CIT0004&dbid=128&doi=10.1080/20479700.2019.1665882&key=A1996VJ64300005
http://scholar.google.com/scholar_lookup?hl=en&volume=11&publication_year=1996&pages=253-274&issue=3&author=R.+Bhat&title=Regulation+of+the+private+health+sector+in+India
http://scholar.google.com/scholar_lookup?hl=en&volume=11&publication_year=1996&pages=253-274&issue=3&author=R.+Bhat&title=Regulation+of+the+private+health+sector+in+India
https://www.tandfonline.com/servlet/linkout?suffix=CIT0009&dbid=16&doi=10.1080/20479700.2019.1665882&key=10.1093/heapol/czq012
https://www.tandfonline.com/servlet/linkout?suffix=CIT0009&dbid=8&doi=10.1080/20479700.2019.1665882&key=20350934
https://www.tandfonline.com/servlet/linkout?suffix=CIT0009&dbid=128&doi=10.1080/20479700.2019.1665882&key=000281343500012
http://scholar.google.com/scholar_lookup?hl=en&volume=25&publication_year=2010&pages=437-446&issue=5&author=TR.+Dilip&title=Utilization+of+inpatient+care+from+private+hospitals:+Trends+emerging+from+Kerala,+India&doi=10.1093/heapol/czq012
http://scholar.google.com/scholar_lookup?hl=en&volume=25&publication_year=2010&pages=437-446&issue=5&author=TR.+Dilip&title=Utilization+of+inpatient+care+from+private+hospitals:+Trends+emerging+from+Kerala,+India&doi=10.1093/heapol/czq012
https://doi.org/10.1371/journal.pone.0125202)
https://doi.org/10.1371/journal.pone.0125202)

7249

Journal of Positive School Psychology

17.

18.

Prinja S, Nandi A, Horton S, Levin C,
Laxminarayan R. Costs, effectiveness, and
cost-effectiveness of selected surgical
procedures and platforms. Dis Control
Priorities, 3rd ed. 2015(1): 317-338.
Menke TJ, Wray NP. When does
regionalization of expensive medical care
save money? Health Serv  Manage
Res. 2001;14(2):116-124.



