Health Promotion
and Illness Prevention
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Key messages

Key positions

1.

Health promotion and illness prevention saves
lives and money and delivers the best public
return on investment in health.

2.

Australian investment in health promotion and
illness prevention has progressively declined and
lags comparator countries.

3.

Our future investment should reflect the best
available evidence on how to tackle the
underlying causes of ill-health and inequity.

4.

This will require investment in multi-sector
programs that engage public, private and nongovernment organisations within and beyond the
health sector.

5.

Investment should be sustained, at a scale and
proportionate to the level of need.

1.

Appropriate funding, implementation, monitoring
and evaluation of the Australian government’s
(draft) National Preventive Health Strategy is
required.

2.

Overarching, strategic government leadership for
health promotion and illness prevention beyond
a focus on specific topics or particular diseases is
essential.

3.

A target of 5% of health expenditure by all
Australian governments should be directed to
health promotion and illness prevention.

4.

Health promotion and illness prevention workforce
planning, training, professional development
and registration (through the International Union
for Health Promotion and Education National
Accreditation Organisation) is required.
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AHPA and PHAA affirm
the following principles
1.

“Health is a state of complete physical, mental and social well-being and not merely the absence of
disease or infirmity”.1 Health is “a resource for everyday life, not the objective of living... a positive concept
emphasizing social and personal resources, as well as physical capacities”. 2

2.

The determinants of health and wellbeing and inequities in health include socio-economic, cultural,
commercial, political, ecological, working and environmental conditions.3,4 Early childhood development,
social and community networks, psychosocial factors, access to quality health care programs and services
and biomedical factors also impact on the health of individuals and populations. Individuals’ health practices
are directly and indirectly affected by social and economic contexts, which can both cause and compound
poorer health outcomes.5

3.

Addressing the interconnected determinants of health requires a multi-sector and whole-of-system response
involving public, non-government organisations, universities and research institutes and the private sector.
Partnerships based upon co-design and co-benefit are required.

4.

Strategies that focus on the whole population as well as groups at risk/vulnerable to poor health are
required. Supporting and empowering those whose life circumstances lead to social disadvantage
(e.g. economic insecurity, lower levels of education, experiences of stigma, racism and other forms of
discrimination, intergenerational poverty) is critical.

5.

Effective health promotion and illness prevention requires multiple complementary evidence-based
strategies. These include health promoting policies (such as strengthened legislation, regulatory, and fiscal
measures), the creation of health promoting environments, community engagement and action, support to
empower people to increase awareness and control over their health and ensuring person-centred health. 2,6

6.

Investment in health promotion and illness prevention needs to be sufficient, consistent and coordinated.

7.

Strong leadership and governance by governments at all levels, private and non-government organisations,
communities and the public are essential. The health sector needs to take a system enabler role and work
collaboratively alongside other sectors.

8.

A trained, skilled and supported workforce is required.

9.

Evidence, research, evaluation, quality data and monitoring are crucial enablers of the system.

AHPA – C/- 38 Surrey Road Keswick / SA Australia 5035 / T 1800 857 796 E national@healthpromotion.org.au / W www.healthpromotion.org.au
PHAA – 20 Napier Close Deakin ACT Australia 2600 / PO Box 319 Curtin ACT Australia 2605 / T (02) 6285 2373 E phaa@phaa.net.au / W www.phaa.net.au

Health Promotion and Illness Prevention | Policy Position Statement

Page 3/8

AHPA and PHAA note
the following evidence
Many health problems are preventable
10. Overall Australians have generally good health.5 Yet serious problems exist within our society. Currently
almost half of Australians have at least 1 of 10 selected chronic conditions including arthritis, asthma, back
pain, cancer, cardiovascular disease, chronic obstructive pulmonary disease, diabetes, chronic kidney
disease and mental health conditions and osteoporosis).7 These conditions contributed to 89% of deaths in
2018, 61% of the total disease burden and 51% of hospitalisations in 2017-18.5
11.

Many of the health problems affecting the everyday lives of individuals and their families are associated
with a common set of contributing physical and social factors. Much current and future projected burden of
disease is preventable through effective health promotion and illness prevention policy and practice.6

12. Good health is not evenly distributed across the population. Some demographic groups experience
disproportionate burden of disease leading to differences in health, wellbeing and longevity. These groups
include the following communities: Aboriginal and Torres Strait Islander people, culturally and linguistically
diverse communities, LGBTQIA+ groups, people with mental illness, people of low socioeconomic status,
people with a disability, and rural, regional and remote communities. Chronic condition rates in Australia also
follow an equity gradient, and this gradient is becoming steeper (i.e. more inequitable) over time.8
13. Poorer health outcomes are particularly apparent in the Aboriginal and Torres Strait Islander community.
While the death rates for young Aboriginal and Torres Strait Islander children has declined (1998 - 2018)
significantly there is still a gap and the gap in life expectancy has had only a small reduction. Participation
in high quality childhood education is critical. Enrolments in preschool education are increasing but school
attendance and reading and numeracy gaps persist. More positively, participation in post-secondary
education is almost double the proportion of 20029. Chronic conditions such as ear disease, poor mental
health and rheumatic heart disease persist. A higher proportion of Aboriginal and Torres Strait Islander
households live in conditions that do not support good health.10
14. The health of people and of populations cannot be separated from the health of the planet, and economic
growth alone does not guarantee improvement in a population’s health.11 Environmental conditions, including
those caused by climate change, and notably the increased occurrence of natural disasters, are key drivers of
public health outcomes and intergenerational inequity.4,12
15. Political decisions have a significant impact on population health outcomes. Government policies impact
on economic and social inequities and shape unhealthy living and working environments. They often fail
to address inequities of age, gender, race, ethnicity, disability, sexuality, education, and occupation. Health
promoting political choices are urgently called for in the face of the many complex, existing and emerging
challenges to health and wellbeing in countries and globally, including rapid urbanisation, climate change,
pandemic threats and the proliferation of unhealthy commodities.13

Evidence-based approaches to promoting health and preventing illness
16. Decades of experience and evidence clearly demonstrates that health promotion and illness prevention are
achieved most effectively through a whole-of-systems approach. Initiatives which involve a multi-sectoral
and multi-faceted approach generally produce the greatest benefit and are most cost-effective.14,15 It is
essential to ensure comprehensive and coordinated strategies are sustained at sufficient levels to produce
improvements over the long term. The places where Australians live, learn, love, work, play and age should
be environments which support health. Built, social, natural and economic environments should all be the
focus of health promotion action.
17.

Individuals and communities, especially those more at risk, need support to be healthy. The COVID 19
pandemic has reinforced the importance of a focus on the whole population and those at higher risk.
Proportionate universalism involves the implementation of universal interventions that are implemented with
a scale and an intensity that is proportionate to the level of need.16
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18. Evidence-based and innovative programs and services developed benefit when developed in partnership
with communities and individuals with lived experience. Co-design builds skills and knowledge, supports
health literacy and can positively influence attitudes and behaviours. It can strengthen communities and
enhance positive social norms. Health communication strategies that enable dialogue and development of
shared meanings are more likely to be effective, compared with unidirectional transmission of information.
Local government, non-government agencies and community groups are important partners
in implementing these strategies.17,18
19. Nanny state’ arguments, often by opponents of government action and with vested interests, undermine
efforts to promote health and prevent illness, particularly those based on legislation and regulation.19

Health promotion and illness prevention are effective
20. Effective health promotion and illness prevention interventions have been shown to improve health
outcomes in both the short and long term. 20 Evidence to support this has emerged across multiple areas of
health promotion and illness prevention practice, including in the areas of smoking cessation, cardiovascular
disease prevention, dental caries, periodontal disease, child injury, road safety, sudden infant death
syndrome and HIV.14,21
21. Investment in public health interventions is highly cost-saving 22 and cost-effective23. The evidence comes
from controlled trials and well-designed, rigorous observational studies. Some health promotion and illness
prevention activities have been found to be cost-saving, but most generate flow-on benefits – such as
reduced burden on health care – which provide positive returns for public investment.15,24,25,26,27
22. Such interventions contribute to national economic and social productivity by increasing the number of years
that Australians remain in good health. 20,28,29 Better health, wellbeing and equity will enhance Australia’s social
and economic progress and can contribute to reduced absenteeism and presenteeism. 23

Investment and enablers
23. Australia has a strong – yet intermittent – history of action to promote health and prevent illness.30
However in recent times Australia is slipping behind its OECD (Organisation for Economic Co-operation and
Development) counterparts, with investment now much lower than the OECD average. 24,31 Investment is one
critical enabler. Although it is difficult to reliably compare spending levels, it is clear that Australia spends
considerably less on prevention and public health than Canada, the United Kingdom and New Zealand.
In 2017 out of 31 OECD countries providing data Australia was ranked 16th for per capita expenditure on
prevention and public health, 19th for expenditure as a percentage of gross domestic product (GDP), and
20th for expenditure as a percent of current health expenditure. 24
24. A range of enablers are necessary to mobilise a health promotion and illness prevention system.32,33
Leadership and governance are key enabler to address the determinants of health through strategic and
coordinated whole-of-government responses. Health In All Polices is a recognised approach to addressing
the determinants of health and is being implemented globally to drive multi-sectoral action, including to
address the UN Sustainable Development Goals.34 Other mechanisms include ensuring health promotion and
illness prevention representation on whole-of-government committees, cabinet committees and on health
portfolio executive committees.
25. A well trained and resourced health promotion and illness prevention workforce is also essential. Specialist
health promotion practitioners work in agencies such as health promotion teams, hospitals and community
health services, as well as in non-government agencies and local government. The health promotion
and illness prevention workforce also include managers, researchers and evaluators working on health
promotion issues within practitioner teams. In addition academia and clinical health professionals include
health promotion and illness prevention as part of their work. Building and enabling this workforce requires
workforce planning, supportive systems and infrastructure, standards, accreditation and ongoing training.
Importantly, investment in undergraduate and postgraduate education courses ensure supply. Like other
health professionals, registration of specialist health promotion practitioners in Australia, via the International
Union for Health Promotion and Education, supports the quality and credibility of the workforce.35
26. Evidence, research, evaluation, quality data and monitoring are essential tools for ensuring support for an
effective portfolio of health promotion and illness prevention programs and policies and require a strategic,
comprehensive and ongoing approach including workforce capacity building.36,37
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AHPA and PHAA seek
the following actions
27. AHPA and PHAA note and strongly support the National Preventive Health Strategy (draft) and urge the
Australian Government to adopt the Strategy and commit investment for its implementation, monitoring and
evaluation.38,39
28. As a priority, the Australian Government progresses the National Preventive Health Strategy Leadership,
and Governance strategies, including the establishment of an independent governance mechanism. The
independent governance mechanism should include members with recognised broad based health
promotion expertise.
29. All of Australia’s governments commit to a target of at least 5% of annual health expenditure being directed to
health promotion and illness prevention initiatives. Funding should be ongoing and stable over the long term,
avoiding changing short-term programs.
30. The Australian Government adopt a whole-of-government multisectoral approach such as Health in All
Policies and establish the necessary governance structures, mechanisms and processes to enable cross
government collaboration to support the application of a health lens across public policy. All Australian state
and territory governments should adopt similar whole-of-government multisectoral approaches to support
the delivery of healthy public policy.32,34
31. Governments engage and support non-government sectors to recognise and maximise their potential to
support good health and ensure their policies and services support the health of their staff and the broader
community.
32. The Australian Government should commit 10% of the Medical Research Future Fund (MRFF) to health
promotion and illness prevention population-level research, evaluation, knowledge translation, workforce
capacity building, and research into the wider determinants of health and health inequalities.
33. There should be a comprehensive long-term strategy to measure and report on health promotion and illness
prevention indicators, including regular Australian Health Surveys.40
34. Governments should examine models for organisational structures to evaluate the cost-effectiveness of
health promotion and illness prevention interventions e.g. the National Institute of Health and Care Excellence
model. 24 Governments and agencies should also include program evaluations into public health initiatives
where appropriate.
35. Key decision-makers (policy actors) and practitioners actively engage with, and utilise, the high-quality
evidence published in the Health Promotion Journal of Australia and the Australian and New Zealand Journal
of Public Health to formulate and revise national health and social policies, programs and services.41
36. The health promotion and illness prevention workforce should be identified, recognised and registered
(through the International Union for Health Promotion and Education National Accreditation Organisation) as
an integral part of the health system with associated workforce support strategies.
37. Support AHPA and PHAA as peak bodies for the sector for their joint conferences and workforce professional
development activities.

AHPA and PHAA resolve to
38. Advocate for the above steps to be taken based on the principles in this position statement.
39. Work with our membership to support workforce planning and professional development.
40. Undertake ongoing campaigns to address the negative impact of industry lobbying on the community’s
beliefs about the prevention of illness.
41. Encourage and support the registration of Health Promotion Practitioners through the International Union for
Health Promotion and Education National Accreditation Organisation.

ADOPTED SEPTEMBER 2021
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Prepared with advice from the expert review panel
•

Professor Don Nutbeam, Executive Director, Sydney Health Partners, Professor, School of Public Health,
Sydney University; Editor in Chief, Public Health Research and Practice

•

Professor James Smith, Father Frank Flynn Fellow (Harm Minimisation), Head of the Alcohol, Other Drugs and
Gambling Team, Menzies School of Health Research; Editor-in-Chief HPJA

•

Professor John Lowe, Professor and Head, School of Health and Sport Sciences, University of the Sunshine
Coast; Editor-in-Chief, ANZJPH

•

Professor Lucie Rychetnik, Co Director, Australian Prevention Partnership Centre; Professor, School of Public
Health, University of Sydney

References
1

Constitution of WHO: Principles (1946). https://www.who.int/governance/eb/who_constitution_en.pdf

2

 orld Health Organization. The Ottawa Charter for Health Promotion. First international conference on health
W
promotion, 1986: WHO 1986 https://www.who.int/teams/health-promotion/enhanced-wellbeing/first-globalconference

3

 ommission for Social Determinants of Health. Closing the gap in a generation: health equity through action on
C
the social determinants of health. Final Report of the Commission on Social Determinants of Health. Geneva: World
Health Organization 2008. https://www.who.int/social_determinants/final_report/csdh_finalreport_2008.pdf

4

 atrick R, Armstrong F, Hancock T, Capon A, Smith J. Climate change and health promotion in Australia:
P
Navigating political, policy, advocacy and research challenges. Health Promotion Journal of Australia, Volume 30,
Issue 3, p295-298 2019

5

 ustralian Institute of Health and Welfare 2018. Australia’s health 2018. Australia’s health series no. 16. Cat.No. AUS
A
221. Canberra: 2018. https://www.aihw.gov.au/getmedia/7c42913d-295f-4bc9-9c24-4e44eff4a04a/aihw-aus-221.
pdf.aspx?inline=true

6

 orld Health Organization and SA Health. Adelaide Statement II. http://www.who.int/social_determinants/SDHW
adelaide-statement-2017.pdf?ua=1: WHO 2017

7

 ustralian Institute of Health and Welfare 2020. Australia’s health 2020: in brief. Australia’s health series no. 17. Cat.
A
No. AUS 232. Canberra: 2020. https://www.aihw.gov.au/reports/australias-health/australias-health-2020-datainsights/contents/summary

8

 HIDU Inequality graphs: time series [Internet]. 2020 [cited 1 June 2021]. Torrens University Adelaide: 2020
P
https://phidu.torrens.edu.au/social-health-atlases/graphs/monitoring-inequality-in-australia/whole-population/
inequality-graphs-time-series

9


Australian
Government. Overcoming Indigenous disadvantage: key indicators 2020. Productivity Commission.
https://www.pc.gov.au/research/ongoing/overcoming-indigenous-disadvantage/2020

10

 epartment of Prime Minister and Cabinet. Closing the Gap Prime Minister’s Report 2018. Canberra:
D
Commonwealth of Australia 2018. https://www.pmc.gov.au/sites/default/files/reports/closing-the-gap-2018/
sites/default/files/ctg-report-20183872.pdf?a=1

11

 nited Nations, editor Shanghai Declaration on promoting health in the 2030 Agenda for Sustainable
U
Development. 9th Global Conference on Health Promotion; 2016 21-24 November Shanghai. https://www.who.
int/publications/i/item/WHO-NMH-PND-17.5

12

L evy B, Patz J. Climate change and public health: Oxford University Press 2015. https://www.google.com.au/
books/edition/Climate_Change_and_Public_Health/J?hl=en&gbpv=1&dq=Levy+B,+Patz+J.+Climate+change+an
d+public+health:+Oxford+University+Press+2015.&printsec=frontcover

AHPA – C/- 38 Surrey Road Keswick / SA Australia 5035 / T 1800 857 796 E national@healthpromotion.org.au / W www.healthpromotion.org.au
PHAA – 20 Napier Close Deakin ACT Australia 2600 / PO Box 319 Curtin ACT Australia 2605 / T (02) 6285 2373 E phaa@phaa.net.au / W www.phaa.net.au

Health Promotion and Illness Prevention | Policy Position Statement

Page 7/8

13


World
Federation of Public Health Associations. Global Charter for the Public’s Health. Available from: https://
www.wfpha.org/document-upload/the-global-charter-for-the-public’s-health.pdf

14

 ruszin S, Hetzel D, Glover J. Advocacy and action in public health: lessons from Australia over the 20th century.
G
Australian National Preventative Health Agency; 2012. https://phidu.torrens.edu.au/pdf/2010-2014/public-healthsuccesses-2013/advocacy_action_public_health_full.pdf

15

 erkur S, Sassi F, McDaid D. Promoting health, preventing disease: is there an economic case? http://www.euro.
M
who.int/__data/assets/pdf_file/0004/235966/e96956.pdf World Health Organization 2013.

16

 armot M, Allen J, Goldblatt P, et al. Fair society, healthy lives: Strategic review of health inequalities in England
M
post-2010. 2010. https://www.local.gov.uk/marmot-review-report-fair-society-healthy-lives

17

 ’Hara B, Grunseit A, Phongsavan P, Bellew W, Briggs M, Bauman A. Impact of the Swap It, Don’t Stop It
O
Australian National Mass Media Campaign on Promoting Small Changes to Lifestyle Behaviors 2016. https://
pubmed.ncbi.nlm.nih.gov/27892841/

18

 erder O. Toward a humanistic model in health communication. Global Health Promotion. 2016 https://journals.
W
sagepub.com/doi/full/10.1177/1757975916683385

19

 hau J, Kite J, Ronto R, Bhatti A and Bonfiglioli C. Talking about a nanny nation: investigating the rhetoric
C
framing public health debates in Australian news media. Public Health Research and Practice. Sept 2019; vol.
29(3):e2931922 https://www.phrp.com.au/issues/september-2019-volume-29-issue-3/talking-about-a-nannynation-investigating-the-rhetoric-framing-public-health-debates-in-australian-news-media/

20

 ational Preventive Health Taskforce. Australia: The Healthiest Country by 2020 - National Preventative Health
N
Strategy - the roadmap for action. 30 June 2009. Commonwealth of Australia. https://apo.org.au/sites/default/
files/resource-files/2009-06/apo-nid241341.pdf

21

 evelopment CfHS. Childhood injury prevention: Strategic directions for coordination in New South Wales.
D
University of Wollongong. November 2017. https://www.ombo.nsw.gov.au/__data/assets/pdf_file/0009/50130/
Childhood-injury-prevention-Strategic-directions-for-coordination-in-New-South-Wales.pdf

22

 asters R, Anwar E, Collins B, Cookson R, Capewell S. Return on investment of public health interventions: a
M
systematic review. J Epidemiol Community Health. 2017;71:827. 10.1136/jech-2016-208141 https://jech.bmj.com/
content/71/8/827

23

 cDaid D. Using economic evidence to help make the case for investing in health promotion and illness
M
prevention. WHO Policy Brief. WHO, Copenhagen, 2018. https://apps.who.int/iris/handle/10665/331981

24

J ackson H, Shiell A. Preventive health- How much does Australia spend and is it enough. Canberra: Foundation
for Alcohol Research and Education. 2017. https://fare.org.au/preventive-health-how-much-does-australiaspend-and-is-it-enough/

25

 os T, Carter R, Barendreght J. Assessing cost-effectiveness in prevention : ACE–prevention September 2010 final
V
report. http://dro.deakin.edu.au/eserv/DU:30030306/carter-assessingcost-2010.pdf University of Queensland.
2010.

26

 erkur S, Sassi F, McDaid D. Promoting health, preventing disease: is there an economic case? http://www.euro.
M
who.int/__data/assets/pdf_file/0004/235966/e96956.pdf World Health Organization 2013.

27

 napp M, McDaid D. Making an Economic Case for Prevention and Promotion 2009. 49-56 https://www.
K
tandfonline.com/doi/abs/10.1080/14623730.2009.9721792

28

 utler R, Miller R, Perry D. New model of health promotion and disease prevention for the 21st century British
B
Medical Journal. 2008:337(7662):149. https://www.bmj.com/content/337/bmj.a399.long

29

 loom D, Canning D, Savilla J. The effect of health on economic growth: theory and evidence. http://www.nber.
B
org/papers/w8587.pdf National Bureau of Economic Research. 2001

30

 ’Hara L, Taylor J, Barnes M. The invisibilization of health promotion in Australian public health initiatives2016.
O
daw051 https://pubmed.ncbi.nlm.nih.gov/27436410/

31


Wilcox
S, Collaboration AHP. Chronic diseases in Australia: the case for changing course. 2014 (Issues Paper no.
2014-02). https://vuir.vu.edu.au/31106/1/Chronic-diseases-in-Australia-the-case-for-changing-course-sharonwillcox.pdf

32

 mith J, Crawford G, Signal L. The case of national health promotion policy in Australia: where to now? Health
S
Promotion Journal of Australia. 2016;27:61-5. https://onlinelibrary.wiley.com/doi/full/10.1071/HE15055

AHPA – C/- 38 Surrey Road Keswick / SA Australia 5035 / T 1800 857 796 E national@healthpromotion.org.au / W www.healthpromotion.org.au
PHAA – 20 Napier Close Deakin ACT Australia 2600 / PO Box 319 Curtin ACT Australia 2605 / T (02) 6285 2373 E phaa@phaa.net.au / W www.phaa.net.au

Health Promotion and Illness Prevention | Policy Position Statement

Page 8/8

33

 mith J, Herriot M. Positioning health promotion as a policy priority in Australia. Health Promotion Journal of
S
Australia. 2017;28(5-7). https://www.publish.csiro.au/he/Fulltext/HEv28n1_ED2

34

 overnment of South Australia & World Health Organization. Progressing the Sustainable Development Goals
G
through Health in All Policies: Case studies from around the world. Adelaide: Government of South Australia;
2017. https://www.who.int/social_determinants/publications/progressing-sdg-case-studies-2017.pdf

35

 ustralian Health Promotion Association. Health Promotion Practitioner Registration. Available from: https://
A
www.healthpromotion.org.au/our-profession/practitioner-registration

36

 mith B, Rissel C, Shilton T, Bauman B. Advancing evaluation practice in health promotion. Health Promotion
S
Journal of Australia. 2016;27(184-186). https://onlinelibrary.wiley.com/doi/full/10.1071/HEv27n3_ED2

37

E dwards B, Stickney B, Milat A, Campbell D, Thackway S. Building research and evaluation capacity in population
health: the NSW Health approach. Health Promotion Journal of Australia. 2016;27(3)(264-267). https://onlinelibrary.
wiley.com/doi/abs/10.1071/HE16045

38

 ustralian Government Department of Health. National Preventive Health Strategy. Available at: https://
A
consultations.health.gov.au/national-preventive-health-taskforce/draft-national-preventive-health-strategy/
supporting_documents/Draft%20NPHS%20March%202021.pdf

39

 elly P. What would I do with $100million? I wouldn’t start from here! Health Promotion Journal Australia.
K
2018;2018:29(S1):4-6. https://onlinelibrary.wiley.com/doi/full/10.1002/hpja.63

40

 alder R, Lindberg R, Fetherston H. $100 million to get Australia’s health on track. Health Promotion Journal of
C
Australia. 2018;2018;29(S1):22:22-5. https://onlinelibrary.wiley.com/doi/full/10.1002/hpja.62

41


Smith
J, Crawford C, Leavy J. Towards a strong health promotion and prevention future in Australia. Health
promotion Journal of Australia. 2021, Virtual Issue. https://onlinelibrary.wiley.com/doi/toc/10.1002/(ISSN)2201-1617.
towards-a-stronger-health-promotion-future?

Thank you to the Health Promotion Unit SLHD NSW for final edit and layout.

AHPA – C/- 38 Surrey Road Keswick / SA Australia 5035 / T 1800 857 796 E national@healthpromotion.org.au / W www.healthpromotion.org.au
PHAA – 20 Napier Close Deakin ACT Australia 2600 / PO Box 319 Curtin ACT Australia 2605 / T (02) 6285 2373 E phaa@phaa.net.au / W www.phaa.net.au

