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The ‘Every Newborn Action Plan’ envisions to end preventable newborn deaths and stillbirths by 2035. One important objective to realize
this vision is improvement in quality of maternal and neonatal healthcare. Monitoring the performance of the healthcare systems and
conducting quality improvement activities need reliable systems for data collection, analysis and interpretation. Measures chosen to
monitor quality are about problems accounting for a significant health burden, for which effective interventions are available, there is
evidence of variable or substandard care, and for which improvement can be undertaken by stakeholders. Data can be collected about
safety, effectiveness, efficiency, equity, patient-centeredness and timeliness of care. These data can be collected by direct observation,
from existing records, and by interview of the involved stakeholders. Healthcare facilities and governments need to identify core sets of
quality of care indicators, regularly measure and track their performance and carry out informed quality assurance and quality

improvement efforts.
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Quality of hedlthcare is the extent to which

healthcare services provided to individuals

and patient populations improve the desired

health outcomes [1]. Quality improvement

(Ql) efforts aim to increase the probability
that the care provided is safe, timely, effective, efficient,
equitable and patient-centered [2]. Inherent in any QI
endeavor is the ability to know the current level of
performance and whether the efforts have led to
improvement in the quality of care. Therefore, having a
robust quality measurement mechanism is of paramount
importance in a health system working to increase the
value of the care provided.

India, and other low-middie-income countries
(LMIC) are at an important juncture now, especially for
maternal and neonatal healthcare services[3,4]. To meet
the Millennium Development Goals, coverage of both
facility-based curative and community-based preventive
and promotive maternal and neonatal care has increased
at arapid pace over the last decade. The need to focus on
improving the quality of careis now being realized [5].
The Every Newborn Action Plan and Sustainable
Development Goals have further emphasized the work
needed to improvethe quality of perinatal care[6-8]. The
Every Newborn Action Plan envisions to end al
preventable newborn deaths and stillbirths by 2035, and
one of the strategic objectives outlined to achieve this
goal isto improve the quality of maternal and neonatal
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care. Inthisdirection, thereisaneed to have aframework
of quality reporting and monitoring in placetoinformthe
QI efforts at different levels of the heathcare system
[1,9]. One such framework proposed by the World Health
Organization (WHO) defines eight domains of quality of
care that should be assessed, improved and monitored
within the health system [10]. These domains include
evidence-based practices for routine care and
management of complications, actionable information
systems, functional referral systems, effective
communication, respect and dignity, emotional support,
competent and motivated human resources, and
availability of essential physica resources. In
accordance, WHO has published standardsfor improving
the quality of materna and newborn care in health
facilities [1]. However, these standards are restricted to
eventsaround childbirth and do not addressthe quality of
care provided to small and sick neonates. Close to 600
newborn special care units are now functional in India,
providing care to thousands of sick and preterm neonates
[11]. However, many quality gaps have been highlighted
in the facility-based neonatal care and there is a need to
define standards for care of small and sick neonates and
monitor thequality indicators[11].

A ‘Quality measure consists of a descriptive
statement and has following parts: (i) Data elements that
are necessary to construct and report the measure with
detailed specifications that direct how the data el ements
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are to be collected and the population on whom the
measureis constructed; (ii) Timing of datacollection and
reporting; (iii) Analytical models used to construct the
measure; and (iv) the Format in which the results will be
presented. Data collected for quality measures can be
used for conducting audits and for informing QI
programs(Tablel) [12].

While developing and selecting quality measures, a
balance needs to be maintained between comprehensive-
ness and feasibility [12]. The chosen quality measures
should fulfil all of the following criteria: (i) relate to
problems with a large health burden; (ii) capture a
significant leverage point in the care process; (iii)
evidence that the quality of care is either variable or
substandard; and (iv) information collected is usable by
stakeholders [12,13]. While developing quality
measures, both deductive or inductive approaches can be
used [9]. The deductive approach is based on evidence-
based quality of care concepts and effectiveness of
available interventions. The inductive approach is based
on the existing datademonstrating either variationin care
or substandard care. In view of limited existing data on
quality of care, a combined approach utilizing both
deductive and inductive methods is most feasible for
LMICslikelndia

TABLE | EXAMPLE OF A QUALITY MEASURE

Quality measure Are preterm babies screened for
retinopathy of prematurity (ROP) within

therecommended timeframe?

Data elements Numerator: Number of neonates eligible
for ROP screening in whom first eye
examination by indirect ophthalmoscopy

isdoneat 28+2 daysof birth

Denominator: Number of neonates
eligiblefor ROP screening as per national
guidelines

Data to be compiled from the ROP
screening proformaat thetime of

Soecification

» Dischargefrom the hospital
* At 36weekspostmenstrual age
No baselinerisk adjustment needed”

Calculate proportion of neonates eligible
for ROP screening in whom first eye
examination by indirect ophthalmoscopy
isdoneat 28+2 daysof birth.

Presentation format Presented as proportion summarized for
each quarter.

Analytic model

*Risk adjustment is needed if baseline risk of theindex condition varies
e.g. when comparing across different health facilities.
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A conceptual framework isuseful whiledeveloping a
family of quality measures related to a healthcare area.
Theframework proposed here utilizes two approachesto
the quality of healthcare — the Donabedian model of
dividing the healthcare into structure, process and
outcomes, and the Institute of Medicine's (I0OM) six aims
of providing healthcare which is safe, timely, effective,
efficient, equitable and patient-centered care (Web
Table 1) [2,14]. This type of comprehensive quality
measurement strategy is especialy relevant in LMICs
with weaker health systems. In such ascenario, targeting
only healthcare processes for improvement without
concurrent strengthening of structure can lead to non-
sustenance of improvement in processes and failure to
improve health outcomes[15].

Healthcare System Structure

The health system structure includes essential physical
resources and competent healthcare providers. Often a
lack of adequate physical resources may present an
impediment to quality improvement efforts, which cannot
be surmounted by frontline health workers[16]. Shortage
of skilled manpower isan important barrier to improving
the quality of care in LMICs [17]. By monitoring the
provision of adequate physical resources and human
resources and by filling any identified gaps, healthcare
administrators can empower and encourage facility-level
quality improvement teams and frontline healthcare
workers.

Quality measures in this domain can be generic,
related to the overal structure of a heath facility or
specific, related to a defined healthcare activity for
example, neonatal resuscitation (Web Tablel). Examples
of generic quality measures include the presence of a
dedicated area for a specific special care newborn unit;
reliable provision of electricity, water and sanitation; a
written policy to collect and address patient feedback;
and the proportion of health worker posts filled in each
cadre.

Prematurity, infections and perinatal asphyxiaarethe
three most common causes of neonatal mortality and
morbidity in LMICs [18]. Monitoring of quality of
facility-based neonatal care needs to address these
specific areas. Quality measures which monitor the
provision of supporting health system structures for
neonatal resuscitation include provision of recommended
equipment and disposables at the resuscitation corner;
written protocol on neonatal resuscitation; round-the-
clock provision of adequate number of trained healthcare
workers; and policy to counsel and involve parents in
decision-making[1].
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Data about physical resources can be collected by a
combination of methods including direct observation,
periodic reporting by health facilities or by submitting
directed questions to the facility administrators. These
variables are frequently part of self-accreditation or
evaluation by external teams. Specific toolsfor assessing
the physical infrastructure of different levels of health
facilities are available with the National-level quality
assurance or monitoring agencies and can be used to
follow a structured and uniform approach [19]. This
enables creating facility scoresheets, and gapsidentified
can be communicated to health administrators to be
addressed. Data about knowledge and skill levels of
healthcare providers needsto be obtained by examination
and direct observation and can be collected periodically
with the help of externa experts. Professional
certification status, which is dependent on active
maintenance of competency, can be another way of
assessing healthcare workers. However, this system of
ensuring competency may not be functional in most
LMICs. The performance of a health system and success
or failure of QI effortsisdependent on the engagement of
healthcare workers, their motivation level, burnout,
teamwork and leadership skills [20]. These aspects are
frequently overlooked, and need specia techniques of
measurement like in-depth interviews and focused group
discussions.

Healthcare Processes

Healthcare processes are the patient-care activities
performed by healthcare providers [21]. Examples of
healthcare processes in neonatal resuscitation include
identification of neonates who need positive pressure
ventilation, providing bag and mask ventilation which
leads to improvement in heart rate and chest rise, and
clamping the cord at 1-3 minutes after birth. Healthcare
processes can be divided into categories which monitor
safety, effectiveness, efficiency, timeliness, equity and
patient-centeredness of specific clinical care activities
(Web Tablel).

The probability of occurrence of a health outcome
(e.g. death due to perinatal asphyxia) is influenced by
provision of one or more healthcare processes (e.g.
identification of the depressed neonate, effective bag and
mask ventilation). Application of an evidence-based
healthcare process may be hampered by factors external
to disease or patient [22]. Quality improvement activities
attempt to improve the incidence of health outcome by
changing the care processes and the culture surrounding
care [23]. Monitoring health processes alows for
constant change and measurable improvements. If data
about the healthcare processes are not collected, success
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or futility of QI efforts cannot be ascribed to specific
changes being made for improvement [24]. Thisis one of
the most challenging aspects of QI efforts because the
data about hedlthcare processes are not collected
routinely as opposed to health outcomes about which data
may beavailablefrom existing datasources.

Dataabout healthcare processes are best measured by
direct observation. However, this is prone to the
Hawthorne effect (alteration of behavior whenitisknown
you are being observed) and special effortsare needed to
prevent improved performance during observation only
(e.g., for hand-hygiene) [25]. Data collection by internal
staff who are not involved in the process being measured
and use of cameras may reduce the Hawthorne effect
[26]. Data about some processes can also be retrieved
from records, more easily so if therecords are electronic.
Process data are more commonly collected for specific
improvement projects that are directed towards
improving a specific health outcome. However, some
processes are based on evidence-based practices strongly
linked to improved outcomes. Data about these processes
(eg., use of antenatal steroids) can be monitored
independently of thedownstream outcomes.

Another important areain the healthcare activitiesis
how patients and families experience the healthcare. Data
about experience of care needs to be collected directly
from patients and families at atime and place which are
close to the provision of care. This type of data can be
collected best by interview of the family or through
focused group discussion with a group of patients.
Innovative ways of data collection can be used, such asa
pictoria Likert scale, mobile phone text-based response
or interactive voice response system [27]. A random
sample of users can be selected and interviewed to yield
an impression about the experience of care. One
drawback of this approach is non-response bias. Users
who are very happy or very angry with the healthcare
system are more likely to respond than users who have
closer to average experience (a more common
occurrence) [28]. Another important aspect unique to
childbirth isthe happinesswhich isbrought by the birth of
ahealthy infant and by the process of breastfeeding. This
may dilute the negative feedback which a family would
otherwise give. These effects can be circumvented by
asking specific questions from the family instead of
conceptua questions. An example of aspecific questions
is: “How long after arriving at thelabor ward wasthelady
attended to?’

Health Outcomes

Health outcomeisthedisease state or survival statusof an
individual which can be influenced by the healthcare
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Box | A PrRopPoSED FRAMEWORK FOR QUALITY IMPROVEMENT IN NEONATAL- PERINATAL MEDICINE

Identify a core set of quality of care indicators based on evidence and consultative processes. The World Health
Organization has set out standards for improving quality of maternal and newborn care in health facilities and
is in the process of releasing similar standards for small and sick young infants and children. These standards
and indicators can be contextualized based on consultative processes and national needs. It is a good idea
to involve frontline-workers in deciding the framework of data collection rather than adopting a pure top-down
deductive approach [13].

Establish processes for mandatory measurement and reporting of these core set of quality of care indicators
by each health facility providing neonatal-perinatal care.

Provide resources to health facilities for data collection. Returns of improved health outcomes cannot be obtained
without first investing in quality infrastructure. A nurse and data entry operator with required logistic support should
be dedicated for independent collection of healthcare quality data in each health facility. Existing health information
management systems and electronic patient record systems should be tweaked to include quality of care indicators.

Set up state- and national-level Neonatal Perinatal Quality Monitoring and Improvement Resource Centers. These
resource centers can be housed at existing centers of excellence and medical colleges. These centers should
analyze the data collected by health care facilities, identify defects and variations in the quality of care indicators
and provide actionable information to healthcare administrators to fill the gaps in infrastructure and frontline
workers to carry out point-of-care quality improvement activities.

Build capacity to coach and conduct quality improvement activities by incorporating QI training in pre- and in-
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service curriculum and including QI work in the yearly work appraisal.

services. Apart from curative and preventive healthcare
services, genetic predisposition,  environmental
exposures and care-seeking behaviors aso influence the
health outcomes [5]. Improving health outcomes of
individualsandin turn of thewhole populationisthegoal
of healthcare services. Examples of health outcomes in
neonatal care include neonatal mortality rate, cause-
specific neonatal mortality rate and incidence of specific
morbidities like hypothermia at NICU admission after
resuscitation [29]. Monitoring of the health outcomes
providesinformation about variation with time, variation
across different health facilities or populations and the
effect of interventions. Health outcome data may be
available from existing data sources like birth register,
morbidity and mortality register or electronic databases
(e.g., SNCU database of Government of India). However,
the routinely collected data needs to be checked for
completeness and accuracy. Use of different definitions
(e.g., for late-onset sepsis) and denominators (e.g. inborn
and out born infants, only inborn infants) by different
health facilities or even by different healthcare providers
within a health facility may make it difficult to make
comparison withtimeor acrossdifferent centers[30].

Healthcare occurs in an inherently complex system
comprising many interacting processes and stakeholders.
Changein ahealthcare process may have variableeffects,
in magnitude or direction, on different health outcomes.
For example, targeting lower oxygen saturation reduces
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the incidence of retinopathy of prematurity but may
increase neonatal mortality [31]. While designing quality
monitoring or quality improvement efforts to improve
specific health outcomes, data must also be collected for
competing outcomes which may potentially worsen due
to the QI project. These competing outcomes are called
Balance measures and may include expected undesirable
consequences (trade-offs) and unexpected undesirable
consequences (unpleasant surprises) [32].

Quality improvement project — specific data

In addition to the data collection for monitoring of quality
and identification of opportunities for improvement as
outlined above, each QI team would need to collect the
QI project-specific data. These data enable teams to
know whether the changeideasbeing tested areleading to
improvement [33]. Teams should collect data about
health outcomes being targeted and healthcare processes
being assessed. In addition, teams should also collect
qualitative data about how the healthcare providers feel
about the change being tested and unexpected effects of
change proposals. If the change proposal is successful,
data would need to be collected while testing,
implementing and sustaining the change in different
patients, shiftsor settings. Thisistheclassic and effective
Plan-Do-Study-Act (PDSA) cycle (develop aplan to test
change [Plan], carry out the test [Do], observe and learn
from the consequences [Study], decide on any
maodification which should be undertaken[Act]) [34].
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THEWAY FORWARD

First step in provision of high-quality healthcare is
establishing infrastructure for monitoring of outcomes
and processes. In neonata-perinatal medicine a
proposed framework of actionsisprovidedinBox |I.

One cannot embark on the journey of improvement
without first having a roadmap of measurement.
Healthcare facilities and governments should invest in
collection and analysis of reliable data to inform both
quality assurance and quality improvement activities.

REFERENCES

1. World Health Organization. Standards for Improving
Quality of Maternal and Newborn Carein Health Facilities.
World Health Organization, Geneva; 2016.

2. Ingtitute of Medicine (US) Committee on Quality of Health
Care in America. Crossing the quality chasm [Internet].
Washington, DC; Nationa Academy Press, c2001.:
National Academy Press; 2001. Available from:
www.nchi.nlm.nih.gov/books/NBK222274/. Accessed
February 11, 2017.

3. Chaturvedi S, De Costa A, Raven J. Does the Janani
Suraksha Yojana cash transfer programme to promote
facility births in India ensure skilled birth attendance? A
qualitative study of intrapartum care in Madhya Pradesh.
Glob Health Action. 2015;8:27427.

4. Powell-Jackson T, Mazumdar S, Mills A. Financia
incentives in health: New evidence from India's Janani
SurakshaY ojana. JHealth Econ. 2015;43:154-609.

5. Barber RM, Fullman N, Sorensen RJD, Bollyky T, McKee
M, Nolte E, et al. Healthcare Access and Quality Index
based on mortality from causes amenableto personal health
care in 195 countries and territories, 1990-2015: A novel
analysisfromthe Global Burden of Disease Study. L ancet.
2015;390:231-66.

6. Lawn JE, Blencowe H, Oza S, You D, Lee ACC, Waiswa
P, et al. Every newborn: progress, priorities, and potential
beyond survival. Lancet. 2014;384:189-205.

7. World Health Organization. Every Newborn: An Action
Plan to end Preventable Deaths. World Health
Organization, Geneva, 2014.

8. Goa 3. Sustainable development knowledge platform.
Available from: https://sustainabledevel opment.un.org/
sdg3. Accessed September 20, 2017.

9. Stelfox HT, Straus SE. Measuring quality of care:
considering measurement frameworks and needs
assessment to guide quality indicator development. JClin
Epidemiol. 2013;66:1320-7.

10. Tungalp a& Were WM, MacLennan C, Oladapo OT,
GillmezogluAM, Bahl R, etal. Quality of carefor pregnant
women and newborns-the WHO vision. Br J Obs
Gynaecol. 2015;122:1045-9.

11. Neogi SB, Khanna R, Chauhan M, Sharma J, Gupta G,
Srivastava R, et al. Inpatient care of small and sick
newbornsin healthcarefacilities. JPerinatol . 2016;36:S18.

12. McGlynn EA. Selecting common measures of quality and

INDIAN PEDIATRICS 801

13.

14.

15.

16.

17.

18.

19.

20.

21

22.

23.

24.

25.

26.

27.

QI IN PERINATAL CARE

system performance. Med Care. 2003;41:139-47.
McGlynn EA, Asch SM. Developing a clinica
performance measure. Am JPrev Med. 1998;14:14-21.
Donabedian A. The quality of care. How can it be assessed?
JAMA. 1988;260:1743-8.

Semrau KEA, Hirschhorn LR, Marx Delaney M, Singh VP,
Saurastri R, Sharma N, et al. Outcomes of a coaching-
based WHO safe childbirth checklist program in India. N
Engl JMed. 2017;377:2313-24.

Hirschhorn LR, Semrau K, Kodkany B, Churchill R,
Kapoor A, Spector J, et al. Learning before leaping:
integration of an adaptive study design process prior to
initiation of Better Birth, a large-scale randomized
controlled trial in Uttar Pradesh, India. Implement Sci.
2015;10:117.

Nair M, Yoshida S, Lambrechts T, Boschi-Pinto C, Bose
K, Mason EM, et al. Facilitators and barriers to quality of
care in maternal, newborn and child health: A global
situational analysis through metareview. BMJ Open.
2014;4:e004749.

Collaborators G 2015 CM. Global, regional, national, and
selected subnational levels of stillbirths, neonatal, infant,
and under-5 mortality, 1980-2015: A systematic analysis
for the Global Burden of Disease Study 2015. Lancet.
2016;388:1725-74.

Indian Public Health Standards - Governnment of India.
Available from: www.nhm.gov.in/nhm/nrhm/guidelines/
indian-public-health-standards.html. Accessed January
16, 2018.

CochraneLJ, Olson CA, Murray S, DupuisM, Tooman T,
Hayes S. Gaps between knowing and doing: understanding
and assessing the barriers to optimal health care. J Contin
Educ Health Prof. 2007;27:94-102.

Chawla D, Suresh GK. Quality improvement in neonatal
care - a new paradigm for developing countries. Indian J
Pediatr. 2014;81:1367-72.

SharmaG, Mathai M, Dickson KE, Weeks A, Hofmeyr G,
Lavender T, et al. Quality care during labour and birth: A
multi-country analysis of health system bottlenecks and
potential solutions. BMC Pregnancy Childbirth. 2015;15
Suppl 2:S2.

Ellsbury DL, Clark RH, Ursprung R, Handler DL, Dodd
ED, Spitzer AR. A multifaceted approach to improving
outcomes in the NICU: The Pediatrix 100000 babies
campaign. Pediatrics. 2016;137.

Mant J. Process versus outcome indicators in the
assessment of quality of health care. Int JQual Health Care.
2001;13:475-80.

McCambridge J, Witton J, Elbourne DR. Systematic
review of the Hawthorne effect: New concepts are needed
to study research participation effects. J Clin Epidemiol.
2014; 67:267-77.

Trevisanuto D, Bertuola F, Lanzoni P, Cavallin F,
Matediana E, Manzungu OW, et al. Effect of a neonatal
resuscitation course on healthcare providers' performances
assessed by video recording in alow-resource setting. PloS
One. 2015;10:e0144443.

Ministry of Health & Family Welfare, Government of
India. My Hospital. Available from: meraaspataal.nhp.

VOLUME 55—SEPTEMBER 15, 2018



CHAWLA, etal.

28.

29.

30.

31

gov.in/about_us. Accessed January 16, 2018.

Mazor KM, Clauser BE, Field T, Yood RA, Gurwitz JH. A
demonstration of theimpact of response bias on theresults
of patient satisfaction surveys. Headth Serv Res.
2002;37:1403-17.

Lee HC, Ho QT, Rhine WD. A quality improvement
project to improve admission temperatures in very low
birth weight infants. J Perinatol. 2008;28:754-8.

Mainz J. Defining and classifying clinical indicators for
quality improvement. Int J Qual Headth Care
2003;15:523-30.

Askie LM, Darlow BA, Davis PG, Finer N, Stenson B,
Vento M, et al. Effects of targeting lower versus higher

32.

33.

34.

QI IN PERINATAL CARE

arterial oxygen saturationson death or disability in preterm
infants. Cochrane Database Syst Rev. 2017;CD011190.
TomaM, DreischulteT, Gray NM, Campbell D, Guthrie B.
Balancing measures or a balanced accounting of
improvement impact: a qualitative analysis of individual
and focus group interviews with improvement experts in
Scotland. BMJQual Saf. 2017,

Langley GJ, editor. The improvement guide: a practical
approach to enhancing organizational performance. 2nd
ed. San Francisco: Jossey-Bass; 2009.

Horbar JD, Plsek PE, Leahy K. NIC/Q 2000: establishing
habits for improvement in neonatal intensive care units.
Pediatrics. 2003;111:€397-410.

INDIAN PEDIATRICS

802

VOLUME 55—SEPTEMBER 15, 2018



CHAWLA, etal.

QI IN PERINATAL CARE

WEB TABLE | CoNCEPTUAL MODEL FOR QUALITY MEASURES SHOWING AN INDICATIVE LIST OF MEASURES FOR NEONATAL

RESUSCITATION

Institute of
Medicine
Aims

Donabedian Model

Sructure

Process

Outcome

Safe

Effective

Efficient

Timely

Patient-
centered

Equitable

Policy for training of healthcare
professionalsin NRP before
placement

Standard operating proceduresin
placefor disinfection of equipment

needed for resuscitation

Air-oxygen blender availableat all the
resuscitation cornersof the hospital

Functional bag and mask for term and
preterm neonatesavailableat all the
resuscitation cornersof the hospital

Written protocol of neonatal resuscitation
updated to current guidelinesavailable
Job-aidslikewall chart for neonatal
resuscitation available at resuscitation

corner

Written protocol in placefor defining role
of each available healthcareworker during

resuscitation

Proportion of resident doctorswho can
conduct compl ete resuscitation including
intubation and umbilical venous cannulation

Proportion of healthcare providers
who can demonstrate correctly how
to perform bag and mask ventilation

onamannequin

Proportion of neonateswho need

intubation during resuscitation

Proportion of very preterm neo-

natesin whom additional measures

to prevent hypothermiawere
employed

Proportion of term neonatesin
whom cord clamping was delayed
for 1-3minutes

Proportion of extensive resusci-
tation instancesinwhich briefing
and debriefing were conducted

Written protocol on provision of additional  Proportion of neonates needing

help if needed during resuscitation

Written protocol for counseling of parents
and involvement of parentsin decision-

making

Written protocol for availability health-

careworker who can do complete

resuscitation stepsirrespective of time,
day, mode of delivery or typeof patient

positivepressureventilationin
whom bag-and-mask ventilation
wasinitiated within 1 minute of
birth

Proportion of motherswith low-
risk term pregnancy whowere

counseled that baby will be placed
in skin-to-skin contact immediately
after birth Proportion of prospective

parentswith afetushaving major

malformation (or with birth likely at
<28 of gestation) who know about

theresuscitation plan for the baby

Incidence of pneumothorax in
neonateswho underwent
positive pressure ventilation at
birth

Asphyxia-specific
mortalityl ncidence of
hypothermiaat NICU
admission

Proportion of neonateswith
Apgar scoreremaining 0-3 at
both 1 and 5 minutes after birth

Proportion of term neonates
whoreceive skin-to-skin
contact for at |east 30 minutes
during routinecare

Incidence of asphyxia-specific
mortality segregated by duty-
shift (day versusnight)
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