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Abstract 

 Emotional labor puts lots of stress on workers whose occupations are interpersonal 

services. 

 In psychiatric medical care, the addition of human rights issues, legal regulations, and 

ethical issues increase stress. "Yamayuri-en" is a facility for severe behavioral disorders 

and is not the same as general psychiatric medical care; however, both are influenced 

by "emotional labor" and are more likely to encounter patients with traumatic experiences. 

In this study, I examine my own "emotional labor" and consider the problems of working 

conditions and the pitfalls of psychiatric medical care, which could not prevent the 

"Yamayuri-en" incident. 
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Introduction 

The “Yamayuri-en” incident that 

occurred in July 2016 had a major 

impact on various fields. In response to 

the incident, the Japanese Society of 

Psychiatry and Neurology issued “Views 

on the Incident at the Support Facility 

for Persons with Disabilities in 
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Sagamihara City and Subsequent 

Developments”22) in August of the same 

year, and then “Measures to Prevent a 

Recurrence of the Yamayuri-en incident 

Based on the ‘Report: Proposals for 

Recurrence Prevention Measures’”23) in 

January 2017. In June of the same year, 

the Japanese Society for Social 

Psychiatry issued the “Yamayuri-en 

Incident Special Committee Opinion”,24) 

which listed four points: 1. the 

elimination of discrimination and 

prejudice and the realization of a society 

of coexistence; 2. support for the patient 

after discharge, with the patient at the 

center and taking the initiative; 3. 

support for supporters; and 4. the 

expansion of personnel and budgets for 

psychiatric medical care and mental 

health and welfare. It also stated that 

they would continue to hold ongoing 

discussions with the aim of realizing a 

society of coexistence. 

Psychiatric medical care is closely 

linked to society, and there are many 

commentaries that point to the 

relationship between discrimination, 

prejudice, and eugenic ideology as the 

background of this tragedy.18)25)27)31) The 

year 2016, when the incident occurred, 

was the year that the United Kingdom 

voted in a referendum to leave the 

European Union, the year that Trump 

was elected president of the United 

States, and the year that populism and 

nationalism rose around the world in 

response to the acceptance of refugees. 

The report of the Incident Investigation 

Committee8)32) indicates that the 

perpetrator of the incident was also 

influenced by these social conditions. 

Measures to prevent a recurrence 

after the incident16) include measures to 

prevent outside intruders and, since the 

perpetrator was involuntarily 

hospitalized before the incident, 

measures to improve support have been 

implemented after reviewing the period 

after discharge from compulsory 

hospitalization.5)26) However, while it is 

natural to analyze the psychopathology 

of the mass murderer and to clarify the 

social background of the incident, it 

cannot be said that the circumstances 

that led the criminal to such a biased 

ideology, or the fact that there was no 

deterrent to prejudice and violence 

within the institution, have been 

sufficiently discussed. There are 

situations in psychiatric medical care 

where ethical judgment is required on a 

daily basis, but is this judgment 

logically and clearly organized and 

presented? In order to console the souls 

of the victims of the incident and to 

prevent a recurrence, we must not let 

the incident fade into the background. 

In this paper, we will examine the 

ethical issues facing those involved in 

psychiatric medical care, using the 

keyword “emotional labor” to look at 
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psychiatric medical care from an 

"emotional labor" perspective. 

At the time of submitting the 

symposium title, I had planned to 

examine clinical experiences from the 

perspective of emotional labor, but since 

it was impossible to obtain the consent 

of all the people involved, I decided to 

report only on my own personal 

experience. 

 

I. Emotional Labor and Healthcare 

Emotional labor is a concept proposed 

by the sociologist A. R. Hochschild in 

1983, and defined as “the labor of 

regulating one's own emotions in order 

to express, through voice, facial 

expression, or body movement, 

emotions deemed appropriate for the 

purpose of changing or maintaining the 

emotional state of others.”6) Until then, 

work had been divided into two 

categories: physical labor and mental 

labor, but with the growth of tertiary 

industries, such as sales and service, 

the industrial structure changed and it 

was pointed out that there was an 

important aspect of emotional labor. In 

the tertiary industry, consumer needs 

and customer satisfaction become major 

driving forces for consumption, and a 

way of working that involves controlling 

(being forced to control) emotions comes 

at the cost of burnout syndrome, 

depersonalization, and a sense of being 

emotionless. 

Burnout syndrome was first proposed 

by Freudenberger, H.J. in 1974. It is 

characterized by a loss of motivation, 

withdrawal from work, and depression 

caused by emotional exhaustion due to 

prolonged occupational stress, and is 

particularly prevalent in jobs that 

involve working with people.17) 

Medicine is a workplace where role 

and duty are emphasized, and where 

calm judgment and appropriate 

treatment are always required; at the 

same time, it is a typical interpersonal 

helping profession that requires warm 

and friendly humanity.4)35) In recent 

years, the importance of informed 

consent, patient-participatory medicine 

and collaborative decision-making has 

come to the fore, and communication 

skills have become a focus of attention. 

The communication skills of medical 

professionals are directly related to the 

life and value of the patient, and they 

are required to respond in a variety of 

ways depending on the disease and the 

characteristics of the people involved. In 

addition, under the universal health 

insurance system, they must also 

ensure convenience and fairness. There 

are various rules and restrictions in the 

medical workplace, and medical 

professionals are forced to make quick 

decisions and are accountable for their 

actions. In workplaces where emotional 

labor is required to such a high degree 

of interpersonal contact, it is inevitable 
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that one will experience negative 

emotions such as conflict, anger, 

loneliness, and feelings of 

powerlessness,19) and there is much 

pressure on one's self-esteem and sense 

of self-worth.12)30)33) 

The correlation between emotional 

labor and burnout syndrome has been 

pointed out,10) and scales for evaluating 

emotional labor have also been 

developed,11)29) but the items used in 

these evaluations are based on research 

in emergency medicine, general internal 

medicine, and palliative care wards, 

and some of the items are not suitable 

for psychiatric medical care. In the field 

of psychiatry, there are studies that 

address issues of abuse and negative 

emotions targeting nurses, counselors, 

and welfare workers7),19) and reports of 

the emotional labor that nurses feel 

towards doctors.13) 

 

II. Characteristics of Psychiatric 

Medical Care and Emotional Labor 

In recent years, in response to the 

growing awareness of patient 

(consumer) rights, issues such as 

improving customer service and 

communication skills in general medical 

departments have been studied and 

manuals have been produced.30) 

However, there are many cases where 

patients who are the target of 

psychiatric medical care are unable to 

communicate, are dominated by 

psychotic symptoms, or come to the 

hospital worried about communication, 

and things do not always go according to 

the manual. In recent years, there has 

been an increase in the number of 

patients with a variety of life 

experiences and complex circumstances, 

including those with depression, 

dementia, suicide attempts, self-harm, 

abuse, and trauma-related issues, 

requiring more consideration in patient 

care. Furthermore, in psychiatric care, 

issues become even more complex due to 

human rights issues, ethical 

considerations, and legal stipulations, 

but here we will consider the 

characteristics of emotional labor in 

ordinary psychiatric clinical practice. 

 

1. It takes time. 

Psychiatric medical care can be long 

in two ways: the course of treatment can 

be long, and the time required for 

consultation and treatment can be long. 

First and foremost, at the time of 

consultation, every patient has a unique 

story that is intricately intertwined 

with the complexity of human and social 

diversity, with differences in their 

upbringing, life history, and 

environment.3) The psychiatrist must 

listen to and understand as much as 

possible about such a complicated 

situation, and also, while grasping the 

limitations of the prognosis, which may 

not be optimistic depending on the 
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disease, and the scarcity of available 

treatment options, they must enter into 

a treatment contract. While making 

medium-to-long-term plans, 

psychiatrists seek the best treatment 

strategy for the "here and now", but 

there is information that must be kept 

secret from the patient depending on 

the situation, and in addition, they must 

assess the patient's ability to 

understand, judge, and consent as they 

talk to them, so the consultation 

inevitably takes a long time. The time 

axis of the patient's past life and the 

world he/she will enter from now on is 

also long, so the clinical time required 

for the examination is also longer than 

in other departments. However, in 

today's speed-oriented society, anything 

that takes time is often viewed 

negatively. 

 

2. Collaboration within the hospital, 

within the team, and with other 

professionals is essential. 

As humans are physical, 

psychological, and social beings, the 

field of psychiatric medical care 

involved is broad. In hospitals 

(especially general hospitals), there is 

much liaison work involved in the 

treatment and examination of patients, 

but there are also times when 

psychiatrists are asked to examine, 

consult, and mediate with medical staff 

working in the hospital. There is a 

tendency to think of psychiatry as a field 

that “listens carefully, summarizes well, 

and gives appropriate advice” 

(conveniently). It is necessary to calmly 

analyze the situation without 

overreacting (over-adapting) to meet 

expectations. 

Since the understanding and 

cooperation of family members and 

other concerned parties is important for 

the social reintegration of patients, it is 

necessary to ensure that staff members 

are able to consult each other about 

anything without reservation, and that 

they are able to respond appropriately 

to such consultations, by maintaining 

close contact with each other on a 

regular basis regarding their respective 

professional roles and the latest medical 

information. Even if physicians have 

lofty theories or ideal treatment 

methods, if the staff who put them into 

practice do not understand them, the 

staff will feel more burdened and 

inadequate, and the team will become 

less cohesive. Information obtained 

from staff is valuable, so communication 

within the team is essential for 

improving team strength. 

In addition, because psychiatric 

medical care is a long-term process, you 

will encounter people from different 

professions, of different ages and with 

different ideas, and the likelihood of 

conflict and friction will increase. 

Sometimes you may try to clear up 
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misunderstandings and end up hurting 

yourself, or you may end up blaming the 

lack of understanding of family 

members or the lack of ability of 

supporters. Even in such cases, 

listening to the opinions of staff and 

patients will give you the chance to 

question your own preconceived notions, 

and will give you the chance to expand 

your understanding of mental illness 

and the circle of therapeutic alliances. 

 

III. Emotional Labor of Psychiatrists 

1. Special characteristics of medical care. 

In psychiatric medical care, the 

interview is not only a means of 

obtaining information, but also an 

irreplaceable medical act.3)9) In 

psychiatric interviews, the attention, 

observation, insight and expressive 

skills of the medical practitioner often 

play a greater role than objective figures 

such as clinical test data. For this 

reason, the interviewer must be aware 

of the rationality and limitations of 

their own subjectivity and individuality, 

and they have the heavy task of 

renewing their medical knowledge and 

cultivating their humanity. 

Mastering psychotherapy is an 

essential task for psychiatrists, but 

psychotherapy is full of charm, with a 

depth and sharpness of reading and an 

exquisite communication that cannot be 

understood from knowledge gained from 

books alone.9)21) Therefore, some people 

may distance themselves from 

psychotherapy because they feel it is not 

for them, or they may end up with only 

superficial imitation. Furthermore, 

there is a risk of being misunderstood by 

patients or other people involved, of 

being the target of misplaced anger, of 

being betrayed, or of suffering violence. 

When treatment stalls or leads to an 

exacerbation, a change in the content of 

the prescription can be made by 

reference to literature searches, but 

reviewing psychotherapy requires a 

multifaceted examination of changes in 

the patient's condition and in the way 

we interact with them, as well as 

changes in our own emotions. 

Ultimately, this is a big task that 

involves summarizing our 

understanding of the disease and how 

we deal with it, and it is not easy to 

maintain a calm attitude. Psychiatric 

treatment is not only about digital 

knowledge, but also involves self-

reflection, and is a form of emotional 

labor that is very demanding. 

In Yamagami's34) study of emotional 

labor among physicians, the 17 

respondents were general hospital 

doctors, and no psychiatrists were 

included. Hochschild's book6) frequently 

quotes parts of Freud's theories, but 

there is little mention of psychiatrists 

performing emotional labor. In the 

following section, I will provide my own 

experiences and consider the reality of 
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emotional labor in psychiatric medical 

care. 

 

2. Personal History of “Emotional 

Labor”. 

Medical care can be fraught with 

unexpected obstacles and mistakes. The 

author has had many dangerous 

experiences and even thought about 

quitting the medical profession. Of 

these, I will look back on my experience 

of emotional labor and share some of the 

things I can talk about publicly after 

more than 30 years. 

1) Putting on a (seeming) face, making 

a face. 

The psychiatric ward where the 

author received training was connected 

to the main hospital building by a 

corridor, as was typical of many 

university hospitals during that period. 

As I walked down the corridor, mentally 

planning the day's treatment, I noticed 

that my face was changing from the 

natural expression I had just been using 

to the face of a doctor. Furthermore, 

when reviewing the treatment to date 

and reconsidering the treatment plan by 

collating the points raised in textbooks, 

specialist books, ward rounds, and case 

review meetings, I envision myself (my 

face) examining the patient, not just 

their response. The image of my face 

that appears there changes, and I also 

recognize the self that is causing the 

change. This is something that makes 

sense in terms of the terms “superficial 

acting” and “deep acting”6) in emotional 

labor. 

2) Case A: Conflicts in behavioral 

restriction and non-consensual medical 

treatment. 

There was an accident in which A, 

who had suffered from carbon monoxide 

poisoning and higher brain dysfunction, 

died of asphyxiation while being 

physically restrained against 

psychomotor agitation. The accident 

occurred at the hospital of a senior 

colleague whom I respected, and I was 

A's former attending physician. I felt 

the limitation of medical treatment 

based on A's upbringing and living 

situation, and I remember feeling both 

relieved and guilty inside that I was 

able to refer a difficult case to another 

hospital for treatment. Also while I 

thought that making a big fuss about 

improving the system of patrols and 

nursing would protect the organization, 

there were still voices of self-deception 

that questioned whether this was really 

the right thing to do. 

In psychiatric medical care, there are 

times when difficult decisions have to be 

made concerning human rights, such as 

restricting behavior and non-

consensual medical treatment. Amid 

the conflicting thoughts of patients, 

their families, those involved, and staff, 

doctors themselves also have to deal 

with their own internal struggles, and 
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they have to quickly find practical 

solutions and points of compromise. 

There is also the important task of 

communicating the content of these 

decisions in a way that is easy to 

understand, useful, and fair. On the 

other hand, as people gradually become 

accustomed to being able to reach 

smooth and appropriate decisions, the 

warning bell of emotional labor will ring 

out, as individuals disappear 

(dehumanization) as they become role 

players within an organization. 

3) Case B: Dealing with serious cases 

such as suicide and accidents. 

Case B was a patient with attention 

deficit hyperactivity disorder as listed 

in the DSM-III-R (Diagnostic and 

Statistical Manual of Mental Disorders, 

Third Edition, Revised),2) but at the 

time he was being treated for bipolar 

disorder. He had a wife and children and 

was financially well-off, but he was 

isolated at work and exposed to 

harassment. As his doctor, I made the 

mistake of not recommending 

hospitalization despite seeing signs of 

suicide, and as a result, I allowed the 

patient to carry out his plan. 

The suicide or serious accident of a 

patient is a major blow to a psychiatrist, 

regardless of where the responsibility 

lies. Psychiatrists listen to the joys and 

brilliance of their patients' lives, and so 

they also experience the regret, sorrow 

and anger that lead to suicide. The 

feeling of powerlessness that comes 

from knowing that you could have saved 

the patient if he/she had come to the 

hospital, but now that is impossible, 

turns into feelings of inability, 

mercilessness, and remorse, and you are 

reminded of the importance of life. 

4) Case C: Difficulties in Relationships 

with Patients and Families. 

C was hospitalized for a detailed 

examination of her convulsive seizures, 

as she had experienced two seizures 

while using a vacuum cleaner. The 

examination confirmed that abnormal 

brain waves appeared only with a 

certain frequency of sound, so she was 

diagnosed with reflex epilepsy. She was 

discharged from hospital after being 

told to avoid that frequency band and to 

continue taking her medication. A few 

days later, her in-laws and other 

relatives, a total of six people, came to 

the hospital to ask for an explanation. I 

explained in detail about the disease 

called "reflex epilepsy", but the 

prejudice against the name of the 

disease "epilepsy" was strong, and at 

the root of it was a sense of distrust and 

anger that she had married while 

hiding her illness, and that they had 

been deceived by her. I couldn't think of 

a strategy to ask for support from more 

experienced colleagues, and I couldn't 

say that it was wrong to confuse human 

values with medical disorders. In the 

end, she got divorced. 
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Along with the regret of not being able 

to help, I also felt a lingering sense of 

frustration at not being able to correct 

the prejudice against mental disorders, 

and anger at the prejudice. Prejudices 

about mental disorders are often based 

on vague notions of "society" or 

generalizations of extreme cases, and 

are strongly influenced by time, culture, 

and education, so they require a great 

deal of effort to correct. In addition, they 

are largely emotional in nature, so there 

is a limit to what can be achieved by 

confronting them with logic. Even now, 

every time I encounter prejudices about 

mental disorders in society, I am 

reminded of the difficulty of explaining 

and overcoming them. 

5) Case D: Difficulties in 

interdepartmental cooperation. 

While I was on duty, I received a call 

from a nurse in another department an 

hour before lights out, saying, “A patient 

who was seen by the psychiatric 

department during the day is acting up 

in the ward. Please do something”. 

When I went to see him, D, who had 

been diagnosed with mild mental 

retardation (note: the diagnosis was 

from the time of the incident), was 

wandering around the ward, shouting 

incoherently and not responding to calls. 

When I asked the nurse, “What's wrong 

with him?”, she replied, “He's a 

psychiatric patient, so he can't 

understand. The nurse said, “You 

should go and calm him down or take 

him away. We have nothing to do with 

this”, and refused to help at all. We 

quickly asked a psychiatric nurse to 

help, and the two of us sat D down and 

persuaded him to take his medicine, and 

he calmed down completely. D was 

unable to understand the ward nurse's 

explanation and had panicked with 

anxiety about the upcoming surgery, so 

I thought it was natural for him to react 

that way. 

What shocked me was that there was 

discrimination and prejudice against 

mental disorders among the medical 

staff in the same hospital (and in a 

medical educational institution), and 

that this was directed not only at the 

patients, but also at the medical staff 

and doctors. Needless to say, the ward in 

question was given a stern warning, but 

I doubt that they were able to correct 

their stereotypical views of mental 

disorders, rather than just dealing with 

the problem on the surface. 

This experience made me realize 

anew the misery, frustration, and 

suffering that patients go through, and 

I found myself unexpectedly becoming a 

party to it. Additionally, when treating 

victims of abuse and harassment, I 

realized that if you are not careful with 

your words and your eyes, you can 

trigger (stimulate) traumatic 

experiences. 
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3. Risks of emotional labor and how to 

deal with it. 

Emotional labor, especially in 

psychiatric medical care, has the effect 

of traumatizing not only the person 

doing the work, but also the patient, 

family members and other people 

involved.20) This is because in the 

medical field, the act of going to the 

doctor can be a traumatic experience in 

itself because it means that one's health 

has been damaged or that one has 

become ill, and it can also be a double 

traumatic experience because one has to 

go through painful and distressing 

experiences (treatment) in order to get 

well. For patients, their families and 

others involved, the realization that 

treatment is difficult can lead to feelings 

of disappointment, discouragement, and 

resentment, and this sense of trauma is 

compounded by prejudice and 

discrimination in society. 

Moreover, in psychiatric medical care, 

the relationship with the patient is 

intimate, and while the trauma, 

complaints, dissatisfaction and 

unhappiness of the patients are 

significant, the problems of frustration, 

exhaustion, demoralization, reaction 

formation and slowdown on the part of 

the medical staff cannot be overlooked. 

While it is possible to be aware of and 

objectively evaluate the capabilities and 

fatigue of physical and mental labor, 

there is no established evaluation axis 

or method for evaluating the 

effectiveness, risks, and health hazards 

of emotional labor. The Ministry of 

Health, Labour and Welfare introduced 

a stress check system in 2015 and is 

encouraging both workplaces and 

workers to be aware of mental health 

issues.15) The stress evaluation scale 

used is meaningful and can be 

implemented by many people, but it is 

not specialized for psychiatric medical 

care. Expressing and evaluating 

emotions in words tends to be subjective, 

and it is difficult to put trauma into 

words,20) so there is probably a lack of 

research on emotional labor in 

psychiatric medical care. 

The author's “history of emotional 

labor” also cannot hide excuses for 

immaturity or physician hubris, and 

there are many cases where I was 

relieved to have escaped trouble and 

was lucky. The reason for my good 

fortune was that I was blessed with 

good patients, but I would like to list the 

origins of my good fortune in avoiding 

risk and the coping behaviors that were 

useful. (i) Whenever I encountered 

difficulties or crises, my staff and 

friends pointed out my thoughtlessness, 

gave me advice, and helped me out. (ii) 

By participating in academic 

conferences, I was able to train my 

critical spirit and logical thinking, and I 

was able to learn many lessons and 

social etiquette through casual 
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conversations and consideration. (iii) 

Participating in case review meetings 

helped me to develop the habit of 

carefully and flexibly examining each 

case from multiple perspectives. (iv) 

Structuring psychiatric medical care as 

team-based care and working with local 

communities and other stakeholders as 

members of the therapeutic alliance 

helped to reduce the mental burden and 

provided many benefits. 

 

IV. “Yamayuri-en” Incident and 

Emotional Labor 

Although support facilities for people 

with disabilities and general psychiatric 

hospitals are not the same, the concept 

of emotional labor as a way of working 

is an issue that runs through both. 

However, it cannot be said that the work 

known as emotional labor has been 

properly evaluated, or that attention 

has been paid to the trauma associated 

with it, or that measures have been 

considered to prevent and deal with the 

damage. In addition to the harshness of 

the physical labor, "Yamayuri-en" also 

forced its staff to be patient and 

submissive, and it is likely that the 

facility is a voice for the negative 

aspects of emotional labor that cannot 

be dealt with by idealistic approaches 

and that is not rewarded financially or 

psychologically. Furthermore, when we 

consider whether the perpetrators, the 

staff who worked there, and the 

residents could have shared the same 

good fortune as the author, it seems that 

emotional labor is a major risk factor 

that led to the incident. We know that 

being forced to see things we don't want 

to see, such as embarrassing behavior, 

dirty work, and ugly human 

relationships, can be traumatic. 

Perhaps this is why we have not been 

willing to face the negative aspects of 

emotional labor. 

In addition, while psychotherapy is 

considered essential for psychiatrists, 

because it is an important aspect of 

emotional labor, the narrow approach of 

trying to understand and communicate 

psychotherapy in words may have 

contributed to the distance from 

supporting people with limited verbal 

expression. Understanding and being 

understood is something that comes 

from real-life interaction and 

engagement,28) but perhaps we have 

been too concerned with intellectual 

understanding and verbal 

comprehension and have neglected the 

workings of emotions. Also, perhaps the 

medical community has been too 

focused on successful treatment cases 

and so-called scientific academic 

research, and has neglected the kind of 

down-to-earth, gritty clinical research 

that doesn't have a high impact factor. 

The same can be said for collaboration 

with those who work with us and for 
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educational activities for patients, 

families and society. 

The risks associated with emotional 

labor can undermine trust, lower the 

morale of medical staff, reduce the 

quality of medical care, and even lead to 

accidents. To prevent this, it is 

necessary to consider countermeasures 

within a broad framework that includes 

not only medical staff, but also patients, 

users, family members, and advocates, 

and to allow everyone to share their 

views. 

 

Conclusion 

One thing I learned again from the 

Committee on Medical Ethics of the 

Japanese Society of Psychiatry and 

Neurology was the term and concept of 

“severe behavioral disorder”.1) I also 

learned about the families and 

supporters surrounding these people, 

the harshness of the working 

environment for welfare facility staff, 

the difficulties of supporting severely 

disabled people, and the problem of staff 

shortages in welfare facilities.14) I also 

reaffirmed that discrimination and 

prejudice against disabled people is not 

just a problem for those involved with 

disabled people, but a problem for 

society as a whole. For this reason, it is 

necessary to clearly recognize and 

properly evaluate the way of working 

known as emotional labor. In order to 

prevent emotional labor from becoming 

something forced or something that is 

built on the sacrifice of others, and to 

ensure that it is rewarded accordingly, 

we must learn from and share the many 

innovative attempts and practical 

examples that already exist, and work 

to spread them more widely. 

Although emotional labor can lead to 

depersonalization, burnout syndrome, 

and a backlash, the experience of 

working through these problems 

together can be a great source of 

strength. 

In this article, we have examined the 

impact of the “Yamayuri-en” incident 

using the keyword “emotional labor”, 

but the issues are more complex and the 

challenges are many. As this feature is 

not intended to reach any conclusions, 

we would like to leave the deepening of 

the issue to the ongoing deliberations of 

the Japanese Society of Psychiatry and 

Neurology and the Japanese Society for 

Social Psychiatry's “Yamayuri-en 

Incident Special Committee”. Finally, 

we would like to emphasize that 

psychiatric medical care is a profession 

that is both profound and endlessly 

interesting. 
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