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Abstract This essay discusses the care process of
health professionals in the context of COVID-19
from the perspectives of psychoanalysis, under the
prism of Donald Winnicott’s transitional space,
and of collective health, under the prism of the
practical wisdom of José Ricardo Ayres, the mi-
cropolitics of live work in action by Emmerson
Merhy, and prudent care by Ruben Mattos. It su-
ggests elaborating a care perspective to propose a
possible resignification of illness in a pandemic,
where health is marked with calamity, health ca-
tastrophe, and suffering and anguish, whether in
the body or subjectively. In this way, understan-
ding the manifestation of care by health profes-
sionals in a pandemic context brought about with
narcissistic and heroic meanings and feelings of
impotence and helplessness contributes to elabo-
rating a creative conception of care. We conclude
that the perspective of expanded care favors the
creative possibility of new productions of meaning
and support for professionals, resignifying their
life experiences through love, creativity, practical
wisdom, prudent care, live work in action, and
motor imaginary.
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Introduction

With the unexpected advent of COVID-19 in
2020, the sense of time passing was accelerated,
accompanied by an acute rise in SARS-CoV-2 vi-
ral infections, with deaths and the health system’s
collapse. Health professionals complained that
they could not cope with the process of illness
that the pandemic was establishing in the body
and subjectivity, which only reinforced that the
pandemic comprised another record of illness
beyond the body. It became clear that the subject
becomes ill and complains not only through the
biological body.

Contemporary malaise and its variations of
clinical narratives are revealed through a surplus
that causes a loss of meaning in psychic experi-
ence, manifesting itself in the records of the body,
actions, and feelings'. The pandemic has influ-
enced this malaise, affecting singularities, mental
health, and the economy - causing inequalities,
helplessness, and discouragement®. From this
viewpoint, Birman? associates the pandemic with
a catastrophe.

The lack of effectively guaranteed immunity
against the invisible villain of the pandemic (the
virus) has affected preserving the human body’s
integrity. Virus mutability was considered a pos-
sible invincibility. The experience became fraught
with suffering for everyone who went through it,
especially those who took on care — with overlap-
ping tasks and shifts, due to the reduced number
of professionals working (with the increasingly
rapid spread of COVID-19). Health profession-
als described a progressive experience of unusual
feelings, such as impotence and helplessness, in
the face of all the pressure and expectations em-
bedded in the pandemic setting, as if they were
summoned to take on the role of the Salvation
Army. In an attempt to respond to a context
marked by uncertainty, professionals often re-
sorted to alternatives such as self-medication to
pursue increased waking time, and over-stream-
lined tasks, giving up time for breaks and rest.

Suffering arose through anguish at the un-
known, where a relationship was identified be-
tween the feeling of anguish and the need for sup-
port (holding)®, which, according to Winnicott?,
translates the feeling of stability and predictabili-
ty in the environment, enabling the subject to feel
safe and welcomed in their life context.

Anguish often paralyzes the subject in their
symbolic capacity and can operate as a defense.
It can also open up a subjective resignification of
meaning through the care perspective, which re-

quires creativity to bring about change. Figueire-
do* (p.117) affirms, “[...] there is always tailoring
in the making of meaning” We, therefore, under-
stand the need to give way to the word, looking
for a creative possibility and an elaboration of all
this experience. Those who fall ill and suffer are,
primarily, subjects and not just bodies. There-
fore, speech should be privileged, as Figueiredo®
(p.43) points out, “[...] as a possibility of making
another dimension of the complaint that singu-
larizes the request for help”. However, how could
this experience be put into words if there was a
lack of knowledge and recognition of what was
happening? How could we find support, recogni-
tion, and availability in the presence if the most
defended control measure were physical distanc-
ing? We were living in a time of multiple illness-
es, where the caregiver was also sick — whether
from the virus or the threat of emptiness and an-
guish caused by seclusion. For this reason, care
was a necessary response to the meaning of life
continuity.

Under a new period, the current one, with
the possibility of understanding and resignifying
when looking back, we question what reflection
on care would have been possible then. The elab-
oration of new meanings for the perspective of
care is translated in this essay through the pos-
sible reflection and direction for the experience
of malaise produced throughout the COVID-19
pandemic.

This essay aims to discuss the care process of
health professionals in the context of COVID-19
from the perspectives of psychoanalysis, under
the prism of Donald Winnicott’s transitional
space®, and collective health, under the prisms
of José Ricardo Ayres’ practical wisdom®’, Em-
merson Merhy’s micropolitics of live work in
action®’, and Ruben Mattos” prudent care'’. For
the discussion, we sought, from clinical practice,
as a psychologist in a public health unit, during
the pandemic period (in particular, from 2020
to 2022), to recapture memories of that time and
place them in critical analysis, streamlining the
argument and pointing to theory-practice inte-
gration in the process of redefining care.

From the perspective of a theoretical essay
inspired by Larrosa'!, this reflection on the pan-
demic time is an opportunity to think about and
for the present, bringing the practice that affects
health workers and the authors of this text as
an opportunity to look critically at their expe-
rience. The dialogue with the mobilized authors
will enable a creative reflection on care during
COVID-19.



The pandemic context and pandemic illness

An ‘Epidemiological Transition movement
has been in the making since the mid-twenti-
eth century. It involves a reduction in number of
deaths from infectious and parasitic diseases and
higher deaths from chronic noncommunicable
diseases'>. However, not all countries have had a
linear and complete epidemiological transition®.
Countries with peripheral social formations, such
as Brazil, are characterized by vulnerability and
social inequality, resulting in the coexistence of
mortality from chronic diseases and infectious
and parasitic diseases. This reality reflects im-
mense fragility to subjects, social contact net-
works, consumption capacity, maintenance of
health services, and the production of autonomy*.

With the advent of COVID-19, the problems
faced in extreme social inequality were exacer-
bated, and others were added, such as psycholog-
ical and social symptoms besides viral infection.
The pandemic imposed a break in the subject’s
stability in their daily life routine, with the inci-
dence of a lack of meaning, as there was a break
in the subjects’ continuity of meanings. However,
it is vital always to keep the process of ‘making
sense’ active, enabling the articulation and sym-
bolization of the various expressive forms* — be-
cause, as Figueiredo points out, “when meaning
crystallizes or is received or taken in a crystal-
lized way, the process is interrupted, and creativi-
ty is stifled™ (p.116). This crystallization haunted
many subjects throughout the pandemic through
the fear that the threat of the virus represented a
closure of meaning: fear, dread, flight, avoidance,
and death.

Meaning is always the result of a social con-
struction and depends on availability'. This path
promotes understanding the new context and a
possible dialog for the constitution of possibili-
ties for new meanings. However, how do we con-
struct new meanings?

COVID-19 represented a reality that asserted
itself through an intangible virus, whose power
was previously unknown and immeasurable. In
this circumstance, a new coherent reorganization
of perceptions and affections still needed to be
built, facilitating the action of care and the con-
stitution of meaning.

As Contemporary Society is established by a
rupture of meaning from the imposition for sub-
jects to act on immediacy and a culture of urgen-
cy'®, we can infer that the pandemic was inserted
into a setting already characterized as a crisis. The
pandemic has announced itself by updating this

moment of crisis, and without the possibility of
any recognition and the opportunity to construct
meaning, it has had the effect of consecutive an-
guish of symbolic loss and social disaffiliation'.

Anxiety is understood as a malaise'® that rep-
resents a lack of hope and prospects, which aligns
with what we are currently witnessing, where the
lack of meaning and a coherent chain of signifiers
has caused a deficit in the prospects of when all
the persistent suffering generated by COVID-19
will end. The suffering started and continues
with anguish, unemployment, and the elevated
number of deaths caused, representing symbolic,
material, and affective losses, respectively - still
active mourning processes. The pandemic was a
biographical challenge, affecting the body’s mate-
rial, symbolic, and imaginary aspects'.

Everyone repeated the same chorus: “It will
pass”, perhaps to create an illusion of collective
chorus and temporariness and brevity; however,
the lack of understanding of when this suffering
would pass only seemed to reflect in more an-
guish. Also, the uncertainty about the future only
increased, producing even more hopelessness.

A crisis of values was at work, associated
with the technological and scientific advance
of knowledge. Without a chain of signifiers to
handle the production of knowledge needed to
respond in a meaningful way to everything ex-
perienced, a health catastrophe was established
and was a trauma - an experience that takes us
unexpectedly, invades us, and sends us into psy-
chic helplessness®. The global crisis spread along
with the virus, corresponding to a multidimen-
sional crisis. We understood that this crisis was
- and still is - a crisis of connection between the
dimensions of intrapsychic, interpsychic, and
material realities, as a psychosocial crisis of the
intermediary®. The connection between subjects
was shaken through physical distancing or veiled
emotions with the use of masks. The community,
the social, intersubjective exchanges, and the pos-
sibilities of contact became subject to the need for
protection and physical distancing. Suffering was
trivialized in a context of low governance and in-
vestment by hospitals in public health services®,
favoring experiences of helplessness and distrust
in the future’. As much as the possibility of so-
cial contact was maintained virtually, the absence
of permanent face-to-face links, with the lack of
representation of the subject’s availability to the
other, harmed the construction of incentives for
possible solidary and affectionate encounters,
which affected intersubjective, compassionate
exchanges and care practice.
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With the new variations of the virus and the
displays of its dizzying capacity for contagion,
suffering escalated with the outbreak of symp-
toms, illnesses, absences, losses, and (even)
deaths. Chronic illness shapes the subject’s iden-
tity by their illness'®. However, in the case of pan-
demic illness, the question is how the subjects
were shaped if they lacked a sense of their illness.
With the accelerated unfolding of the disease in
the pandemic, we could ask ourselves how suffer-
ers preserved their identity beyond the physical
symptoms.

The reflective path to a creative care

The proposal to reflect on the perspective of
the subject’s clinic and expanded care makes it
possible to consider the subjectively construct-
ed context, including a willingness to look and
listen, beyond the objective construction of the
patient with their illness®®. Extended care al-
lows the subject to unfold their potential beyond
recognizing their limitations and identifying the
possibility of new encounters of meaning. It thus
favors the possibility of making sense. Through
this openness, the opportunity arises for ‘reflec-
tive practice’ and the construction of projects
with other subjects in collaboration to transform
the world®!. Bonds and intersubjectivity could
stimulate the practice of reflexive clinical prac-
tice?, a place from which we could position our-
selves to think about a care perspective for cop-
ing with and sustaining individual and collective
illness during the pandemic.

Support, named by Winnicott as the ‘holding
function”, stands out during care as a function
that enables the subject to support themselves,
find stability, and establish themselves subjec-
tively, which implies a guarantee of the continui-
ty of life and favors the strengthening of identity,
hope, and the production of meaning.

We are clearly moving towards a time when
we focus on more than just objective biomedical
issues. Other types of issues arise, such as fear,
anguish, and anxiety, confirming the relevance of
care. In this context, we realize that the sick sub-
jects are not only those infected by the pandemic
virus but also all those who have been involved in
some way with caring (for others or themselves
in quarantine). What often goes unnoticed by
caregivers is that the need to do everything pos-
sible, save, and face reality with all their might
tends to diminish the defenses of the person they
are trying to care for. Also, the constant failures
in the social receptive devices tend to repro-

duce further the absence of meaning?, which we
constantly witnessed in the clinic, where health
professionals risked getting sick, suffering, and
losing. Without the space and conditions, they
often did not have access to the reflective process
necessary for the care and receptive process.

Working in hospital care for people being
treated for acute and chronic illnesses during the
pandemic drew us closer to the intense anguish of
health professionals, invaded by pandemic-relat-
ed issues (such as pressure for presence, courage,
and efficiency), which affected their bodies and
subjectivities. This anguish caused them intense
bouts of anxiety, which manifested daily in the
interactive dynamics they established. These pro-
fessionals had to escalate their care time due to
the increased demand and working hours, which
meant they had to deal directly with the anguish
of patients and their families and withstand all
the pressure of external productivity and internal
support. In our meetings with health profession-
als at the hospital during the pandemic, we con-
stantly observed some recurring situations:

- Some of them went directly to the psychol-
ogist at the health unit or informed her that they
had signed up for one of the many virtual psy-
chological listening services on offer. In these
cases, we could witness an active search for a
mental health worker and the health profession-
al’s recognition of their limitations and need for
support and elaboration;

- It was common to meet agitated profession-
als in their work, seeking to fit into a constant
logic of productivity, which seemed to express a
probable escape route from the possibility of re-
flection and coping with reality;

- We could also meet health professionals
in secluded places, in isolation, attempting to
hide their feelings of sadness and frustration, as
if they were trying, through tears, to release all
their pent-up affection. Tears were most often de-
scribed as suffocating;

- Some of them still denied reality, trying to
claim that everything was fine, that nothing had
changed, repeating the mantra that life went on
as usual.

Some of the subjects who participated in
these experiences fit into more than one of these
stages, configuring the anguish and imprecision
brought by the pandemic context and the limita-
tion of meaning available from a care protocol
perspective.

The discourses of health professionals gener-
ally questioned personal strength in intensity and
durability. They expressed the fear of becoming



ill, insecurity about the future, and the need also
to be cared for.

It became clear that these health professionals
never considered the possibility of quitting their
jobs. They often identified their limitations, re-
vealing fear and insecurity, but did not give up.
They constantly stressed the need to cope and
maintain superhuman strength, as if they could
take on the role of superheroes in such a frus-
trating setting (with the breakdown of meaning)
defined by the COVID-19 pandemic.

Superpowers were multiplied by increasing
working hours (with disrupted sleep and rest),
negotiating for personal protective equipment
through informal ties, and attempting to allevi-
ate pain through intermediary strategies between
doctors and patients.

Regarding the willingness of health profes-
sionals to cope during COVID-19, we find in
Dejours et al.? the strategy of collective defense,
which is defined as being a device built collec-
tively, based on a consensus, producing cohesion
and through which the subjects/workers support
themselves, seeking to transform their percep-
tion of the reality that makes them suffer®. Act-
ing as a resistance to Reality, the collective de-
fensive strategy protects the subject against the
suffering from working conditions. On the other
hand, it can also be a trap, represented by aggres-
siveness, passivity, and even alienation, a failure
to recognize one€’s suffering and the suffering of
others, which can end up generating even more
suffering.

Also, some individual defense strategies can
lead to cynicism, dissimulation, rationalization,
passivity, and even individualism®. One of these
defense strategies is the emergence of ‘superher-
oism’ as a reflection of a narcissistic trap. In this
way, the health professional defended himself
against the lack of meaning that emerged in his
practice through his function’s precarious effec-
tiveness during the pandemic, alienating himself
from the others whom he cared for and assum-
ing the solitary experience of the exaltation of his
function’s potential (illusion). A strong narcis-
sism surfaced® as a defense against becoming ill.
Under the creativity of another perspective and
represented through care, love became a poten-
tial creative resource against any form of illness.

Although the suffering produced in the pan-
demic may characterize a suffering unique to the
subject — health professional - care agent, when
entering a neoliberal productivist logic (which
implies the demand for productivity and alien-
ating consumption), the subject tends to appro-

priate a defense, which can be collective, under
the imagination of superhero to placate precari-
ousness and inefliciency, generally supplanted by
the SUS reality. By trying to avoid possible frus-
tration at the experience of heroism, the subject
can also generate new frustration because the
superhero imagination does not represent reali-
ty. However, imagination can fertilize reality by
following the path of hope, bringing a new pos-
sibility besides frustration, that of creative pro-
duction?®. There are no possible projects or hopes
without imagination.

Imagination enables us to know, learn, be af-
fected, and be enchanted”. Imagination fosters
sensitivity and promotes care. We should trans-
form anguish positively into an affirmation of
living, creating new social and political symbols
of possible mediations', which is how we under-
stand imagination and the creative possibilities
for strengthening it.

Following this understanding and associating
it with the notion of transitional space’® - an area
of commitment and cultural experience, a poten-
tial space between internal reality and external
life — we reflect on the viability of a link between
the imagination of heroism and reality, promot-
ing the possibility of producing creative meaning
for the care perspective, where understanding the
imagination of heroism would favor the produc-
tion of meaning about the care perspective in re-
ality. We believe that this production of meaning
also involves the possibility of health profession-
als finding sources of pleasure. Dejours et al.?
affirm that organizational and work demands are
sources of suffering for subjects but also of plea-
sure. Pleasure emerges through appreciation and
recognition at work®, which is related to the issue
of heroism. Thus, by living and integrating work
and pleasure, health professionals can (re-)create
and (re-)imagine themselves, making sense of
and resignifying their care experiences.

Work, Care, and Creativity

Regarding the relationship between work and
care, we draw attention to the need to develop
work committed to life'. Through clinical prac-
tice, we saw daily that health professionals were
committed to their care activities. Care provides
work with a perspective of technical flexibility
and comprehensiveness”. These professionals
made their techniques more flexible to position
themselves comprehensively and with the apti-
tude to meet the needs and demands imposed by
the new context.
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Reflecting on care, we come to the impor-
tance of exercising prudent care, as proposed by
Mattos', which values the consequences/effects
of the care action, contributing to a decent life for
the professionals', based on conscious, responsi-
ble, and sensible care action. Care thus emerges
as favoring professional commitment to a digni-
fied life'®". The care implied and committed to
the other during the pandemic reflected on the
caregiver as possibly providing him with a com-
promised life of meaning, decency, and dignity.
The recognition, thus translated, of this potential
gives care a creative meaning.

Health work is dependent on live work in ac-
tion®, which, as expressed by Mehry?, indicates
work realized while performed, producing care
- which contributes to the configuration of its
existence through relational dynamics presence,
constituting the cartography of the micropolitics
of live work in action - a productive walk that
builds bonds in health action. Most of the time,
health professionals perform their care function
in their presence, hindering their physical dis-
tance from their work, as was required of many
other functions during the pandemic. Their role
in presence has gained notoriety and escalated
during this time because, besides physical care,
it represented the possibility, for the other sub-
ject, of proximity with emotional, affective, and
social care — which tended to reinforce the per-
sonal pressure of health professionals to hold the
position of a savior.

From the perspective of micropolitics, live
work in action considers the bonding process as
a creative work promoter, where creativity and
autonomy enable the emergence of technical
and social practice, facilitating the production
of a new care product - a technical, social, and
affective practice’. Bonds, creativity, and affec-
tion paved the way for another meaning for care
during the pandemic. Regarding the meaning of
affectivity, we identified its notoriety through the
symbolic dimension in health practices™.

Thus, dimensioned care is established be-
yond the biomedical paradigm (which reduces
the patient subject to their sick body), repre-
senting expanded care focused on the subject’s
clinic. Canguilhem? (p.79) affirms, “Even from
a physical viewpoint, man is not limited to his
body. [...] Thus, we must seek beyond the body
to judge what is normal or pathological for that
same body”. Moreover, with contemporaneity, a
rupture has occurred in our understanding of
historical continuity, and subjectivity could not
anticipate what emerges as danger' — and this is

what we have seen actualized with COVID-19,
by emptying the body’s psychic security vis-a-vis
to the world/nature.

Creativity at work has become necessary. It
is integrated into the continuity of being and is
considered necessary for the subject to feel alive,
expressing their true self’. The capacity for cre-
ativity would allow the subject to adapt to reality,
with its demands, challenges, and experiences of
suffering, thus promoting the continuity of being.
This possibility of continuity is a possible mean-
ing for care, enabling the flow of life — stimulating
hope for what appears as catastrophe.

Health workers should be able to add some-
thing of themselves to their work®*, showing
their ability to interpret reality and use their cre-
ativity to overcome the barriers of the challenge
set by reality. From this perspective, practical
wisdom emerges as a learning capacity that val-
ues speaking and listening. This capacity enables
creative intelligence’ — a cunning, creative, and
effective know-how with a corporeal dimension
acquired through experience. This intelligence
emerged as the inventive tool of the hero work-
ers practice during COVID-19. A tool invested
with human emancipation powers, where each
worker could somewhat manage their subjec-
tivity in becoming aware of how to act in each
situation, became an instrument of narrative and
creative action.

Practical wisdom has an intangible dimen-
sion that is essential for the production of care®.
This wisdom enables workers to construct and
mobilize about their suffering and that of others
from a symbolic exchange with the social field,
where the meaning of personal identity can then
be elaborated. In this symbolic exchange, work-
ers recognize and strengthen themselves as pro-
fessional and subjectivity and agent and patient
of yet another creative possibility of the action of
care.

The potential of motor imaginary

From the perspective of the study developed
in this essay, we perceive the coexistence of two
poles of possibilities: deceptive imaginary (which
we interpret as the defense strategies developed
during the pandemic, primarily through hero-
ism) and motor imaginary (which we understand
from the care strategy)®. Understanding that the
pandemic context was established like deceptive
imaginary, its possibilities for creativity and prac-
tical wisdom could be strengthened by recogniz-
ing and valuing motor imaginary, operating as a



transitional space®. The transitional space acts as
an intermediary space between the internal and
external worlds, a potential space where creativ-
ity develops, and reflective activity becomes pos-
sible?. This flow favors the construction of mean-
ing from a care perspective, guiding life, which
is destined beyond the pandemic time, where
embracing the pain of others creates new pulse
circuits”. Regarding caring, we understand with
Sa' (p.202) that this “is the only way to give the
life we lead and the world in which we live mean-
ing and value”. Care, thus, includes a meaning
of itself to resignify the pandemic, subjectivity,
work, and life continuity.

Conclusion

Elaborating a possible care perspective in the face
of a psychosocial crisis brought on by COVID-19
makes it easier for the subject to find continence
and meaning in their experiences, thus resigni-
fying their entire care and life experience during
this time. Love, creativity, imagination, creative
intelligence, practical wisdom, prudent care, live
work in action, and motor imaginary represent,
in this setting, possible meanings for understand-
ing the care perspective, favoring change within
COVID-19 - from a symbolic code that can be
made sense of. Thus, creativity, the positive use of
anguish, and the possibility of doing something
different in the name of life will enable the sub-
ject (health professional) to overcome the suffer-
ing - which paralyzes them - and find meaning
in their existence — which permeates the practice
of care and its very meaning. As Fonseca and
S&' (p.299) emphasize, “[...] health work has an
intangible dimension that is much greater and
much more definitive for the quality of the care
produced than what can be measured or appre-
hended by formal indicators”

Strengthening processes that value the sub-
ject’s access to their subjectivities, such as recog-
nizing what makes them suffer and what pleases
them, works as an antidote to suffering®. There-
fore, studies on the variables that underpin suf-
fering in the pandemic setting are vital to help-
ing health professionals, at first, identify these
variables, favoring reflection on possible care
practices. In this movement, health professionals
can find autonomy in their practice and be guid-
ed along the path of unveiling their meaning of
work, enriching their language registers' — while
overcoming the imaginary of conformism that
characterizes public health organizations".

Through a creative perspective of care, it
becomes possible to revive language’s symbolic
function, emptied by fear, anguish, and anxiety
- pandemic symptoms - thus setting the possi-
bility of a reflective place for the subject. Studying
care resignifications during the pandemic is cru-
cial since the context facilitates the reproduction
of malaise.

The unconscious alliances between subjects
can generate care, enabling the constitution
of subjectivity based on collective processes’.
Therefore, we can collaborate in reframing the
care perspective based on practices that focus on
attention, listening, dialogue, mediation, bonds,
and support in the face of suffering, allowing
us to reflect on paradigms, address losses and
changes, and, thus, produce new meanings.

In this configuration, care can find new
meaning possibilities and be resignified, as has
happened at other times, with biomedical care
(centered on the body of the sick subject) and ex-
panded care (valuing other dimensions, such as
affection, speech, and desire) perspectives.

A possible resignification took shape at the
onset of the COVID-19 situation, with the figure
of the superhero appearing (still) to placate the
void of absence, loss, and overload. Understand-
ing how the COVID-19 setting was revealed,
through how care was shown in clinical practice
from the onset of the pandemic context facili-
tates work on understanding a care perspective
that can promote more significant support and
understanding of the circumstances of illness
experienced during COVID-19. This perspective
points to the realization of reflexive care practices
with creative, dialogical, and meaning-producing
actions. We, therefore, envision the possibility of
building more collective spaces to support suf-
fering, such as reflection groups - with invest-
ments in the production of care, research, and
disciplinary exchanges. The SUS building project
based on discussions that consider the relation-
ship between theory and practice inseparable®
promotes a dialogue that facilitates the reflection
underscored by Cecilio* (p.281) on “how not to
do more of the same thing”. Doing things differ-
ently to find new meaning possibilities or at least
redefining meanings opens up new possibilities
for resignification and public health actions to
provide care to cope with illness and, thus, sup-
port for the suffering subject. We are encour-
aged and strengthened by moving away from the
perspective of health and illness to look for new
life-meaning possibilities®, even if the context is
one of catastrophe and chaos.
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Collaborations

DTD Gouget prepared the study’s initial argu-
ment, discussion, and drafting. TWF Baptista
contributed to the analysis and discussion of the
argument. Both worked together on the critical
review of the manuscript.
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