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ABSTRACT

Objectives Compassionate community models,
successfully applied in several Western countries,

have not been extensively promoted in Asian countries.
This study explored primary care staff’s willingness to
participate and factors associated with their participations
in compassionate community education and network,
palliative care education, providing palliative care and the
barriers they faced.

Methods Adopting a mixed quantitative—qualitative
design, primary care staffs in Beitou and Shilin districts
in Taiwan, including physicians, nurses, pharmacists and
administrative staff aged >20 years who had worked

in a clinic for more than 2 months, were recruited. A
questionnaire survey was conducted to explore their
willingness to participate in compassionate community
education and networks and palliative care education and
care provision. Logistic regression was used to evaluate
factors associated with their willingness, and qualitative
perceptions were evaluated by open questions.

Results About half of the respondents were willing to
participate in compassionate community education and
network and palliative care education, but only 19.5%
were willing to provide palliative care. Compared with
other staff, primary care nurses showed significantly more
willingness to participate in compassionate community
education and network and palliative care education

and to provide palliative care. However, physicians

were significantly not willing to participate in any of

the three services apart from providing care. Capability,
administrative and manpower concerns, time, age and
motivation were the main barriers.

Conclusions To encourage primary care staff to
participate more in compassionate community education
and network and palliative care education and to provide
palliative care, policymakers should pay more attention
towards removing the barriers to their engagement.

INTRODUCTION

The compassionate community model was
proposed by Kellehear in 1998." It empha-
sised that communities could support those
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Strengths and limitations of this study

» This is the first study in Asia to explore primary care
staffs’ willingness to participate in compassionate
community education and network and palliative
care education and provide palliative care, using
both collected quantitative and qualitative data to
improve validity of results.

» The respondents included the main staff in prima-
ry care settings in Taiwan, including physicians and
nurses; given the acceptable response rate, the re-
sults could have acceptable representativeness for
the staffs’ willingness.

» Because of the cross-sectional study design, we
were unable to show the causal relationship be-
tween the factors associated with the respondents’
willingness to participate in these programmes.

» The study questionnaire used four open questions
for respondents to express their reasons for partici-
pation (or the lack of it), but in-depth interviews are
necessary, in further research, for a more detailed
interpretation of these answers.

living with life-threatening or life-limiting
illnesses, ageing, long-term caregiving, grief
and bereavement.” Through a public health
approach, education and information are
provided to facilitate policymaking and
further empowerment of the community,
including developing volunteers in support
networks and social spaces and providing
professional education and services to assist
those in need."™

Since the compassionate community
model was introduced, many Western
countries have successfully applied this
model. For example, in Scotland, Chil-
dren’s Hospice Association Scotland, Strath-
carron Hospice and St Andrew’s Hospice
have set up health-promoting palliative care
(HPPC) programmes to promote community
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engagement since 2007.* Meanwhile, Abel et af’ estab-
lished compassionate community network (CCN) at
Weston-super-Mare in the UK to support those wanting
to die at home. Greene and colleagues found that active
engagement of community network facilitators could
relieve caregivers’ fatigue, provide support and decrease
their resentment.’ In Barcelona, the ‘Vic, caring city’
Project was established successfully’ and the ‘All with You’
model in Spain and Latin America.® Pallium Canada is
another successful compassionate community model.” In
Asia, Taiwan has been working to prevent suffering'’ by
integrating palliative care (PC) services'' '* to encourage
community engagement that improves the overall quality
of life of people and to support terminal patients at home.
However, PC and support are mainly provided by profes-
sional teams in hospitals, and there is a lack of volunteers
for this in the community.

To encourage community engagement, it is important
to disseminate knowledge about a compassionate
community, specifically what kind of supports could be
provided by such a network, as well as some basic PC
education (PCE) and skills for caregivers to support those
in need. To the best of our knowledge, no previous study
has focused on factors associated with primary care staff
members’ willingness to participate in a CCN or compas-
sionate community education (CCE), although some
have considered professionals’ willingness to provide
PC. A previous study showed that PCE is independently
associated with the agreement on general practitioners’
(GPs) roles in PC."? Another study found that community
physicians’ PC experience and beliefs, rather than their
knowledge, were related to their willingness to provide PC
for patients with terminal cancer.'* Further, another study
found that PC knowledge was associated with community
nurses’ willingness to provide PC in rural communities."
Additionally, community pharmacists could play roles in
community PC through medication reviews to improve
patients’ medication management and decrease errors,
and their involvement could also improve medication-
related knowledge and skills of care team members.'® '’
Due to the primary care staff being close to the commu-
nity members, this study aimed to explore, through a
questionnaire survey, their willingness, along with the
barriers, to their participation in CCE, PCE and CCN as
volunteers and to provide PC and the associated factors.
Furthermore, learning about the barriers to these issues,
it was assumed, would help create and implement preven-
tive or ameliorative measures to facilitate the staff’s
engagement in these programmes.

METHODS

Study design, setting and participants

This study was a cross-sectional survey, conducted in the
Beitou and Shilin districts (Taipei City, Taiwan) by tele-
phone survey, from January to June 2020, by a research
assistant trained to conduct this survey and answer inter-
viewees’ questions by standard procedure. The inclusion

criteria were that the staff in primary care clinics in the
aforementioned districts had to be 20 years or older and
working in the clinics for more than 2 months. At the end
of August 2018, there were 217 primary care clinics in
these districts; one key staff in each clinic was recruited.

Measurements

A semistructured questionnaire was developed to eval-
uate the staff’s willingness to participate in CCE, CCN
and PCE and provide PC. Validity of the questionnaire
was assessed by an expert panel of two medical doctors
and two nurses who had at least 10 years of experience
in clinical care and PC. The questionnaire was then pilot-
tested by 20 primary care clinic staff members, and test—
retest reliability was checked after a week and found to be
ranging from 0.70 to 1.0. The questionnaire contained
the characteristics of the primary clinics (number of staff
and services provided), personal demographical charac-
teristics of participants (age, sex, marital status, education
level, religious belief, type of profession, position in the
primary care clinic, monthly income and CCE and PCE
in the last 3 years), questions regarding the willingness to
participate in CCE, CCN and PCE and to provide PC with
yes/no answers and an open question to answer as the
third component. We explained CCE, CCN, PCE and PC
to participants: we will provide a 30-minute class to talk
about what is compassionate community, how to estab-
lish CCN in Beitou and Shilin districts and supports and
services that could be provided to people in the commu-
nity. For CCN, we set up a coordination office in the
department of family medicine, Taipei Veterans General
Hospital, and told participants that they could join the
network as volunteers. For PCE, we will provide classes
that explained PC, the Hospice Palliative Care Act 2000,
common symptoms of terminally ill patients and manage-
ments, how to support the people and their families, end-
of-life care and bereavement care. The participants were
told they could provide support or professional care to
those in need.

Quantitative data analysis

Quantitative data were analysed using IBM SPSS V.20.0.
Descriptive statistics (number (n) and percentage (%))
were used to analyse the categorical variables of partic-
ipants’ demographic and primary care clinics’ charac-
teristics. The age of participants was presented as mean
and SD and categorised as 20-39, 40-59 and =60 years.
Logistic regression analyses adjusted for covariates,
including participants’ demographical characteristics,
and experiences of receiving CCE and PCE in the past
3 years were used to analyse factors related to partici-
pants’ willingness to participate in CCN and provide
PC. A two-tailed p value <0.05 was considered statistically
significant. For questions on participants’ willingness to
participate in CCE, CCN and PCE and to provide PC, we
presented the results by answers, number of participants
and percentages.
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approach. Therefore, categorical codes were developed

Table 1 Demographical characteristics of respondents
(total n=159) 9rep P for their willingness to attend CCE and PCE activities and
Demn hical characteristi N o to participate in CCN and provide PC services and the
emographical characleristics > reasons for their concerns. H-TC established the prelim-
Age in years, (mean, SD) 51.4 14.1 inary codes, which were reviewed by W-HK and M-HL;
20-39 33 20.8 post discussions on the rationale of coding, the coding
40-59 75 47.2 lists were established and the adopted codes classified
~60 51 32 into categories. Disparities in coding were discussed and
Sex negotiated with C-KC, T-JC and S-JH to ensure analytical
rigour.
Male 67 421
Female 92 57.9 Ethics
Marital status This s.tud.y was approved by the inst%tutional review board
Married 138 86.8 of Taipei Veterans General Hospital (2019-01-024AC).
Singl o1 130 Verbal agreement to take the telephone survey was
inge : considered as consent to participate.
Education level
Below university 19 6.3 Patient and public involvement
University and above 149 93.7 'Patients or members of the general public were not
o i involved in the design or execution of this study.
Religious belief
No 11 6.9
Yes 148 93.1 QUANTITATIVE RESULTS
B - Respoqsg rate and characteristics of respondents and primary
Physician 79 49.7 care clinics , . .
v e P The staff of 159 primary care clinics participated, and
urs.e. : : the response rate was 73.4%. Tables 1 and 2 present the
Administrative staff 32 20.1 characteristics of the participants and the primary care
Pharmacist 2 1.3 clinics. The mean age of respondents was 51.4 (SD=14.1
Position in the clinic years). The majority were women (57.9%) and in the
Head 81 50.9 40-59age group (47.2%); 86.8% were married; 93.7%
Supervisor 15 94 had an educational level of university or above; 93.1%
: : had a religious belief; 79 (49.7%) were physicians and
b LD S b3 S0 46 (28.9%) nurses; 96 (60.3%) were head or supervisor
Current working years 14.7 12.1 in the primary care clinics; 96 (60.4%) had heard about
Total working years 24.4 11.9 compassionate community, and of them, 52 (54.2%) were
Monthly income (NTD) physicians, and 31 (32.3%) were nurses; 21 (13.2%) had
<59999 79 49.7 ever received CCE in the past 3 years; and 40 (25.2%)
60000 79 49.7 had never received PCE in the past 3 years (table 1). The
- . . median number of staff in the primary care clinics was six,
S:;ﬁ:g?m ColleeSlont e 5 s with an IQR of 5.0. The services provided by these clinics
i were primary care (95.6%), adults’ preventive health
Ever received compassionate 21 13.2
community education in the past 3
years
Ever received palliative care education 40 252 Table 2 Characteristics of primary care clinics (total n=159)
in the past 3 years Characteristics N %
NTD, New Taiwan Dollar. Number of staff (median, IQR) 6 5.0
Services provided
o . Primary care 152 95.6
Qualitative data analysis _ :
. R Adults’ preventive health services 72 45.3
Answers to the open questions about the willingness and —
barriers to participate in the aforementioned educa- L L il eselligil 0 il
tion and networks and provide PC were analysed using Older adults’ preventive health services 41 25.8
conventional content analysis."**’ Participants were Children’s preventive health services 25 11557
invited to respond to these questions, and their answers Compassionate community services 20 13.8
were transcripted. Due to their busy practice schedule and Palliative care 9 5.7
limited time granted for our interview, many of the inter- Home healthcare 4 2' 5

viewees’ answers were too brief for a conventional coding
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Table 3 Respondents’ willingness to participate in
compassionate community education (CCE), compassionate
community network (CCN) and palliative care education
(PCE) and to provide palliative care (PC) (n=159)

Willingness to participate in or to provide N %

CCE 80 50.3
CCN 78 491
PCE 81 50.9
PC services 31 19.5

services (45.3%) and influenza vaccination (42.1%); only
5.7% provided PC.

Respondents’ willingness to participate in CCE, CCN and PCE
and to provide PC

Exactly half of the respondents were willing to partici-
pate in CCE, 49.1% in CCN and 50.9% in PCE. However,
only 19.5% were willing to provide PC (table 3).

Factors related to the willingness to participate in GGE, CCN
and PGE and provide PC

After adjusting for covariates, the following had signifi-
cantly positive willingness to participate in CCE: respon-
dents who were 40-59 years old (adjusted OR (aOR):
5.972, 95% CI: 1.659 to 21.499), compared with the
20-39year olds; men as compared with women (aOR:
9.071, 95% CI: 1.634 to 50.352); married respondents
as compared with those who were single (aOR: 0.143,
95% CI: 0.031 to 0.648); nurses versus non-nurses (aOR:
3.244, 95% CI: 1.027 to 10.253); those with a monthly
income =260 000 New Taiwan Dollar (NTD) as compared
with those with a monthly income <59999 (aOR: 9.320,
95% CI: 1.393 to 62.367); and those who had received
PCE in the past 3 years as compared with those who did
not (aOR: 5.291, 95% CI: 1.718 to 16.299). Regarding
the willingness to participate in CCN, the following had
significantly positive willingness: respondents who were
40-59 years old (aOR: 4.951, 95% CI: 1.423 to 17.230)
as compared with those who were 20-39 years old, men
as compared with women (aOR: 9.853, 95% CI: 1.739
to b55.835), nurses versus non-nurses (aOR: 3.159,
95% CI: 1.003 to 9.951), those who had a monthly
income =260 000 NTD as compared with those who had a
monthly income <59999 (aOR: 8.817, 95% CI: 1.365 to
56.962) and those who had received PCE in the past 3
years as compared with those who did not (aOR: 6.325,
95% CI: 1.945 to 20.596). Regarding the willingness to
participate in PCE, the following had significantly posi-
tive willingness: respondents who were 40-59 years old
(aOR: 6.374, 95% CI: 1.727 to 23.526) as compared with
20-39 years old, men as compared with women (aOR:
5.948, 95% CI: 1.181 to 29.963), married respondents
as compared with those who were single (aOR: 0.144,
95% CI: 0.032 to 0.661), nurses as compared with other
primary care clinic staff (aOR: 3.29, 95% CI: 1.030 to
10.513), those who had a monthly income =60 000 NTD

3

as compared with those who had an monthly
income <59999 (aOR: 11.603, 95% CI: 1.659 to 81.172)
and those who had received PCE in the past 3 years as
compared with those who did not (aOR: 7.183, 95% CI:
2.173 to 23.743). The factors significant with the willing-
ness to provide PC were nursing staff and those who had
received PCE in the past 3 years (aOR: 6.047, 95% CI:
1.125 to 32.809; aOR: 3.936, 95% CI: 1.275 to 12.148).
From the results of logistic regression models, we found
that physicians were significantly less willing than other
staff to participate in CCE, CCN and PCE (table 4).

QUALITATIVE RESULTS

In total, 158 participants responded to the open ques-
tions. Using qualitative content analysis, four main cate-
gories were classified for participating in CCE and CCN
under each of the four heads.

Professionalism, continuing medical education and providing

services

This category contained the major descriptions of
respondents’ willingness to participate in CCE, with
35 (43.8%) responses. Some responses were: ‘I want
to get the certificate after receiving these education
programs’ (two physicians and five nurses), and ‘I can
provide professional services to people who need it’ (10
physicians, five nurses, three administrative staff and
two directors). They deemed this education capable
of improving their professionalism, helping them to
gain continuing medical education credits and provide
services to those in need.

Interests

Some respondents said, ‘I would like to join these
education programs because I am interested in these
classes’ (nine physicians, eight nurses, one pharmacist
and two administrative staff), but some others said, ‘I
am not interested in these classes’ (13 physicians, two
nurses, one pharmacist, nine administrative staff and
two directors) and ‘I am interested in join the CCN,
because people in our society is getting older and they
need support’ (19 physicians).

Administrative, manpower concerns and time

Some responses were as follows: ‘I would like to join
CCE and CCN, if I have time’ (16 physicians, five nurses
and three administrative staff), and ‘My work is busy
and I do not have time to participate the CCE’ (eight
physicians, seven nurses and seven administrative staff).
One physician said, ‘Due to lack of manpower, I can’t
join CCE or CCN’. One nurse and one administrative
staff said, ‘It depends on the director’s decision to join
the CCN’.

Age and motivation
Seventeen respondents (21.5%) stated that ‘I am
prepared to retire and lacked the motivation to
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Table 4 Continued

Compassionate community

networks

P value aOR

Compassionate community

education
aOR

Provide palliative care

aOR

Palliative care education

aOR

P value

95%ClI

P value

95% ClI

P value

95%ClI

95%ClI

Variable

Palliative care education in the past 3 years

Reference
3.936

Reference
7.183
0.280

Reference
6.325

Reference
5.291

No

0.017

1.275t0 12.148

0.001

2.173 to0 23.743

0.002

1.945 to 20.596

0.004

1.718 to 16.299

Yes
Cox & Snell R?

0.161

0.268

0.271

aOR, adjusted OR; NTD, New Taiwan Dollar.

participate in CCE and CCN’ (15 physicians, one nurse
and one administrative staff).

Four main categories were classified for respondents’
willingness to participate in PCE.

Professionalism, continuing medical education, capability and
providing services

Thirtyfour (42.0%) respondents wanted to participate
in PCE to improve their professionalism and capabilities,
receive continuing education credits and provide services
to those in need. Respondents expressed, ‘I am a medical
professional and it is my responsibility to provide health-
care to those who in need of it’ (14 physicians, 16 nurses,
three pharmacists and one physiotherapist) and ‘I need
to receive continual medical education to update my
medical knowledge and to improve my capability to care
patients and provide healthcare services to patients in the
community’ (two physicians and five nurses).

Interests

While 20 respondents (24.7%) were interested in partic-
ipating in PCE, 34 (44.2%) were uninterested. Some
participants expressed, ‘There are more and more people
will need palliative care and I am interested in this educa-
tion’ (nine physicians, eight nurses, one pharmacist and
two administrative staff), but some others said, ‘I think
the medical professionals in the tertiary hospitals are
more capable of providing palliative care and I am not
interested in this education’ (17 physicians, five nurses,
one pharmacist and nine administrative staff).

Administrative, manpower concerns and time

Similarly, 25 (30.9%) respondents wanted to participate
in PCE if they had time, while 48 (37.8%) were unwilling
because of administrative issues and lack of manpower.
‘Due to administrative limitations and there is a lack of
manpower in my clinic, so I do not have time to join these
education programs’, said nine physicians, nine nurses
and four administrative staff.

Age and motivation
Sixteen (20.8%) respondents were unwilling to partici-
pate in PCE because of age: ‘I am old and prepared to
retire and do not have the motivation to join these educa-
tion programs’ (14 physicians, one nurse and one admin-
istrative staff).

Four main categories were classified for respondents’
willingness to provide palliative care.

Professionalism and capability

Among those willing to provide PC, 11 (35.5%) wanted
to because of professionalism and responsibility, while
14 (11.0%) were unwilling because they were incapable
or their profession did not allow it. Some participants
expressed the following: ‘I am a medical professional and
it is my responsibility to provide healthcare to those who
in need of it” (nine physicians and two nurses), and others
said, ‘I think the medical professionals in the tertiary
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hospitals are more capable of providing palliative care’
(six physicians, two nurses and seven administrative staff).

Interests

Fifty respondents (39.4%) were uninterested in proving
PC (21 physicians, 15 nurses, 2 pharmacists and 12 admin-
istrative staff).

Administrative, manpower concerns and time

Twenty-seven (21.3%) respondents expressed inability
to provide PC due to administrative concerns; 10 (7.9%)
blamed a lack of manpower, while 11 (8.7%) cited time
constraints: ‘Due to administrative limitations and lack of
manpower in my clinic, I do not have time to provide PC
to patients in their home’, said 25 physicians, 17 nurses
and 6 administrative staff.

Age and motivation
Fourteen (11.0%) were prepared to retire and unwilling
to provide this care; five of them blamed a lack of moti-

vation. These were 13 physicians and one administrative
staff.

DISCUSSION

There were several important findings from this study.
First, about half of the respondents were willing to partic-
ipate in CCE, CCN and PCE but only 19.5% to provide
PC. Second, factors significantly associated with partici-
pation in CCE and PCE were similar, which included
being 40-59 years old, male, married and nurses; a rela-
tively high monthly income; and received PCE in the past
3years. Third, factors significantly associated with the
willingness to participate in CCN included being 40-59
years old, male and nurses; a relatively high monthly
income; and received PCE in the past 3years. Fourth,
factors significantly related to the willingness to provide
PC included being nurses and having received PCE in the
past 3years. Fifth, physicians were significantly less willing
to participate in CCE, CCN and PCE.

Moreover, having received PCE in the past 3years was
significantly associated with respondents’ willingness to
participate in CCN and provide PC. To the best of our
knowledge, no previous studies have focused on factors
associated with primary care staff members’ willingness
to participate in CCN, but some have considered profes-
sionals’” willingness to provide PC. Willingness to partici-
pate in PCE might represent a need or interest and allow
professionals to increase their knowledge or skills within
the CCN and then provide PC. After this upgrade, profes-
sionals may become more confident in these activities. In
this context, a previous study showed that PCE is inde-
pendently associated with the agreement on GPs’ roles
in PC.'3 Meanwhile, another study found that commu-
nity physicians’ beliefs and experiences in PC, rather
than their knowledge, were related to their willingness
to provide PC for patients terminal cancer.'* Further,
another study found that PC knowledge was associated

with community nurses’ willingness to provide PC in rural
communities.””  Additionally, community pharmacists
could play roles in community PC through medication
reviews to improve patients’ medication management
and decrease errors, and their involvement could also
improve the medication-related knowledge and skills
of care team members.'® '’ However, continuing profes-
sional development in PC, particularly in communication
skills and managing emotions with patients, is important
to facilitate their willingness to participate in the care.'®*'
Thus, education has been noted to be an important factor
related to reducing barriers to providing PC.** Further
study should be conducted to explore the mechanisms of
these associations.

Compared with other staff, nurses in primary care
clinics had a significantly higher willingness to participate
in CCE, CCN and PCE and provide PC. A previous study
showed that a caring nature is a key factor for nurses,
and this profession also allows them to help people.”
The characteristic traits of persistence, self-directedness,
cooperativeness and self-transcendence are the possible
reasons associated with nurses’ willingness to participate
in such education and provide support or PC.** Mean-
while, another study found that PC nurses were extra-
verted, empathic, trusting, open, expressive, insightful
and group-oriented.” Further study could be conducted
to explore the personalities of primary care nurses willing
to participate in CCN.

Physicians were significantly less willing than other
primary care staff to participate in CCE, CCN and PCE,
but there was no significant difference in their willing-
ness to provide PC. The finding is different from that of
a recent qualitative study that evaluated GP’s perceptions
of compassionate communities in the UK; it found GPs
recognised that wider community involvement in caring
for PC patients is important.® However, most of the physi-
cians were unfamiliar with the compassionate community
approach. In our study, 52 (65.8%) primary care physi-
cians had heard about compassionate communities, and
about 70% were willing to participate in CCE and CCN,
yet overall willingness was low. Qualitative results find that
most of them considered receiving continuing education
and participating in compassionate communities inter-
esting and providing support or care to people part of
their professionalism and responsibilities. However, their
general willingness stemmed from the following reasons:
they had prepared for retirement (age), and they lacked
interest and necessary manpower to provide such support.
A previous study had disclosed practise size, years of expe-
rience as a GP and receiving PCE as factors relating to
GPs’ willingness to provide community PC.'"® Another
study found that community physicians’ perceptions of
barriers and threats to providing PC included medical
failure, lacking hope for a cure, inability to control diffi-
cult symptoms and face the dying process and distress."”
To facilitate primary care physicians’ involvement in CCN
and providing PC, policymakers should pay more atten-
tion to removing these barriers and concerns.
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This study has several strengths. First, this is the first
study to explore primary care staffs” willingness to partic-
ipate in CCE, CCN and PCE and to provide PC in Asia.
Second, we collected quantitative and qualitative data
to improve the findings’ validity. Third, the respondents
included physicians, nurses and administrative staff, who
are the main staff in primary care settings in Taiwan,
and given the acceptable response rate, the results of
this study could have acceptable representativeness
for overall primary care staff’s willingness in the study
area. However, several limitations should be considered
when interpreting the results. First, because of the cross-
sectional study design, we were unable to show the causal
relationship between factors associated with respondents’
willingness and study outcomes. Second, although we
adjusted for covariates in the logistic regression models,
some unmeasured confounding factors may not have
been included. Third, the questionnaire contained four
open questions for respondents to freely express their
reasons for participation, and in-depth interviews should
be considered in further research to elaborate on these
answers for better results.

CONCLUSIONS

About 50% of primary care staff are willing to participate
in CCE, CCN and PE, but only 19.5% is willing to provide
PC. Compared with other staff, nurses were significantly
more willing to participate in CCE, CCN and PE and
provide PC, but physicians were significantly not willing
to participate in CCE, CCN and PE. Capability, adminis-
trative and manpower concerns, time, age and motivation
were the main barriers to their engagement. Adequate
PCE is significantly related to their willingness to partic-
ipate. Implementing the compassionate community
model in Taiwan is possible by recruiting primary care
staff for providing CCE and PCE. In this study, adequate
PCE is significantly related to the staff’s engagement;
therefore, topics on PC could be included in continuing
medical education. Policymakers should pay more atten-
tion to barriers, including capability, administrative and
manpower concerns, time, age and motivation, which
prevent participation and care provision.
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