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Abstract
Purpose There is an increasing demand for the use of quality
indicators in palliative care. With previous research about im-
plementation in this field lacking, we aimed to evaluate the
barriers to and facilitators of implementation.
Methods Three focus group interviews were organized with
21 caregivers from 18 different specialized palliative care ser-
vices in Belgium. Four had already worked with the indicators
during a pilot study. The focus group discussions were tran-
scribed verbatim and analyzed using the thematic framework
approach.
Results The caregivers anticipated that a positive attitude by the
team towards quality improvement, the presence of a good lead-
er, and the possible link between quality indicators and reim-
bursement might facilitate the implementation of quality indica-
tors in specialized palliative care services. Other facilitators con-
cerned the presence of a need to demonstrate quality of care, to
perform improvement actions, and to learn fromother caregivers

and services in the field. A negative attitude by caregivers to-
wards quality measurement and a lack of skills, time, and staff
were mentioned as barriers to successful implementation.
Conclusion Palliative caregivers anticipate a number of oppor-
tunities and problems when implementing quality indicators.
These relate to the attitudes of the team regarding quality mea-
surement; the attitudes, knowledge, and skills of the individual
caregivers within the team; and the organizational context and
the economic and political context. Training in the advantages
of quality indicators and how to use them is indispensable, as
are structural changes in the policy concerning palliative care,
in order to progress towards systematic quality monitoring.

Keywords Quality indicators . Palliative care . Quality
assessment . Quality improvement . Incentives .
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Background

Quality indicators are of great importance in the field of pal-
liative care as they can provide information to caregivers on
areas that require improvement and enhance transparency for
patients and their families [1–6]. Administrators and policy
makers can use the information they provide to make quality
improvements within care services (internal aim) and for com-
parisons between various care services (external aim) [7–9].
Quality indicators are defined as measurable aspects of care
addressing a specific quality issue or a related outcome
[10–13]. Hitherto, efforts to develop quality indicators for
palliative care have mainly focused on characteristics of pal-
liative care for cancer patients using administrative data
[14–17] or are focused on outcome measures rather than on
producing well-defined quality indicators [7, 8, 18]. Only a
few quality indicator sets have been developed specifically to
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monitor the quality of overall palliative care and they tend not
to focus on all its various domains [19, 20]. In Belgium, we
have developed a comprehensive quality indicator set which
has been tested and judged as feasible and valid [21, 22]. It
takes into account the perspectives of patients, family carers,
professional caregivers, and policy makers. The quality indi-
cator set is meant for use in specialized palliative care services
ie palliative care units, palliative support teams in hospitals,
and multidisciplinary palliative home care teams.

In order to be used systematically on a wide scale to mon-
itor and subsequently improve the quality of palliative care,
the quality indicators firstly need to be implemented success-
fully within palliative care services. Such implementation pro-
cess requires extra attention and good preparation as it will not
follow automatically from development and dissemination
[23, 24]. Grol et al. have suggested a five-step plan for suc-
cessful implementation of an innovation in health care [25].
After an innovation is developed (step 1), barriers and facili-
tators need to be identified (step 2) in order to develop imple-
mentation strategies (step 3) and an implementation plan (step
4) that can be used and evaluated in practice (step 5).

Insight into barriers to and facilitators of implementation of
QIs—step 2—provides the basis to ensure that implementa-
tion strategies are being adapted to specific situations, inno-
vations, and target groups [26]. Given the increasing demand
for the use of quality indicators in palliative care services
across different countries, the difficulties inherent in the im-
plementation of quality indicators, and the lack of research
about barriers and facilitators of implementation in palliative
care services, a study on how to implement quality indicators
successfully in palliative care services was needed.

Although two previous studies [27, 28], one concerning
dementia care settings and one concerning intensive care units,
have provided useful information about possible barriers and
facilitators for quality indicator implementation [27, 28], they
did not specifically look at the context of specialist palliative
care and it remains unclear whether their findings can be gen-
eralized to this context. Palliative care has its own unique and
peculiar issues and organization [29–32]. Hence, this study
aims to identify possible conditions that facilitate or impede
implementation of quality indicators for specialized palliative
care services, from the professional palliative caregiver’s per-
spective, across the three types of palliative care services, i.e.,
palliative care units, mobile palliative support teams in hospi-
tals, and multidisciplinary palliative home care teams.

Methods

Design

Identification of barriers and facilitators as suggested by
Grol et al. [25] is best addressed through a qualitative

design as this allows for a more in-depth evaluation of
underlying concerns and objections of relevant agents in
the field of interest, i.e., palliative care. Therefore, focus
group interviews were held with professional caregivers
of palliative home and hospital care about the use of the
developed quality indicator set in their service. The fo-
cus group approach allows for more insight into reasons
for considering or not considering the use of the quality
indicators for quality measurement within specialized
palliative care services and even into possible solutions
[33].

The quality indicator set (i.e., innovation aspect)

The quality indicator set was developed as a new innova-
tion for palliative care services in Flanders (the Dutch-
speaking part of Belgium) and consists of a comprehen-
sive minimal set (31 indicators) and three optional themat-
ic modules covering all domains of palliative care: phys-
ical aspects of care, psychosocial and spiritual/existential
aspects of care, communication and care planning, coor-
dination and continuity of care, type of care and circum-
stances surrounding death, and structure of care. To mea-
sure the indicators, questionnaires are sent to patients,
family carers, and professional caregivers using a cross-
sectional inclusion method. This implies that the palliative
care services list two groups of patients on 1 day: (1) all
patients that are being supported (i.e., all those enrolled
and still alive) by the palliative care service on that spe-
cific day and (2) all patients enrolled in the service but
who had died in the previous 4 weeks to 4 months. For
the first group, a questionnaire is provided to the patient
and the most important professional carer at that moment,
as decided by the coordinator of the study. This is the
caregiver of the team that spends the most time at the
bed of the patient. For the second group, a questionnaire
is sent to the most important family carer and professional
carer (or the family physician for patients who died at
home). The combination of both groups allows evaluation
of both processes and outcomes of care and aspects of
care in the days surrounding death (including aftercare
for the family). After receiving all completed question-
naires from the respondents, the anonymized responses
are sent to an independent research team which calculates
the quality indicator scores and feeds them back to the
service in the form of a report. The team members then,
in principal, plan a meeting to interpret the scores, distil
working points for the service, and set up an action plan
to improve quality of care. This procedure needs to be
repeated every 6 months within one service to be able to
measure the effects of improvement actions. Figure 1
present a schematic overview of the procedure; the whole
procedure is described elaborately elsewhere [21, 22].
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Participants in the focus groups

Participants were purposefully recruited to participate in a
focus group interview about the implementation of quality
indicators within their specialized palliative care service.
We wanted physicians and nurses as well as psychologists
to participate as all these types of caregivers might have
different views on quality measurement because of their
background, education, and work experience. We deemed
it important for the dynamics of the discussion that persons
who already had experience with quality indicator mea-
surement within their service (through our previous feasi-
bility study, [22]) were represented in each focus group.
Additionally, the three types of palliative care services
needed to be represented. An invitation was spread through
the network coordinators of the 15 different palliative care
networks in Flanders. Additionally, an invitation was sent
directly to all services that had participated in the previous
feasibility study.

Procedures

Three focus group interviews were held, one for the
palliative care units (PCUs), one for the palliative

support teams in hospitals (PSTs), and one for the mul-
tidisciplinary palliative home care teams (MHTs). We
made this choice because we anticipated that the differ-
ent organization of each type of service might evoke
different barriers and facilitators. Initially, for the MHTs,
no physicians were found available after sending around
the invitation, so extra recruitment was conducted by
personal e-mail and telephone. Each focus group inter-
view was led by an experienced moderator using an
interview guide to structure the discussion (Table 1).
The interview guide was developed and reviewed within
a multidisciplinary research team of psychologists (KL,
LVDB), sociologists (JC, LD), a physician (RVS), and a
nurse (ALF). Before the start of each focus group inter-
view, all participants received the full manual on how to
use the quality indicator set in palliative care services
for quality measurement (specific manuals were devel-
oped for each of the three types of palliative care ser-
vices). They were asked to read through the manual in
advance, especially the measurement procedure. Each
discussion lasted for 90 min and was audiotaped, for
which all participants gave consent. Both the meetings
and transcriptions, which were transcribed verbatim,
were in Dutch.

START 
STEP 1 Appointing coordinator (participates once to training)

Analysis of results (in report form)

This step is performed by the researcher

STEP 3

Data collection with the quality indicatorsSTEP 2

Listing of patients (cross-section)

Dividing questionnaires to respondents

Delivering completed questionnaires to researcher

STEP 4 Interpretation of results (in team)

STEP 5 Taking action to improve the care (in team)

STEP 6 Planning next measurement (setting a date)

Fig. 1 Schematic representation
of how to measure the quality
indicators for palliative care

Table 1 Interview guide and
accompanying prompts for
discussion during the focus group
interviews

Question Prompt

1.Would you in the future consider working with quality indicators
within your palliative care service?

What are your expectations about
working with quality indicators?

2.How would you use the quality indicators, as presented in the
manual, within the working of your palliative care service?

What might be the problems?

What might be the solutions?

3.Do you consider it possible to independently use the quality
indicators, as presented in the manual?

What might be the problems?

What might be the solutions?
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Analysis

We performed thematic analysis [34] on the three transcripts,
supported by NVivo software. The thematic framework ap-
proach used consisted of five interconnected stages: familiariza-
tion, identifying a thematic framework, indexing (coding),
charting, and interpretation. The first author (KL) performed
thematic coding using the existing framework of various levels
of barriers and facilitators developed by Grol et al. [26]. This
model defines six levels of the healthcare system to examine
barriers and facilitators: level of innovation (in this study the
quality indicator set for palliative care services), level of individ-
ual caregiver, level of patient (in this study replaced by respon-
dent to the questionnaire because of the nature of the innova-
tion), level of organizational context, level of social context, and
level of economic and political context. Based on this analysis, a
tentative framework was identified dividing the six existing
healthcare levels into subthemes that arose during coding. The
tentative framework and one of the three transcripts were then
presented to a second researcher (JC). Both researchers
discussed the differences and reached consensus on the final
thematic framework, which was then applied to all interview
transcripts. During the coding and charting, the researchers took
into account the possibility of identifying new levels of
healthcare not yet defined in the literature (but none were found).

Ethics

A signed informed consent was obtained from each participant
before the start of the focus group interview. Anonymity was
assured by removing participant information that could lead to
identification from transcripts. No sociodemographic character-
istics were acquired from the participants. The current study is
part of a larger feasibility project for which the protocol was
approved by the Ethical Review Board of Brussels University
Hospital of the Vrije Universiteit Brussel (143201112708). Be-
cause of the involvement of professional caregivers only, no
additional ethics committee approval was required for the focus
group interviews with the members of the palliative care teams.

Results

In total, 21 professional caregivers (n=7, n=9, n=5) from 18
different palliative care services (n=7, n=7, n=4) participated
in the three focus group interviews (Table 2). Four of the 21
caregivers had already worked with the quality indicators dur-
ing our feasibility study [21]. For the PCU, the invited physi-
cian cancelled 1 h before the start of the interview due to
family circumstances. Despite the extra recruitment effort,
no physician was found to participate in the MHT. The care-
givers identified conditions facilitating or impeding imple-
mentation at all levels mentioned in the framework by Grol

et al. except for the social context (Table 3). We took the
liberty of renaming the levels in the framework where this
better matched the meanings within this study.

Attitudes of the team regarding quality measurement
(i.e., level of the innovation)

Presence of a need to demonstrate quality of care Partici-
pants explained that the quality indicators would serve the need
to prove their quality of care in an appropriate manner. The data
they currently collect for administrators are mostly quantitative
process figures, and the caregivers felt that these do not adequate-
ly cover the relevant aspects of their care. The need to demon-
strate their quality of carewas identified as facilitating implemen-
tation as quality indicators can provide that information.

Often we observe certain things with patients, but if we
ask for themwe get different results […] those things we
want to measure. Kind of like customer satisfaction.
(Network coordinator, MHT)

An identified need for evidence-based improvement tra-
jectories Most caregivers explained that they were already
setting improvement goals within their teams and taking ac-
tion to reach them, but they felt that collecting evidence was
necessary to see any effective improvement. Because quality
indicators can provide such evidence and can be embedded
into improvement trajectories, this need was seen as facilitat-
ing implementation.

Table 2 Overview of participants per specialism in the three focus
group interviews

Focus group interviews

PCU PST MHT

No. of teams involved 7 7 4

No. of caregivers per specialism

Head nurse 4 3 1

Nurse 1 2 1

Physician – 1 –

Psychologist 2 2 2

Othera – 1 1

Total 7 9 5

Experience with QIs

Yes 1 2 1

No 6 7 4

PCU palliative care unit, PST palliative support team, MHT multidisci-
plinary palliative home care team
a For the PSTs, one quality coordinator joined the focus group interview;
for the MHTs, one coordinator of a palliative network participated
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[…] And you could see the result of the action you took.
Otherwise we did something but did we benefit from it?
If you don’t measure it, you won’t know. Then it is a
subjective feeling. (Head nurse 1, PCU)

Presence of a desire to exchange ideas with and learn from
other palliative care services Most caregivers expressed a
desire to exchange quality information with other teams and
services in order to learn from each other. They said that they
could use the quality indicators to reveal other teams’
specialties.

It is important to close the circle, to extract goals. Not
just for yourself but to see if we are improving. And to
position yourself towards others. What teams are good
at, what we can learn from each other. (Network coor-
dinator, MHT)

Moreover, caregivers expressed the desire for benchmarking
the quality indicator scores, as it would provide them with

important information on how they are performing compared
with similar services in their region.

Attitudes, knowledge, and skills within the team (i.e., level
of individual caregiver)

Perceptions of quality indicators as an individual
evaluation According to the caregivers, team members’ in-
correct perception of quality indicators as an individual in-
stead of a team evaluation impedes implementation.

It will provide positive points and working points. And
if you need to improve these working points you have to
be careful that you don’t accuse individual caregivers.
(Head nurse, MHT)

Lack of knowledge and skills to work with quality
indicators All caregivers agreed that they had insuffi-
cient skills and knowledge about how to measure and
calculate the quality indicators. This was perceived as

Table 3 Conditions facilitating
or impeding the implementation
of quality indicators in palliative
care at different levels of the
healthcare system and per type of
care service

Condition facilitating (f) or impeding (i) implementation Mentioned in focus group

PCU PST MHT

Attitudes of the team regarding quality measurement (i.e., level of the innovation)

Presence of a need to demonstrate quality of care (f) + + +

An identified need for evidence-based improvement trajectories (f) + + +

Presence of a desire to exchange ideas with and learn from other palliative
care services (f)

+ + +

Attitudes, knowledge, and skills within the team (i.e., level of the individual caregiver)

Perceptions of quality indicators as an individual evaluation (i) +

Lack of knowledge and skills to work with quality indicators (i) + +

Attitude of quality measurement as something outside the responsibility
of caregivers (i)

+ + +

Anxiety about harming respondents to the questionnaires (i.e., level of the respondents)

Anxiety about harming vulnerable patients and families (i) + +

Anxiety about influencing the relationship with the family physician (i) +

Structure and organization of care (i.e., level of organizational context)

Lack of time and staff to perform quality measurement (i) + + +

Instabilities in the team (i) + +

Presence of electronic patient records (f) + + +

Presence of a good leader to guide the quality measurement (f) + + +

Interest in quality management from the directors (f) + + +

Level of economic and political context

Willingness to transfer results of quality measurement to the government (f) + +

Reimbursement for using quality indicators (f) + + +

Possibility to link quality indicators to hospital accreditation (f) + +

PCU palliative care unit, PST palliative support team, MHT multidisciplinary palliative home care team
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impeding their ability to start working with the quality
indicators.

Respondents suggested that extensive training is provided on
how to measure, interpret, and use indicators for quality
improvements.

Attitude of quality measurement as something outside the
responsibility of caregivers Most caregivers expected the
other team members to be worried about the capacity of the
team and the timing when proposing to start measuring the
quality of their care. For them, this attitude would impede
implementation.

Does the team see the possibility in this stadium, con-
sidering the evolution in the team at the moment, to
perform it? Not just for the work load but are they ready
to do something with it? (Psychologist 1, MHT)

Furthermore, some caregivers pointed out that they did not
see themselves as capable of assessing quality measurement
and improvement; most saw it as the task of management.

Anxiety about harming respondents to the questionnaires
(i.e., level of respondents)

A tendency to protect vulnerable patients and families
This was identified as a condition that would impede
implementing quality indicators Some of the caregivers
of the MHT and PST focus groups indicated that they
had previously wanted to start measuring the quality of
their care, e.g., by systematically asking patients and their
families questions but had not done so out of fear that it
would disturb them, and they based these concerns on cer-
tain experiences.

You are in that area, with people experiencing major
concerns. […] how can you start measuring things?
(Head nurse 2, PST)

Anxiety about influencing the relationship with the family
physician This was named as a barrier, as a questionnaire
needs to be sent to the family physician to collect quality
information. Caregivers of the MHT were concerned about
disturbing the relationship with the family physician, as they
are the key figures for the patient in their care.

Structures and organization of care (i.e., level
of organizational context)

Lack of time and staff to perform qualitymeasurementAll
caregivers interviewed worried about the workload and the
time investment needed to implement the quality indicators.

They mentioned that the actual lack of time and staff would
impede the implementation of quality indicators.

I think you will have to involve someone extra to do
that. Because at that moment, you cannot perform
patient care together with quality measurement.
(Nurse, PCU)

PST and PCU caregivers saw a possible solution in in-
volving the management. If they could be convinced of the
advantages to the team and the hospital, they might be
willing to give extra support and resources to overcome
this barrier.

Instabilities within the team Some caregivers were con-
cerned about absences of team members due to
prolonged illness, relocations, and other project involve-
ments. As long as not every team member is available,
they felt it would be impossible to commit to quality
measurement.

At the time a team experiences a lot of pressure, the
quality of the care decreases. That is not the right time
to perform a quality measurement, when you feel such a
pressure. (Head nurse 1, MHT)

Therefore, the caregivers felt the need to plan such
quality measurement well in advance to overcome po-
tential hurdles.

Presence of electronic patient records Most caregivers
wanted to use their electronic patient records for the listing
of patients as well as reporting the indicators. They explained
that it could automatize the quality measurement, reduce the
workload, and hence facilitate implementation. However, not
all palliative care services have access to well-functioning
electronic patient files.

Presence for a good leader to guide the quality measure-
ment All caregivers explained that in order to use quality
information to set improvement goals within their service
and tackle them, a strong coordinator is needed to overview
all tasks, motivate the team members, and facilitate the
implementation.

[…] I don’t think you can separate it from the coordina-
tor. You can delegate as coordinator, but you cannot, or
even you may not let go. (Head nurse 2, PCU)

Interest in quality management from the directors Some
caregivers indicated that their team or hospital had already
been searching for ways to measure and improve the quality
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of their care. According to the caregivers, such interest in
quality measurement facilitates the implementation of quality
indicators.

This year at our hospital, initiated by the directors, they
wanted to find out how they could measure the quality
on the different wards. So the question was raised of
how we could do it in our team. (Psychologist 2, PST)

Economic and political context

Willingness to transfer results of quality measurement to
the government to show how they are performing This
facilitates implementation of quality indicators. All care-
givers pointed out that the government is busy developing
controlling systems throughout all areas of health care.
They think it is important for the government to take into
account the quality of care alongside more quantitative fig-
ures because everyone agrees that it is important to strive
for high-quality care.

[…] everyone is convinced that you have to try to pro-
vide good quality care. Then they have to measure that
together with the quantitative figures. I don’t mind.
They will measure anyway. Because they have to hand
out their money. (Head nurse 1, PCU)

Reimbursement for using quality indicators Caregivers
stated that being reimbursed for participating into quality in-
dicator measurement would facilitate successful implementa-
tion. They argued that because of the existing shortcoming of
resources in palliative care, especially shortness of staff, such
extra reimbursement is necessary to guarantee measuring the
quality indicators on a systematic basis within the palliative
care services.

Possibility to link quality indicators to hospital accredita-
tion Caregivers of the PST and PCU mentioned that their
hospital management had recently engaged in achieving ac-
creditation. They said that this engagement would facilitate
the use of quality indicators in palliative care services, as the
quality indicators could help them achieve the accreditation.

I think it might be a strong point if you can convince
your management that it can play a role in achieving
accreditation. I think it can even determine which im-
provement actions to choose for. (Head nurse 1, PCU)

As many hospitals in Flanders have recently enrolled for
accreditation, caregivers mentioned that it is the right time to
implement the quality indicators in the field of palliative care.

Discussion

Team members of palliative care services anticipate a number
of opportunities and problems related to the implementation of
quality indicators. These relate to attitudes of the team regard-
ing quality measurement; attitudes, knowledge, and skills of
the individual caregivers; a cautiousness about harming the
respondents to the questionnaires; the organizational context;
and the economic and political context. Similar problems and
opportunities for quality indicators were found across the
three types of specialized palliative care services involved in
this study, although certain specific opportunities and prob-
lems emerged that were inherent in the specific functioning
and organization of the services.

The findings of this qualitative study confirm many barriers
and facilitators in the literature concerning implementation of
quality measurement such as lack of time and skills, the need
for good leadership and training, using electronic patient files,
and receiving reimbursement [27, 28, 35–37]. All these factors
except lack of skills were mentioned in all three focus groups in
this study. Other facilitators that were mentioned and have not
already been described in the literature concerned the need to
demonstrate quality of care, to perform improvement actions,
and to learn from other services in the field.

Despite strong similarities across the three types of ser-
vices, some differences were found. Most were linked to the
specific organization of the services, for example, the anxiety
about harming the relationship with the family physician was
present particularly in the multidisciplinary home care teams
as they provide him or her with palliative care support. The
possibility of linking quality indicators to hospital accredita-
tion was a facilitating condition mentioned in both hospital-
based services.

Therefore, in order to create the optimal environment for
successful implementation, specific strategies need to be de-
veloped. Once implementation is started based on a well-
considered implementation plan, process evaluation is needed
to evaluate the quality of the implementation process and the
effectiveness of the strategies and to identify additional bar-
riers and facilitators [25]. Throughout the whole implementa-
tion process, involvement of stakeholders should be retained
to evaluate critically the progression towards a systematic
quality monitoring system [9, 38].

Limitations

Several limitations of our study need to be acknowledged. First,
we chose to identify barriers and facilitators only from the
perspective of the professional caregivers. We did not involve
other stakeholders such as patients, family members, or admin-
istrators. However, caregivers are involved in the implementa-
tion, and it is they who will collect the data for the quality
indicators. Moreover, the quality indicators and accompanying
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measurement procedures have already been validated with pa-
tients and family members as part of a feasibility study. A
second limitation involves the fact that a palliative care physi-
cian was not present in the focus groups of the palliative care
units and the multidisciplinary palliative home care teams. We
did not consider this to be a major issue as our feasibility study
taught us that it is mostly the nurses and head nurses rather than
consulting physicians who would have a substantial role in the
implementation process of the quality indicators.

Conclusion and implications

In this study, palliative care professionals indicated that a pos-
itive attitude of the team towards quality improvement, the
presence of electronic records, and the presence of a good
leader would facilitate the implementation of quality indica-
tors in specialized palliative care services. On the other hand, a
negative attitude by some individual caregivers towards qual-
ity measurement could impede successful implementation.
Furthermore, shortage of caregivers’ time and staff shortages
might impede the use of quality indicators within the services.
Nevertheless, the possible link between quality indicators and
funding was seen as an important facilitating condition. Sev-
eral actors need to anticipate on these barriers and facilitators
in order to successfully implement quality indicators in palli-
ative care services. Managers and directors should address the
attitudes of the palliative caregivers towards quality measure-
ment. Caregivers should be trained in using the indicators.
Policy makers and administrators should develop tailored
strategies in collaboration with the research field in order to
create an optimal environment for palliative caregivers to be
involved in systematic quality monitoring and improvement.
Once the implementation process has started, the effectiveness
of the implementation strategies needs to be further evaluated.
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