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ABSTRACT 

 

Purpose: The purpose of this project was to determine barriers to the implementation of a 

caries risk assessment tool for non-dental primary care providers. This project aimed to 

identify necessary requirements for practitioners to reduce the incidence of early childhood 

caries in the population. 

 

Methods: 8 participants were recruited for this project, which consisted of physician 

assistants, nurse practitioners, and physicians practicing in Manitoba. There were 2 focus 

groups and 1 interview session conducted on the virtual video communication platform 

Zoom, and 1 focus group session held in-person following COVID-19 protocols and 

restrictions.  

  

Results: Four themes were identified that related to barriers to implementation of a caries risk 

assessment tool: time, provider education, access to resources, and parental buy-in. Further 

breakdown of the themes included discussion on appointment slots, training, funding, and 

education respectively. 

 

Conclusion: All participants considered the caries risk assessment tool to be a great resource 

but further research needs to be conducted with larger sample sizes and additional professions 

to gain an additional understanding of barriers to implementation.  
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Introduction 

Background 

Early childhood caries (ECC) is a chronic disease affected by many factors, including diet, 

oral microbiome, and tooth integrity (1). Research into caries prevention has led to new 

approaches in dealing with ECC (2). However, the global burden of ECC has barely changed 

over the past 3 decades (2). This can be attributed to underlying social determinants of health 

including low socioeconomic status, parental education, maternal nutrition, and psychosocial 

issues (1). With ECC, families can potentially experience greater financial burden, leading to 

compromised quality of life for their children and complications such as infections (2). In 

certain cases, ECC requires invasive treatment such as dental surgery performed under 

general anaesthesia in hospital settings, which is the most common day surgery in young 

children at most Canadian pediatric hospitals (3). Unfortunately, this has caused limitations in 

access to hospital-based dental treatment since approximately 50% of children needing 

procedures have to wait longer than medically acceptable (3).   

The Canadian Perspective 

Dental caries is quite prevalent in the Canadian population, especially in the Indigenous 

population where children are reported to have poorer oral health and higher frequencies of 

dental pain (4). Indigenous children have a three to five times higher incidence of tooth decay 

compared to the national average in Canada (4). Additionally, they are less likely to access 

preventive dental health care services due to limited access to health resources and the 

availability of dental care in remote areas (4). In addition, newcomers to Canada, including 

refugees and immigrants, have faced challenges in accessing and maintaining their oral health 

due to language barriers and cultural differences, leading to a higher risk for dental caries (5). 

ECC continues to be a problem in Canada (1). This could be attributed to the failure of 

previous interventions addressing underlying issues such as biomedical, behavioral, and 
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social factors contributing to the development of caries (1). Although urban children are 

generally considered to be at low-risk for caries, there is data to suggest that ECC is prevalent 

in disadvantaged urban communities in Canada (1). Due to the extensive impact of ECC on 

children, a comprehensive assessment tool is needed to reduce associated treatment costs and 

impact on childhood growth (1). 

Caries Risk Assessment 

Caries risk assessment (CRA) can be regarded as a tool to assist with clinical decision-

making and disease management to help identify patients with the greatest need for time and 

resources for the appropriate intervention and management of caries (6). CRA can be defined 

in detail as “the clinical process of establishing the probability of an individual patient to 

develop carious lesions over a certain period of time or the likelihood that there will be a 

change in size or activity of lesions already present” (6 p. 179). In essence, the goal of CRA 

is to develop a strategy that can address carious lesions at an early stage and to intervene 

before there is irreversible damage to teeth (7). Identifying ECC earlier can help reduce 

complications children encounter such as pain, failure to thrive, and overall diminishment of 

quality of life (8).  

Problem Statement 

Nevertheless, conventional CRA models have utilized “dental factors” or “past caries 

experience” as predictors, requiring visits to the dentist for a thorough dental examination (2). 

This has proved to be difficult as <2% of infants visit dentists in their first year of life 

compared to >82% visiting physicians (2). With an increase in global rates of ECC per capita 

(0.10 to 0.70) in children aged 1 to 4 years old, it would be beneficial to advocate for a 

medical CRA model for early identification of ECC in primary care settings (2). For context, 

research studies have shown that physician-delivered preventive oral health services have 
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been able to reduce 32% of the treatment cost of caries-related hospital visits in children up to 

3 years of age (2).  

There are different methods available to determine caries risk including salivary tests and 

clinical examinations (9). However, most children see a physician multiple times before their 

first birthday compared to dental visits (3). A survey of pediatricians completed in the United 

States illustrated that more than 90% believed dental assessments and preventive counselling 

should be incorporated into well-child care visits (3). With the development of Canada’s first 

screening tool for non-oral health professionals to assess the risk of tooth decay in children 

under the age of six years, there is hope to identify ECC and educate about ECC prevention 

in settings outside the dental office (10).  

The purpose of this research project is to determine any barriers that exist to the 

implementation of a CRA tool by non-dental primary care providers (PCPs). In addition, this 

project aims to identify the necessary training required for non-dental PCPs to utilize CRA in 

their daily clinical practice. Ultimately, by identifying these barriers and establishing methods 

to train non-dental PCPs in their respective clinical settings, there can be increased 

identification and earlier intervention for ECCs to improve outcomes without the need for 

invasive treatments.   

Methods 

This project was conducted using a qualitative approach. Non-dental PCPs practicing in 

Manitoba participated in 3 focus groups and 1 interview session. For this project, non-dental 

PCPs were defined as nurses, nurse practitioners (NPs), physician assistants (PAs), 

physicians (MD), and dieticians. This project received ethics approval from the University of 

Manitoba’s Health Research Ethics Board (HREB). Interview questions (Appendix 1) were 

generated to be open-ended to obtain thoughts and perspectives on barriers in implementing a 

CRA tool in practice and required training for implementation (Appendix 2).  
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Invitation scripts (Appendix 3) to focus group sessions were sent to 21 non-dental PCPs in 

Manitoba, with 9 individuals replying with interest to participate. Due to limitations in 

scheduling, only 8 individuals were able to complete the focus group sessions as part of the 

project. Consent forms (Appendix 4) were sent to interested participants, as well as a survey 

link to collect demographic information (Appendix 5) including age, gender, years in 

practice, the primary location of practice, role at the site, and experience caring for 

Indigenous children. In total, 1 interview and 2 focus groups were conducted via the virtual 

video communication platform Zoom. In addition, 1 focus group session was completed in-

person adhering to provincial COVID-19 protocols and restrictions. Consent was provided by 

all participants before the focus group session 

by submitting the online demographics survey 

and typing “accept” on the last question 

(Appendix 6).  

In total, 2 physicians, 3 PAs, and 3 NPs 

participated in this project (Figure 1). Each 

focus group was broken down as follows: The 

in-person focus group had 2 physicians and 1 

PA, the first virtual focus group had 1 PA and 

1 NP, the second virtual focus group had 2 

NPs and the interview was conducted with 1 

PA. Each focus group or interview session 

took approximately 45 minutes to 1 hour and 

was audio recorded. Responses were transcribed at a later date and the audio recording was 

subsequently deleted after transcription was complete. All 8 participants consented to their 

responses being used in this project at the end of the focus group session. Additionally, each 

Figure 1: Outline of project recruitment 
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participant was sent a $25 honorarium in the form of a gift card for participating in the focus 

group or interview session. 

Results 

All 8 participants (Table 1) recruited in the project practice in Manitoba, with 4 working in 

Winnipeg, 2 in the Interlake, 1 in Northern Manitoba, and 1 splitting time between Winnipeg 

and Northern Manitoba. Most participants were female (n = 5), with the participant age range 

being 30-67 years. All participants (n = 8) had at least 4 years of clinical experience, with 3 

participants having ≥ 15 years of experience. Most participants (n = 5) identified as having 

plenty of experience caring for Indigenous children, with only 1 participant stating minimal 

experience. As part of their patient population, 4 participants identified having ≥ 40% 

patients being Indigenous, 3 participants stating 20-29%, and 1 participant stating 0-9%. In 

terms of pediatric population interaction, 4 participants identified 10-19% of their patient 

population being pediatric, 2 participants stated 20-29%, and 1 participant each stated 0-9% 

and 30-39%.  

 

 

After completion of the focus group and interview sessions, the transcribed data were 

analyzed and four themes were identified for barriers to implementation: time, provider 

Table 1: Demographic information of participants 
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education, access to resources, and parental buy-in. This was further subdivided into 

categories based on participant responses, which is outlined below (Table 2). Based on the 

transcribed data, common impactful words spoken by participants were grouped based on 

their profession and entered into a Venn diagram (Figure 2).  

Table 2: Barriers to implementation identified by participants 

 

Theme Descriptor 

 

Time 

 

Appointment slots 

Value 

 

Provider Education 

Training 

Comfortability 

Information to educate others 

 

Access to Resources 

Funding 

Storage 

 

Parental Buy-in 

Education 

Value 

 

 

 

 

 

 

 

 

 

 

 

 

   Figure 2: Common impactful words spoken by participants grouped by profession 
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1. Time 

a. Appointment slots 

Seven (3 NPs, 2 PAs, 2 physicians) of the eight participants (87.5%) noted that time was a 

barrier to implementation of a CRA tool. One of the NPs noted that ECC is:  

“…a very overlooked issue in primary care, especially in at-risk communities…”.  

With the CRA tool encompassing fluoride varnish, there was a concern of needing additional 

time to fully utilize the CRA tool in practice. For example, one PA noted that for fluoride 

varnish: 

“I don’t know how to do that or what’s required for that. I see that taking more 

time…”.  

In addition, one physician spoke about coordination of booking with other providers as these 

appointments could require additional resources (if required) to apply fluoride varnish such as 

having a nurse or physician colleague help hold the child while applying fluoride varnish. 

Furthermore, there could be an issue with physician billing codes, as two NPs spoke about 

their physician colleagues potentially having trouble billing for services related to the CRA 

tool. Specifically, one NP noted that:  

“Another challenge we talked about before is time and fee for service billing codes 

and for a busy physician, that is a bit of a hard sell that you’re going to spend that 

extra time when you’re already incredibly busy so you know it would be reasonable to 

compensate people for that time they’re spending with a dedicated billing code”.  

b. Value 

There was discussion amongst participants about the value of dental assessments in primary 

care settings. Particularly, two NPs spoke about their scope of practice being a limiting factor 

in terms of implementing a CRA tool in their practice. One NP stated that:  
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“I think it’s crazy to not do this as part of our scope of practice. I think a lot of 

underresourced or underserviced communities, we get stuck within our scopes and we 

keep our scopes a bit narrow but we need to be innovative and need the entire team in 

on projects like this”.  

Another NP spoke about prioritizing issues and the value of having dental assessments in the 

short window they have with children:  

“…a tooth and malocclusion, you can say something but it isn’t high on our priority 

list especially when they come in for ear infections, chest infections then we are not 

really thinking of that”.  

However, one PA noted that although time may be a limiting factor, there is value in filling 

out a CRA tool to benefit patients:  

“I would make the time to fill out this tool and there is always time to provide better 

care and improve for the patient and this is essential”. 

2. Provider Education 

a. Training 

Three (2 PAs, 1 NP) of the eight participants (37.5%) noted that continuing professional 

development (CPD) or continuing medical education (CME) may be beneficial in providing 

additional training to non-dental PCPs. In terms of confidence level, one PA noted that there 

is low confidence in performing a CRA due to:  

“…a lack of understanding or training on our perspective in terms of PAs and doctors 

to really know more about how to approach it other than just saying does your child 

see a dentist”.  

Six (3 NPs, 2 physicians, 1 PA) participants (75%) noted that pictures provided in the CRA 

tool are helpful but 2 NPs particularly mentioned that a booklet with instructions would be 

helpful too. Specifically, one of the NPs stated that:  
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“I think a lot of professionals if you just gave them with the CRA tool, a how-to-use 

booklet I think for most people that would be sufficient”.  

b. Comfortability 

Six (2 NPs, 2 PAs, 2 physicians) of the eight participants (75%) noted that either 

remembering or getting into a habit would pose a barrier in the initial stages of using a CRA 

tool. The main reason cited was no experience with using a CRA tool before in practice and 

providers needing a reminder to use the CRA tool during their appointments with children. 

One PA noted that:  

“From a bang for our buck perspective, it’s not been something I’ve been trained to 

do so it hasn’t been blended into practice”.  

Also, one NP noted that:  

“I think getting into the habit would be a barrier since it takes time to build a new 

habit in your practice and you know with a busy schedule, if you don’t see these 

patients for a while, it’s pretty easy to fall out of the habit of that”.  

Moreover, seven (3 NPs, 2 PAs, 2 physicians) of the eight participants (87.5%) noted that 

integrating the CRA tool with the Rourke record would increase accessibility and make the 

tool readily available for providers. The majority (87.5%) of participants use electronic 

medical records, with Accuro being the most common platform. One NP mentioned that:  

“Right now, we use electronic medical records (Accuro) and I think if you’ve 

populated it into our forms where it is electronically fillable, it would be very easy”.  

At the same time, another NP mentioned that there may be issues around provider education 

such as understanding what fluoride varnish is and how to address concerns to parents about 

the nature of the CRA tool:  

“…we’re not dentists and we don’t have a lot of understanding of toxicity profile, 

safety profile of fluoride”. 
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c. Information to educate others 

Five (2 NPs, 2 physicians, and 1 PA) of the eight participants (62.5%) noted that the referral 

process to dentists would pose a challenge. Participants discussed concerns centred around 

knowing dentists that would accept their patients for follow-up and coverage issues for 

payment. One NP noted that:  

“We’ve got no formal way to easily refer children to a dentist, no one referral 

process”.  

In addition, one of the physicians stated:  

“…I don’t know the community dentist, I don’t know who is good with children, who 

has forgiveness for no shows, which dentists are close by so I would struggle to send 

people too”.  

Another physician spoke about coverage issues outlining confusion surrounding affordable 

options for their patients:  

“I get confused about coverage issues, like SMILE plus but I don’t know how it 

works”.  

Additionally, one of the PAs added: 

“I think just knowing for our population who is covered is a huge issue since a lot of 

patients can’t pay for that”.  

3. Access to Resources 

a. Funding 

Half of the participants (3 NPs, 1 PA) noted that funding would be an issue in terms of 

acquiring fluoride varnish and any other tools needed to utilize a CRA tool in practice. One 

NP had concerns regarding employers prioritizing oral health in primary care settings:  

“…you know how funders are, they want to see economic value of it”.  
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Another NP noted support among organizational staff but acquiring funds to implement CRA 

tools in practice posed challenges: 

“The funding is a big problem because while there is a buy-in, which pot is the 

funding come from for this?”.  

Building on the conversation, this same NP mentioned:  

“…it just reflects the way we’re trained and oral health isn’t always prioritized”. 

Ultimately, the messaging was around the difficulty of sourcing funds for oral health practice 

in non-dental primary care settings making applying CRA in practice a challenge. 

b. Storage 

Two (1 PA and 1 physician) of the eight participants (25%) noted that storage of fluoride 

varnish would pose a challenge. The discussion was about any special requirements to store 

the fluoride varnish and whether they can be placed in examination rooms or in a central 

location for all providers to utilize. One of the PAs mentioned:  

“Just information what it is, how it needs to be stored, how it can be applied…do I 

need to keep the kid around to have it set, dry?”.  

This issue does connect to prior discussion on provider comfortability and having enough 

information to appropriately conduct and educate others about the CRA tool. Furthermore, 

the same PA talked about fluoride varnish interrupting the daily flow in the clinic if it needed 

special storage:  

“…can we store small batches, vials, bottles of it in each individual room or 

somewhere central similar thinking with the tools so I can see it being an interruption 

in the flow of one’s day”. 
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4. Parental Buy-in 

a. Education 

In terms of educating parents about the CRA tool, all participants (100%) stated that they 

believed caries are preventable. This was followed by a discussion about sugary beverages, 

which five (2 PAs, 2 physicians, 1 NP) participants (62.5%) talked about when answering 

what comes to mind and what they know about childhood tooth decay. Seven (3 NPs, 2 

physicians, 2 PAs) participants (87.5%) mentioned bottle-feeding being a contributor to 

caries development. The overarching idea was a lack of education surrounding the 

consequences of parental actions being a barrier to implementing a CRA tool. One of the NPs 

stated:  

“…how can we market the education in such a way that these are attractive practices 

for parents to make”.  

Further to this, the same NP noted:  

“…I think it’s become an accepted culture in high-risk communities that people will 

just have extensive childhood tooth decay and it’s going to be a natural process for the 

family and children in the family”.  

The messaging and education surrounding the CRA tool were cited as a key barrier to 

achieve parental confidence in utilizing the CRA tool in practice.  

b. Value  

There were six (3 NPs, 2 PAs, 1 physician) participants (75%) that spoke about the value to 

the parents being a barrier to utilizing a CRA tool in practice. Specifically, discussion 

surrounded the parents’ ability to understand and see the value of oral health services 

provided by primary care providers outside of a dental office. One NP mentioned:  

“It’s just a matter of presenting in such a way that would get parents to buy in that 

kind of thing”.  
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In terms of showing parents the value, one NP spoke about illustrating the benefits of a CRA 

tool through reduction of surgery and pre-operative appointments:  

“If their kids don’t have to go for surgery, that’s a big bonus reducing costs spent on 

something else and don’t have to risk their lives going for surgery…”.  

Additionally, one of the PAs talked about parents questioning the value of a CRA in a 

primary care office and what it could ultimately achieve:  

“…but if it’s deeper or there is more involvement or I need to look at back sides of 

teeth, there would be questions of shouldn’t I just go see the dentist so that can be a 

barrier from the parent’s perspective”. 

Discussion 

Importance of findings 

This research project set out to determine barriers that exist to the implementation of a CRA 

tool by non-dental PCPs. After analyzing the data from the multiple focus group sessions and 

sole interview, four themes emerged from participant responses including time, provider 

education, access to resources, and parental buy-in. Although the results of this project 

demonstrated numerous barriers to the implementation of a CRA tool, similar findings are 

noted in the literature. A study by Prakash et al. (11) illustrated that “46% of Canadian 

pediatricians and 62% of Canadian family physicians lack knowledge in recognizing the early 

signs of tooth caries” (p. S97). This was a similar notion identified by participants in this 

project who felt the lack of training and confidence impeded their ability to accurately 

identify caries. Furthermore, a study conducted by Alshunaiber et al. (11) in Saudi Arabia 

explained that pediatricians and family physicians reported lack of clinical time as their 

highest reported barrier. Most participants in that study indicated that they were open to 

receiving more dental education and training, which aligned with the findings of the study 

among Canadian pediatricians and family physicians (11).  
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The CRA tool provides greater access to dental care, especially for parents who are unaware 

of the importance of their child’s first dental visit (11). As a result, it is important to introduce 

oral health at an early stage of training for non-dental PCPs (11). One PA participant in this 

project mentioned that PA education should consider including dental training in the 2nd year 

of the program as it would greatly benefit students in terms of exposure to oral health issues. 

The study conducted by Alshunaiber et al. (11) mentioned that maintenance of children’s oral 

health should be included in medical training while enhancing the referral system between 

the medical and dental community. This can lead to better patient satisfaction and outcomes 

since there would be a pathway for non-dental PCPs to refer to known dentists to ensure 

continuity of care. 

In addition, successful implementation of a CRA tool could lead to a reduction in costs for 

the healthcare system. In a study by Meyer et al. (12) analyzing the impact of physician-

provided oral health services in the United States, results showed that physicians who began 

providing preventive oral health services such as screening, referral, and fluoride varnish to 

young children led to improved oral health access, increased preventive dental utilization, and 

decreased caries-related treatment among Medicaid-enrolled children. Moreover, two or more 

physician-provided oral health service visits led to lower dental general anesthesia costs by 

$114, equivalent to dental treatment on 1 tooth (12). In this project, many participants 

mentioned that children visit clinics for pre-operative form completion. As a result, having 

adequate preventative tools and early identification of caries could help reduce the need for 

invasive surgeries and treatment costs.  

Consequently, overcoming barriers to implementation can lead to better health outcomes for 

patients. Fluoride varnish can be an effective intervention, demonstrating a 43% reduction 

(on average) in decayed, missing, and filled tooth surfaces for teeth treated with fluoride 

varnish (13). A study completed by Da Silva et al. (13) analyzed the use of fluoride varnish in 
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primary care settings in Ontario. Their results demonstrated physician’s and nurse’s 

willingness to provide preventive dental care but optimal training methods were lacking (13). 

In addition, self-reported barriers included insufficient time during well-child visits, difficulty 

in applying fluoride varnish, and funding issues (13). These findings were similar to 

participant responses in this project where there was concern about appointment time slots, 

funding issues to acquire fluoride varnish, and comfortability with using fluoride varnish. A 

study by Braun et al. (14) reported that children who received 4 or more fluoride varnish 

applications (FVAs) at well-child visits by 3 years of age had lower ECC prevalence than 

children who received fewer FVAs. Furthermore, their study cited barriers to delivery of oral 

health protection by medical providers included lack of time and lack of referral dentists (14). 

These findings were similarly stated in the participants of this project, lending evidence that 

these barriers need to be addressed in order to implement a CRA tool in practice. 

Limitations 

Although this project provided key insight into barriers faced by non-dental PCPs in 

implementing a CRA tool, many limitations need to be addressed. First of all, the small 

sample size of participants recruited to participate in focus groups greatly limited the findings 

of the project. At the start of the project, the goal was to recruit and schedule at least 15 

participants however, the impact of the COVID-19 pandemic greatly limited scheduling and 

responses for participation. Initially, there was hope of multiple clinics within Winnipeg 

being eager to participate, although the changing circumstances of the COVID-19 pandemic 

resulted in staff redeployment and scheduling difficulties that restricted participation. For 

example, there were redeployments of primary care nurses to alternative isolation 

accommodations (AIA) that prevented nurses from participating, even in the evenings. In 

addition, given the clinical nature of the PA program, scheduling around the business hours 

of providers was challenging with a full block of clinical rotations with call shifts.  
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Furthermore, given the pandemic restrictions, it was necessary to hold the majority of focus 

groups virtually over Zoom. With in-person focus groups, there can be more interaction and 

discussion about questions amongst participants, while limiting distractions that can be 

present over Zoom. There was one in-person focus group that did generate more discussion 

and ideas amongst providers, which was less evident over Zoom. Given the circumstances, 

data was still sufficiently collected and the hope would be to have more in-person focus 

group sessions in the future. 

Additionally, another limitation was the various focus group sizes. It may be beneficial to 

standardize focus group sizes to a certain number to maintain a similar level of discussion 

amongst participants in a focus group setting. For example, the larger focus group of 3 

participants had more discussion amongst themselves around questions as opposed to the 

single interview participant that only had their opinion to discuss without hearing and 

building on other participant’s perspectives.  

Finally, as the participants were recruited from Manitoba only, the data does not represent the 

opinions of non-dental PCPs across Canada. Given that the CRA tool is developed for use in 

Canada, it is important to listen and involve Canadians from coast to coast. There may be 

additional findings for barriers amongst Atlantic Canadians compared to Central Ontario 

depending on the population they deal with and having a vast array of participants from 

across the nation can help build a more robust picture of barriers to implementation. 

Future Direction 

Given the findings of this project, it is beneficial to build and gather more data to identify 

barriers to the implementation of the CRA tool. For future studies, it may be useful to include 

dieticians, primary care nurses, and social workers as part of the data sample to gain a 

broader perspective from different practitioners. Moreover, increasing the sample size to 

incorporate larger focus groups can generate more discussion and ideas that may be missed in 
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smaller focus groups. A project incorporating practitioners across Canada could help identify 

regional barriers to implementation, as well as looking at the urban and rural issues. 

Conclusion 

Participants in this project were able to provide insight into potential barriers for 

implementation of a CRA tool, specifically highlighting themes such as time, provider 

education, access to education, and parental buy-in. Although there was a small sample size 

limited to non-dental PCPs in Manitoba, this project can be a stepping stone to future 

research into implementing a CRA tool for non-dental PCPs to prevent the progression of 

caries in children. Given that all participants acknowledged that the tool is a great resource, 

there is potential for consistent use in practice. With more awareness, this tool can help in the 

fight to reduce the incidence of ECCs and ultimately improve the oral health of Canadian 

children.   
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Appendices 

Appendix 1: Focus Group Interview Questions 
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Appendix 2: CRA Tool 
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Appendix 3: Interview Script 
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Appendix 4: Consent Form 

 

 



  

Sheth_Darsh_Capstone_2021_Thesis   

 

29 

 

 

 



  

Sheth_Darsh_Capstone_2021_Thesis   

 

30 

 

 

 



  

Sheth_Darsh_Capstone_2021_Thesis   

 

31 

 

 

 

 



  

Sheth_Darsh_Capstone_2021_Thesis   

 

32 

 

 

 



  

Sheth_Darsh_Capstone_2021_Thesis   

 

33 

Appendix 5: Demographics Survey 
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Appendix 6: Consent to Participate 

 

 

 

 

 

 

 

 

 


