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What a year that was: some thoughts on health inequalities and  
publishing WEIRD articles

Theo Stickley
Joint Editor, Perspectives in Public Health

in this past year, global events have focused our minds on health inequalities. Specifically, the pandemic exposed the global 
inequalities surrounding access to vaccinations and healthcare; the energy, housing, and cost of living crises combined with  
soaring inflation in the West have further exposed national inequalities. Furthermore, the climate crisis focuses our minds on the 
fact that those who suffer the most from global heating (caused largely by the lifestyles and industrial activities of the wealthiest 
nations) are the poorest populations in the world. Social, economic and health inequalities are getting worse, not better.

the concept of health inequalities has been with us in the UK for decades. the 1980 Black report was the first report to 
clearly identify health inequalities in the modern age. the acheson report 18 years later found that the gap in inequalities in 
health had been steadily increasing and that differences in material deprivation are a major cause of the increase. Wilkinson1 
reflected on the continuous rise in social and health inequalities and astutely observed that political solutions were possible but 
not economically palatable to politicians. the Marmot2 review was much more thorough than both the Black report and the 
acheson report and presented findings and recommendations that were consistent across the 30-year period since the 
acheson report. in 2020, Marmot3 reviewed his findings and the progress made in the intervening decade. the findings are 
grim; poverty has risen and health inequalities worsened. the UK ‘levelling-up’ agenda falls a long way short of tackling 
inequalities.

Public Health has been defined as ‘the art and science of preventing disease, prolonging life and promoting health through 
the organised efforts of society’.4 is it time to redefine Public Health, or at least to include challenging and tackling inequalities? 
it is both poverty and inequalities that cause misery and hardship to billions of people on the planet, and the fight for survival is 
the fight for life itself.

Perspectives in Public Health is a journal that happily publishes research and practice articles that celebrate innovation in 
public health research and practice. But do we publish enough articles that acknowledge practice and research that identifies 
and tackles health inequalities? We openly acknowledge that our journal has a Western bias. it could be argued that much of 
what we publish is WEird (Western, Educated, industrialised, rich and democratic according to Henrich et al.5). in a nutshell, 
this thesis is that researchers assume either there is little variation across populations or research subjects are universally 
representative. However, if researchers mainly study WEird populations, their findings will actually be skewed towards a 
minority population as the majority of the global population is not WEird; furthermore, as we always need to remind ourselves, 
non-White people are the global majority.

Sadly, the editorial team at Perspectives is constantly rejecting articles from around the world, not because we do not want 
to publish international research, but because often the quality of the research and reporting is not up to the standards we 
maintain. We wish to become less WEird and publish more research and practice that addresses inequalities and welcome 
submissions where research and practice participants are not WEird; we wish to contribute to the solution of inequalities and 
not become part of the problem.

For health professionals to tackle health and social inequalities, this inevitably involves political engagement. in the 
aftermath of the pandemic, the accelerating crisis of global heating, together with the current cost-of-living crisis, has 
accentuated the dilemmas health professionals frequently face. on the one hand, their commitment is to promote health, 
but on the other, they work in systems (micro, meso and macro) that maintain inequalities that, in turn, exacerbate ill-health 
within populations. Various current crises combine to create a public health emergency. in the light of increased concern 
over global public health, should health promotion of the future become more radical in order to help redress inequalities? 
With this in mind, this issue of Perspectives in Public Health begins with an opinion article from a practitioner who grapples 
with these issues in relation to climate change and offers food for thought for health practitioners around the world. other 
topics in this issue include pre-natal exercises (Miguel Sánchez Polán et al), unintentional drowning in Spain (del real et al), 
cervical cancer along the texas-Mexico border (Salcedo et al) and the significance of friendships and mental health (doran 
et al).

this year will undoubtedly bring further tests and challenges to public health around the world, and the editorial team here at 
Perspectives wish all our readers a happy new year.
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the November 2022 CPd paper was ‘the forensic implications of food hypersensitivity – a 
review of cases in United Kingdom courts: January 2014–February 2020’ by MH Gowland 
et al.

answers: 1c, 2a, 3d, 4d
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Health professionals as activists: 
tackling threats to public health
In this short article, Katie Burns considers the role of healthcare professionals 
in light of the greatest global threat to public health: climate change.
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the change in our climate is inescapable 
and affects the air we breathe, the water 
we drink, how much food we have to eat 
and whether we have safe places to live1 
– these all being social and 
environmental determinants of health. 
Despite frequent warnings from 
meteorologists and other scientists, 
public attitudes and government policies 
in the northern hemisphere have been 
slow to change. Yet over the last few 
years, heat waves have been the cause 
of shortages of certain types of food,2 
and in the last year especially wildfires 
have destroyed homes, businesses and 
people’s lives.3 Furthermore, the health of 
the public is in danger of deteriorating 
rapidly over the coming decades. it has 
recently been found that 58% of human-
affecting pathogenic diseases are 
exacerbated by climate-related 
changes.4 this is before we even begin 
to consider the psychological effects of 
climate change 
and its effect on 
long-term 
conditions or the 
sourcing of 
treatments. the 
WHo predicts that 
before the first half 
of the century is 
over, the world will 

see 250,000 additional 
deaths per year due to 
malnutrition, vector-
borne diseases and 
heat stress.1 But many 
more people, while not 
dying, will be living in 
poor health due to 

changes in climate, and the majority of 
these will be among the poorest nations. 
With 90 scientific authors from 51 
institutions around the world, the most 
recent Lancet countdown report presents 
data indicating these widespread 
changes in the environmental, social and 
economic determinants of health. the 
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The WHO predicts that 
before the first half of 
the century is over, the 
world will see 250,000 
additional deaths per 

year due to malnutrition, 
vector-borne diseases 

and heat stress
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report indicates the increasing impact 
climate change is having on both 
physical and mental health through the 
world’s populations. these changes are 
often happening simultaneously, further 
accelerating exposure to health threats.5 
What role is there for public health 
professionals in the face of such dire 
warnings?

A Time for AcTion
Healthcare professions are among the 
most trusted individuals in society,6 and 
the time has come for significant 
radical change to what we consider as 
normal health promotion. it is therefore 
a moral imperative for healthcare 
workers to become more active in 
warning of the threats of global 
warming and to call governments to 
account for inaction. there hasn’t 
previously been such a strong need for 
healthcare professionals to become 
activists to promote the health of the 
public and help prevent suffering and 
deaths in the future. A recent article in 
Nature Climate Change7 suggests that 
adding the voices of scientists and 
healthcare workers strengthens the 
argument for policy-makers to hear. 
the authors also advocate for civil 

disobedience to strengthen the 
messaging. Groups such as Doctors 
for extinction rebellion cite the General 
Medical Council (GMC) code of 
conduct as their reason for speaking 
out about the need for 
greater action from 
governments:

Our code of conduct 
compels us to act 
where we notice 
unacceptable risks to 
current and future 
patient health, and 
act promptly. We 
have noted that traditional techniques 
of writing academic papers and 
journal articles have not produced 
sufficient meaningful results to 
continue with them alone.8

For those of us who genuinely care 
about global inequalities, the case for 
action is unequivocal as there is much 
evidence to indicate that those in the 
poorest countries will continue to suffer 
the most. this emerging fact was 
identified by the intergovernmental 
panel on Climate Change over 20 years 
ago.9 in the intervening period, little has 

changed for the plight of millions of 
people. never before has there been 
such an urgent moment for healthcare 
workers to be involved in promoting 
health and preventing disease and 

death, before it is 
too late. in short, 
healthcare 
workers have a 
responsibility to 
become activists 
to help bring 
about lasting 
change, and the 
sooner, the 
better.
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IntroductIon
an evidence base is vital 
to ensure well-informed 
policies with systematic 
processes.1,2 However, a 
research-to-policy gap 
exists that is widened by 
the discrepancy 
between the extensive 
time it takes to conduct 
conventional academic 
research and the short 
timescale over which 
policy-makers are often 
required to make decisions.2 this is 
especially concerning in times of crisis, 
such as the cOVID-19 pandemic, that 
demanded an avalanche of data, analysis, 
and interpretation to be provided over a 
very short period of time. rapid evaluation 
can be used to generate research-based 
evidence under pressure to inform decision-

making and policy. existing literature clearly 
details the steps involved in conducting 
rapid evaluation3; yet this literature contains 
little practical knowledge about how best to 
carry out such research. In this article, we 
reflect upon the practical implementation of 
rapid evaluation for an urgent project during 
the crisis of cOVID-19.4

BrIef Project Background 
and reflectIon Process
Between June and October 2020, a 
cOVID-19 Saliva testing Programme 
was piloted, where findings were 
reported to the UK Department of Health 
and Social care (DHSc).5 a rapid 
evaluation was conducted with 
participants of the testing programme to 
generate insights that would inform the 
testing’s design and modification, and 
the next phase of future mass-testing to 
the UK DHSc.4 For further details on the 
project, see our published paper.4 We 
used Gibb’s reflective cycle6,7 as a 

foundation for the 
team to reflect on 
their experiences 
of working on a 
rapid qualitative 
project. the main 
‘lessons learned’ 
are explained 
below, followed by 
actionable 
suggestions in 
table 1.

creatIng an effectIve team 
for raPId outPuts
the team identified four main lessons 
critical to the success of our rapid 
evaluation project during a crisis: (1) the 
shared vision for the project held by the 
team, (2) effective project management, 
(3) the supportive leadership style, and 
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table 1 

actionable points based on our reflection categories

category specific actions for a leader specific actions for a team member

The Value of a Shared 
Vision

clearly communicate the project’s goals and its importance at the start and 
throughout the project to maintain team motivation

ensure you know why the project is needed and be aware of 
project goals from the beginning

 Plan the project in-depth as early as possible; this includes the following:
• Preparing a timeline for each step of the project
• Deciding deadlines
• Building the team and identifying individual member’s strengths
• Deciding task delegation to the team based on skill

Familiarise yourself with project timelines and deadlines

 create regular meeting spaces with team members to communicate the 
following:
• Project goals
• Deadlines
• Update on project outputs and next steps

ensure you know how to access project information and learn to 
use any required project-related technology

 consider using a platform (such as Microsoft teams) as a central location to 
store and share real-time project information and documents with the team

 

 Following each meeting, send a summary and action points to all team 
members

 

Supportive Leadership 
Style

Identify skill gaps among your team and provide support/training to reduce 
those gaps

Familiarise yourself with your team members’ skills to identify 
opportunities to assist your own work and/or improve your own 
skills

 Listen to the opinions of your team and allow for the potential for their 
opinions to influence the project plans

Listen to the opinions of other team members and communicate 
challenges to facilitate collaborative problem solving

 Be prepared to listen to opposing opinions and make final decisions on any 
differences; this will be made easier by being clear on your project goals

 

 approach your senior colleagues for support and advice when needed  

 recognise and show appreciation of team members for their efforts by 
providing positive feedback

Offer support to other team members where needed and if you 
have the capacity

 reflect on your leadership skills, recognising your concerns and identifying 
ways to overcome them; use strategies such as Gibb’s reflective cycle for 
reflection

Noting the leadership skills of your project lead may help you 
vicariously develop your own leadership skills; look out for the 
following to help you:

• Methods used to communicate information
• Storage of information
• How they use technology to support the project
•  How they interact with team members and the type of support 

they offer

Access to Rapid 
Evaluation Methods and 
Digital Technology

Understand the principles of a rapid approach and share them with the team 
at the beginning of the project to set expectations

Familiarise yourself with the principles of a rapid approach and be 
prepared to meet its expectations

 clearly communicate deadlines and expectations of work timescales to your 
team at the start; do this by:
•  Storing deadlines and timelines on a central storage system that is easily 

accessible
•  ensuring every team member knows where and how to access this 

information
•  emphasising task expectations by outlining specific task details and 

workload involved
•  Setting clear expectations of the work schedule and arranging working 

hours based on your team’s availability

ensure you are prepared to reply to communications from your 
project lead and team members quickly to ensure task deadlines 
are met

 Balance your rapid project with your other work commitments by setting 
specific hours and days to work on specific projects

communicate your specific working hours to your project lead to 
set communication expectations

 Update project information as soon as possible and communicate these 
updates to your team; using a real-time reporting system (e.g. on Microsoft 
teams) will greatly assist this communication

 

 create a plan that can be flexible, based on your deadlines, your team’s 
working hours, and skills of team members
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(4) access to rapid evaluation methods 
and digital technology.

The value of a shared vision
the pandemic crisis gave the work an 
urgency and significance felt by the 
team, resulting in both a personal and 
professional commitment to the project. 
team members felt positive about the 
contribution they were making to the 
national campaign to reduce spread of 
the infection. this drive facilitated a 
proactive and supportive work culture, 
where team members responded to 
communications quickly and worked 
collectively to solve problems. all team 
members listened and valued opinions 
from other members and were quick to 
take up responsibilities if others did not 
have the capacity. a sense of trust and 
confidence were quickly built among the 
team members, who easily relied on 
each other to complete tasks and receive 
advice. the culture enabled the project 
to collect data beyond its target and 
produce outputs that were valued by 
DHSc for their timeliness and insights.

Effective project management
effective project management and 
accessible information sharing and 
communication were key to generating 
project insights within the tight deadlines 
required by the stakeholders. the team 
leader communicated the project’s goals 

and objectives at the beginning of the 
project, specifying how the project was 
to be completed. She also held weekly 
meetings to discuss experiences or 
challenges and real-time digital 
summaries accessible to all on Microsoft 
(MS) teams. the well-organised 
communication of the project ensured all 
team members were up-to-date on the 
project and knew its immediate next 
steps. the team also had immediate 
access to all project-related documents 
and data via MS teams, such as project 
protocols, task delegation spreadsheets, 
deadlines, and result summaries.

The supportive leadership style
the team leader initially identified the 
strengths, skills, backgrounds, and 
experience of team members in order to 
delegate tasks accordingly. the team 
leader’s in-depth knowledge of her team 
led to inherent confidence in each 
member’s ability to complete the 
project’s tasks on time. the team 
consisted of 12 researchers from varied 
backgrounds and seniority that required 
active management from the team leader 
by listening to their opinions and 
concerns, and making members feel 
valued. Some team members were 
inexperienced with rapid evaluation 
methods and were initially worried about 
their contribution to the project. the 
team leader reassured them by stating 

why they were asked to be on the team 
and provided appropriate support where 
needed. When team members had 
opposing perspectives on aspects of the 
project, the team leader made the final 
decision through team discussion – a 
process made easy due to the trust built 
over the course of the project.

encouraging team members to actively 
participate and support each other eased 
the management burden of a large team 
for the team leader, which prevented her 
feeling overwhelmed with project speed 
and enabled her instead to enjoy the 
process. the team leader was open 
about gaps in her knowledge and sought 
help when needed. these leadership 
skills were respected by the team, who 
felt they vicariously learned about 
effective leadership and believed they 
would be employing these skills in future 
team management activities.

the relationship between the topics 
discussed in the above sections is 
shown in Figure 1.

Access to rapid evaluation methods 
and digital technology
Successfully implementing rapid evaluation 
requires access to the right resources that 
can be summarised as having a large 
team, using rapid assessment procedure 
(‘raP’) sheets to analyse findings 
iteratively, and providing ongoing 
immediate feedback to stakeholders.8

Figure 1

diagram showing the interaction between factors that contributed to teamwork; a shared vision bridges leadership skills 
and the large team with varied backgrounds, which is embedded in the working culture and project management
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Our project was entirely virtual due to 
the cOVID-19 lockdown and therefore 
demanded reliance on technology. We 
used the synchronous features of MS 
teams to share documents, 
communicate quickly, and keep track of 
tasks and deadlines. Our team were 
familiar with MS teams but it is 
important to consider time to support 
any team members who are not familiar 
with the technology used for any project.

all team members were working 
remotely, some of whom had caring 
duties and other work responsibilities, 
which resulted in a flexible working 
timetable. clear and strict deadlines 
were communicated in advance, and 
responsibilities were delegated based 
on skillset and availability as indicated 
on a live team calendar – a crucial 
resource for our project.

challenges created By the 
raPId evaluatIon Process
team members felt pressured to be 
on alert for communications and 
reply quickly, even outside of their 
normal working hours due to the 
flexible work schedule. Some data 
collection tasks were scheduled 
quickly, which was sometimes too 
abrupt for some members who could 
not make those timings. the team 
leader felt particular pressure as she 

had to juggle leading this project with 
other work responsibilities. Finally, 
this project was ethically approved as 
a service evaluation and not as 
research because service evaluation 
ethics was quicker to attain. this 
restricted dissemination of this 
project’s findings and delayed 
publication. Despite these 
challenges, team members openly 
discussed and overcame these 
challenges because of the culture of 
trust and support built from the start 
of the project.

conclusIon
Our experience 
illustrates how a 
rapid yet rigorous 
evaluation to inform 
policy can generate 
actionable results 
under time 
pressure that 
directly informed 
government policy 
and practice. this 
demonstration of how these outcomes 
can be achieved using entirely online 
methods suggests that a rapid 
approach to programme evaluation can 
be used irrespective of the location of 
research or public health partners, while 
also accommodating needs for flexible 

working. Furthermore, this approach 
makes the most of short contracts that 
govern much commissioned research in 
the UK. We have generated a list of 
actionable points based on our 
reflections on the conduct of this project 
which we hope could be used by 
anyone planning to conduct a rapid 
evaluation project to inform policy and 
practice regardless of the field of study 
(table 1).

acknowledgements
We would like to sincerely thank all our 
team members from the original project 

they were a pleasure 
to work with: Natalia 
Laverty Baralle, Sandy 
ciccognani, Julia 
Groot, Kathryn 
Knowles, Jo 
Musgrove, Kate Glyn-
Owen, Kath Woods-
townsend, andrew 
Mortimore, Paul 
roderick, Janis Baird, 
Hazel Inskip, and Keith 
Godfrey.

orcId Ids
Krithika anil  https://orcid.org/0000-
0002-8027-1665
rachel Dewar-Haggart  https://orcid 
.org/0000-0002-3757-1152

references

 1. Oxman aD, Lavis JN, Lewin S et al. SUPPOrt 
tools for evidence-informed health 
policymaking (StP) 1: what is evidence-
informed policymaking? Health Res Policy Syst 
2009;7(1):S1.

 2. Uzochukwu B, Onwujekwe O, Mbachu c et al. 
the challenge of bridging the gap between 
researchers and policy makers: experiences of 
a Health Policy research Group in engaging 
policy makers to support evidence informed 
policy making in Nigeria. Globalization and 
Health 2016;12(1):67.

 3. Vindrola-Padros c. Doing rapid qualitative 
research. thousand Oaks, ca: Sage; 2021.

 4. Watson D, Baralle NL, alagil J et al. How do 
we engage people in testing for cOVID-19?  
a rapid qualitative evaluation of a testing 
programme in schools, GP surgeries and a 
university. BMC Public Health 2022;22(1): 
305.

 5. Godfrey K. evaluation of the expanded 
Southampton pilot study (Phase 2) for use of 
saliva-based lamp testing in asymptomatic 
populations: final report, 16th November 
2020. available online at: https://eprints.
soton.ac.uk/445622/1/evaluation_of_the_
expanded_Southampton_pilot_study_
Phase_2_for_use_of_saliva_based_lamp_

testing_in_asymptomatic_populations_eprints 
.pdf

 6. Gibbs G. Learning by doing: a guide to 
teaching and learning methods. Oxford: 
Further education Unit; 1988.

 7. University of edinburgh. Gibbs’ reflective cycle, 
2020. available online at: https://www.ed.
ac.uk/reflection/reflectors-toolkit/reflecting-on-
experience/gibbs-reflective-cycle (Last 
accessed 2021 October).

 8. Vindrola-Padros c, chisnall G, cooper S et al. 
carrying out rapid qualitative research during a 
pandemic: emerging lessons from cOVID-19. 
Qual Health Res 2020;30(14):2192–204.

A rapid approach to 
programme evaluation 

can be used 
irrespective of the 

location of research or 
public health partners, 

while also 
accommodating needs 

for flexible working



Peer review

Barriers and facilitators to delivering bystander cardiopulmonary resuscitation in deprived communities: a systematic review

Copyright © Royal Society for Public Health 2022 January 2023 vol 143 No 1 l Perspectives in Public Health 43
SAGE Publications    
ISSN 1757-9139 DOI: 10.1177/17579139211055497

Peer review

IntroductIon
Out-of-hospital cardiac arrests (OHCAs) are a 
major cause of mortality worldwide, and the 
burden they represent on health services is not fully 
known.1,2 Globally, survival from OHCA remains 
low and variable within regions with estimates 
ranging from 7.6% in europe, 6.8% in North 
America, 3.0% in Asia, and 9.7% in Australia.1

OHCA survival rates remain poor and have 
seen little improvement in recent decades.3 One 
of the main factors influencing the rate of survival 
is the administration of bystander 
cardiopulmonary resuscitation (CPr).4 There is an 
apparent willingness among the general 
population to administer bystander CPr,5 born 
out of a desire to save lives especially if the victim 

Abstract

Background: There is a higher incidence of cardiac arrest in economically deprived areas; 
however, data show that bystander cardiopulmonary resuscitation (CPr) in those areas is 
lower. This results in lower survival rates, placing those communities at a double disadvantage. 
This systematic review explored the barriers and facilitators to engaging with bystander CPr in 
deprived communities.

Methods: Studies were eligible for inclusion if they addressed any barrier or facilitator to 
performing bystander CPr or being trained in CPr or training others. Studies had to either be 
set in a deprived area or examine a deprived population. Selected studies were published 
between January 2000 and December 2017 and reported on primary research. No language 
limitations were applied. Searches were conducted in the following databases: Cumulative 
index to Nursing and Allied Health Literature (CiNAHL), MeDLiNe, PsyciNFO, PubMed, and 
web of Science Core Collection. Unpublished ‘grey’ literature was also searched as well as the 
reference lists of any relevant studies.

results: The systematic review highlighted several main factors acting as barriers or facilitators 
to engaging with bystander CPr in deprived communities: (1) the willingness to learn or 
perform CPr, (2) the confidence to perform CPr, and (3) self-reported likelihood of performing 
CPr. The review also revealed additional barriers to engaging with CPr which are specific to – 
or more acute for – individuals from socioeconomically deprived backgrounds or areas.

discussion: we found little evidence suggesting that the willingness to perform or learn 
bystander CPr is lower in deprived communities compared to the general population. 
However, the confidence to perform CPr in deprived communities was affected by some 
measures of socioeconomic status. The results also crucially highlighted other barriers more 
acute in deprived communities: the risk to personal safety in administering CPr; the fear of 
legal consequences; and the lack of community cohesion and other cultural barriers.
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is a family member.6 However, a number 
of barriers often prevent people from 
performing bystander CPr, regardless of 
whether they are CPr trained or not. 
Some of these barriers include a 
reluctance to perform CPr on a 
stranger,5 particularly if the victim seems 
unkempt or under the influence of drugs 
or alcohol,7 a fear of being sued,8,9 or a 
fear of performing CPr wrongly and of 
potentially doing more harm than 
good.5,10,11

Countries that have renewed their 
efforts to increase the number of people 
trained in CPr have seen significant 
improvements in their OHCA survival rates. 
For instance, in Sweden, a CPr training 
policy which saw a third of the total 
population trained over three decades 
resulted in an increase in OHCA survival at 
1 month from 5% in 1992 to 11% in 
2011.12,13 A similar strategy in Denmark 
resulted in a rise in overall survival to 
discharge from hospital from 6.5% to 
19.1% between 2001 and 201014.

rates of bystander CPr are generally 
lower in socially and economically 
deprived areas, in rural areas, and within 
certain ethnic populations.9–11 Sasson 
et al.15 found that victims of OHCA in 
low-income black neighbourhoods in the 
USA were less likely to receive bystander 
CPr than those in high-income white 
neighbourhoods. Another study in North 
east england found that residents living 
in the least deprived areas were 
significantly more likely to receive 
bystander CPr than those in the most 
deprived.16

Besides the fact that they are less likely 
to receive CPr, people living in socially 
deprived communities are also less likely to 
be trained in CPr. Studies have found that 
lower education and lower incomes were 
associated with a decreased likelihood of 
being trained in CPr.17,18 Furthermore, 
Anderson et al. analysed data on over 13 
million people who had received CPr 
training across all 3143 counties in the 
USA between 2010 and 201. They 
concluded that the rates of CPr training 
were lower in black and minority ethnic 
communities and in lower income 
households.19 However, it is still unclear 
why people living in deprived communities 
are less likely to give life-saving CPr and 
what factors could improve this.

Therefore, the aim of this systematic 
review was to identify the barriers and 
facilitators perceived by individuals in 
socioeconomically deprived 
circumstances to engage with bystander 
CPr. we defined the term ‘engaging 
with bystander CPr’ as encompassing 
the willingness/confidence to learn CPr, 
to perform bystander CPr, and to teach/
encourage others to learn/engage with 
bystander CPr.

Methods
This systematic review was conducted 
according to a registered (PrOSPerO 
CrD42017081944) and published 
protocol.20 Studies were eligible for 
inclusion if they addressed any barriers 
or facilitators to performing bystander 
CPr for OHCA or being trained in CPr 
or training others, from a potential OHCA 
bystander’s perspective. The following 
data items were sought: authors; 
country; year of data collection; study 
aims; sample; design; and barriers/
facilitators outcome measures and 
analysis themes. An inductive approach 
was used to identify barriers and 
facilitators in keeping with definitions 
proposed by Bach-Mortensen et al.21 
Facilitators were defined as any factor 
that contributes to the delivery of 
bystander CPr. Barriers were defined as 
any factor that obstructs the delivery of 
bystander CPr. Studies had to either be 
set in a deprived area or examine a 
deprived population. Selected studies 
were limited to those published between 
January 2000 and December 2017 and 
reported on primary research. No 
language limitations were applied.

Search strategy and selection 
criteria
Searches were run on 5 December 2017 
in the following: CiNAHL, MeDLiNe, 
PsyciNFO, PubMed (Ahead of Print 
Citations and articles published in the 
last 6 months only) and web of Science 
Core Collection (Science, Social 
Sciences and Arts and Humanities 
Citation indices; Science and Social 
Science & Humanities Conference 
Proceedings and Books Citations 
indices; and emerging Sources Citation 
index). (See sample search strategy, S1 

in Supplementary Materials.) Search 
results were examined for relevant 
studies already known to the review 
team. Selected search terms were used 
in Google.co.uk, experts contacted, and 
reference lists checked for further 
studies.

we excluded studies that only 
addressed bystanders’ use of 
defibrillation as our focus was on the 
second stage in the chain of survival 
(‘early CPr’)21 and the defibrillation 
evidence was recently reviewed.23 we 
included any age group from all 
community settings (e.g. homes, 
schools, workplaces, public and private 
communal spaces for lay perspectives). 
we excluded studies with people trained 
and certified in CPr as part of their 
professional (including medical and 
pharmacy students), statutory (e.g. care-
home staff) or voluntary roles, and 
studies set in medical and primary, 
secondary, and tertiary healthcare 
settings. Qualitative, quantitative, and 
mixed methods studies were eligible 
provided they collected primary data or 
conducted secondary analysis of existing 
data. Conference abstracts and 
unpublished ‘grey’ literature were also 
eligible and were sought through web 
searches, informal stakeholder interviews 
(from the wider project team), and our 
study advisory group. The reference lists 
of all relevant reviews were checked for 
additional studies to reduce the risk of 
bias through omitted inclusion of relevant 
papers.

Systematic reviews, evidence-based 
guidelines, and opinion pieces were 
excluded. Studies were eligible if they 
used any indicator of socioeconomic 
deprivation for the setting or sample 
including, but not limited to: educational 
status; employment status; income; 
occupation; poverty; social change; 
social class; social condition; or 
neighbourhood/area status. Study 
findings could report entirely from a 
socioeconomically deprived population 
or area or be segmented by a 
socioeconomic indicator and report from 
a deprived sub-population or area. For 
studies where the whole sample was 
from a socioeconomically deprived 
population or area, the deprivation 
criteria was required to be reported by 
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the study’s authors. The review was part 
of a wider study to inform the 
development of an intervention for 
deprived UK communities, thus only 
studies from Organisation for economic 
Co-operation and Development (OeCD) 
member countries were eligible (http://
www.oecd.org/about/
membersandpartners). These tend to 
have high-income economies but may 
also have socio economic inequalities 
and deprived communities.

10% of records were double-screened 
on title and abstract by two reviewers to 
pilot the screening checklist. Following 
refinements, a further two batches of 
10% of records were triple-screened on 
title and abstract by reviewers until high 
agreement was reached. Disagreements 
over inclusion were resolved by 
discussion. The remainder were single-
screened by the same three reviewers. 
Coding conflicts mostly related to the 
reason for excluding a record, not 
whether it should be included or 
excluded. A disproportionately large 
number of full-text studies required 
assessment against the inclusion criteria 
as it was unclear from study records 
whether findings were segmented by 
socioeconomic indicators or not. A full-
text fast-screening stage was developed 
to assess the deprivation inclusion 
criterion only. Two reviewers single-
screened full texts, using socioeconomic 
terms and deprivation terms from our 
search strategy. if no deprivation terms 
were identified, they closely read the 
sample and setting sections, and the 
results text and tables. The remaining full 
texts were assessed independently 
against the complete inclusion checklist 
by one reviewer performing the 
assessment and another checking the 
decision. Disagreements over inclusion 
were resolved by discussion.

Critical appraisal
A quality assessment was made of all 
studies, using an appropriate tool by 
study design: the CASP Qualitative 
Checklist,24 the NiH Quality Assessment 
Tool for observational cohort and  
cross-sectional studies,25 and the NiH 
Quality Assessment Tool for before-after 
(pre-post) studies with no control group.26 

we deviated from the tools stated in the 
protocol as none were suitable for the 
latter two study designs. One reviewer 
applied the criteria to assess the quality 
of the included papers. A second 
reviewer made a detailed check of all the 
assessments. Any discrepancies were 
resolved through consensus.

Data analysis
relevant data were extracted into a 
customised form: aim, design, country 
and year of data collection, sample and 
setting, outcome measures, and findings. 
For studies where the sample was 
segmented by a socioeconomic 
indicator, only data related to the 
deprived sub-population or area were 
extracted. Data were extracted by one 
reviewer and a proportion checked for 
accuracy by a second. review authors 
were not contacted for missing data. The 
extracted data (outcome measures and 
results) were heterogeneous, so neither a 
quantitative nor a qualitative meta-
analysis was appropriate. To inform the 
narrative synthesis, data were organised 
thematically, and the analysis was refined 
through discussion. Significance and 
p-values are reported if they were 
provided in the original articles.

results
The searches produced 1219 unique 
records to be screened against our 
criteria, with 338 assessed as full-text 
articles (see Figure 1). Nineteen studies, 
reported in 21 papers, met the criteria 
and were included for analysis.7,27–46 
Characteristics of included studies are 
listed in Table 1. Four studies were rated 
on the quality of their methods as ‘good’ 
(their findings had a low risk of bias); eight 
were rated as ‘fair’; and seven were rated 
as ‘poor’ (their findings had a high risk of 
bias) (See S2 in Supplementary 
Materials). Most studies were conducted 
in europe (n = 8; from Denmark, england, 
France, ireland, italy, Spain (n = 2), 
Sweden), followed by North America 
(n = 6; United States), Asia (n = 3; from 
Japan (n = 2), South Korea), and Australia 
(n = 2). All were published articles (no grey 
literature), published between 2000 and 
2017 with data collected between 1998 
and 2015 (unreported by three studies).

Socio-demographic indicators
Six studies (reported in eight articles) 
specifically targeted a socioeconomically 
deprived population or area.29,36–39,41-43 
Four were studies in deprived urban 
neighbourhoods in the USA29,39–43 
described as having ‘economic 
disadvantage’, ‘lack of health insurance’, 
and being ‘underserved’: three in 
predominantly African American 
neighbourhoods (one qualitative 
study,42,43 and two surveys)29,39 and one 
qualitative study in a Latino 
neighbourhood.41 A UK intervention 
study recruited from a drug dependence 
unit, hostels for homeless people and 
primary care facilities38 and a Danish 
intervention study took place in a rural 
area with lower educational levels and 
higher unemployment and absence due 
to illness rates than the rest of 
country36,37 (See S3 in Supplementary 
Materials for full descriptions of 
indicators). The remaining 13 studies 
were cross-sectional general population 
surveys and were eligible because the 
sample was segmented by a socio 
economic indicator with findings 
reporting potential barriers or facilitators 
for the lowest category of the socio-
demographic indicator. eight studies 
reported findings by education 
level,28,30,33,34,44–46 six by employment 
status or social class,27,28,31,32,33,40 four 
by household income,30,40,45,46 and one 
by neighbourhood income.35 (Some 
studies reported by more than one 
indicator.)

A synthesIs of fIndIngs froM 
the Included studIes
Learning bystander CPR
Six studies examined willingness to learn 
CPr, the feasibility of teaching it in 
schools, or barriers to 
learning.27,29,35,39,41–43 Three surveys27,29,39 
explored willingness to learn CPr, 
among untrained populations. A Swedish 
population survey27 indicated that people 
with a lower social-economic 
classification (unemployed or manual 
work) were willing to learn CPr, although 
at lower levels than professionals and 
students/military. Two small surveys29,39 
set in low-income, predominantly African 
American urban neighbourhoods found 

http://www.oecd.org/about/membersandpartners
http://www.oecd.org/about/membersandpartners
http://www.oecd.org/about/membersandpartners
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mixed results: a survey in Pennsylvania of 
a mixed age group found a high 
proportion of participants were willing to 
learn CPr;39 however, results were much 
lower in a survey with older respondents 
in Florida.29 The latter also found that few 
respondents were aware of places where 
CPr training took place or who to 
contact to attend. A further survey found 
that schools sited in below-average 
income Barcelonan neighbourhoods 
were as likely to be assessed as suitable 
for CPr training as average and above-
average neighbourhoods.35

Two qualitative studies in lower income 
predominantly Latino41 and African 

American42,43 city communities found 
that residents may be less motivated to 
participate in CPr classes when learning 
CPr was not a job requirement. These 
studies also found financial barriers 
related to the high cost of attending 
classes, and difficulties finding transport 
and childcare to attend.

Willingness to perform  
bystander CPR
Seven surveys31,32,34,39,45,46 and one 
intervention study22,24 measured 
willingness to perform bystander CPr, 
some for CPr on specific 
victims.36,37,39,46 Four cross-sectional 

surveys measured willingness to 
perform bystander CPr and found few 
differences by socio economic status. 
A general population survey revealed 
that willingness to perform CPr did not 
vary significantly by social class in 
ireland.32 However, the survey question 
was asked only of those who had 
received CPr training in the last 5 years 
and respondents from lower 
socioeconomic classes were 
significantly less likely to have had 
training (p < 0.0001), meaning few 
would have been asked this. Using two 
hypothetical scenarios (CPr under 
one’s own initiative and telephone-

Figure 1.
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assisted compression-only CPr), a 
large survey in Japan measured 
willingness to perform basic life 
support, which it reported by 
occupation:31 there was no difference 
between students and those with no 
secure employment. The third survey, in 
a South Korean city, found no difference 
in willingness to perform CPr based on 
monthly income but willingness 
increased with level of education (from 
middle school graduate or under, to 
high school graduate, up to college 
graduate or higher (p < 0.001)).45 A 
small survey in France found no 
differences by education level 
associated with preferred techniques to 
perform bystander CPr (manually, by 
automated device, or no preference 
(p = 0.09)).34

A survey in a low-income, 
predominantly African American urban 
neighbourhood39 found that a high 
proportion of respondents were willing to 
perform CPr ‘on anyone’. Of the three 
other studies that measured willingness 
to perform bystander CPr on specific 
groups or victims, neither a lower level of 
income nor level of education made a 
difference to survey responses. A small, 
New York survey46 found no significant 
differences in the rates of willingness to 
perform hands-only CPr on a stranger, 
when analysed by income (p = 0.82) or 
education level (p = 0.16) Similarly, a small 
italian survey on newly CPr-trained 
community members7 found no 
differences in rates of willingness to 
perform CPr on an unknown adult 
(p = 0.670) or child (p = 0.661), when 
analysed by educational attainment. 
Finally, a before-and-after study 
evaluated a bystander CPr intervention 
on an island with higher levels of 
unemployment and low educational 
attainment in relation to the rest of 
Denmark.36,37 Although the intervention 
had no significant effect (p = 0.15), 
participants were as willing to perform 
CPr (chest compressions only) on a 
stranger before as after the intervention 
(85% and 87%, respectively). The 
reasons study respondents gave for 
being unwilling to provide CPr to a 
stranger was because they did not know 
how to give CPr or were afraid of doing 
harm.36
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Confidence to perform  
bystander CPR
Nine studies examined respondent’s 
confidence in administering bystander 
CPr.28,30,33,36,37,38,39,40,41,43,44 Five general 
population surveys reported their findings 
by socioeconomic status28,30,33,40,44 and 
provided a mixed picture regarding 
confidence to perform CPr, with some 
socioeconomic factors affecting 
confidence more than others. A general 
population survey in ireland found no 
demographic differences, including social 
class, among the respondents who had 
been recently trained but still had 
concerns, like lack of confidence.33 A 
survey in washington, USA,44 found level 
of education had no effect on confidence 
to administer CPr, whether trained or 
not. Conversely, a small survey in Spain28 
found that participants with ‘elementary 
[education] or no studies’ were almost 
three times more likely than the rest 
(odds ratio (Or) = 2.7; 95% confidence 
interval (Ci): 1.4–5.5) to respond that they 
felt incapable of performing CPr (90.3%) 
(p = 0.005), but occupations were not a 
significant factor with regard to 
confidence (p = 0.05). Similarly, in a large 
survey in Japan,40 working status had no 
effect on confidence in people’s abilities 
(for chest compressions, p = 0.178 or 
rescue breathing, p = 0.298) but 
household income did; those in highest 
income brackets were significantly more 
likely than those in the lowest to be 
confident in their ability to perform chest 
compressions (p = 0.045). One survey 
measured confidence to initiate 
bystander CPr on specific people – 
family members.30 The large survey in 
Central Queensland, Australia, found that 
people with a lower education level and 
lower household income were less likely 
to feel confident at administering CPr to 
a family member if required. Confidence 
increased with income (from 63% on the 
lowest income to 85% on the highest) 
and level of education (from 57% with 
⩽10 years to 77% with >15 years). 
Survey respondents with 11 or more 
years of education were as much as two 
and a half times more confident to initiate 
CPr if a family member collapsed than 
those with less education (p-values 
unreported for individual bands, none 
were < 0.05).

A qualitative study42,43 that used focus 
groups with residents from an 
economically disadvantaged, 
predominantly African American 
community in Columbus, Ohio, indicated 
that low confidence in one’s capability to 
perform bystander CPr could be caused 
by lack of knowledge about how and 
when to perform CPr and confusion 
caused by guidelines changing. A small 
survey with older respondents in a lower 
income, predominantly African American 
Florida city neighbourhood found between 
16% and 20%, who had been trained in 
CPr did ‘not feel at all comfortable with 
their CPr skills’ (p. 66).39

Finally, two training interventions 
targeted at increasing engagement with 
CPr facilitated an improvement in their 
confidence and capability to perform 
bystander CPr.36,37,38 in a post-training 
survey in england, more injecting drug 
users felt confident to undertake CPr 
with a person who had overdosed than 
before38 and residents on a Danish island 
with higher unemployment and lower 
educational attainment than the national 
average had a small increase in 
confidence at providing CPr after 
training and media campaigns.36,37

Likelihood of performing  
bystander CPR
Two studies examined the perceived or 
declared likelihood of administering 
bystander CPr if the situation arose.33,41 
in a large household survey in 
Queensland, Australia,33 both 
employment status (p < 0.001) and 
education level (p < 0.001) were found to 
be significantly associated with the 
likelihood of performing bystander CPr. 
The article did not report the significance 
of individual levels of education or 
occupation, but proportions for declaring 
they were ‘extremely likely’ to perform 
bystander CPr ranged from those on 
home duties (44%) and unemployed 
(52%) to full-time workers (62%) and 
students (67%); and from those who had 
completed primary school (38%) to 
‘trade/tech/dipl.’ (63%) education level. 
The same survey identified that neither 
employment status nor education level 
had a significant association with 
whether they were more or less likely to 
perform CPr on an elderly victim. in a 

qualitative study41 in a low-income, 
predominantly Latino city neighbourhood 
in Colorado, a commonly cited barrier 
affecting residents’ likelihood of 
performing bystander CPr was the age 
and sex of the bystander being different 
to the victim’s. residents also expressed 
that the existence of Latino and Black 
gangs in their own communities may 
make bystanders less likely to get 
involved in performing CPr, depending 
on the race of the victim involved.

Other factors influencing delivery of 
bystander CPR
Risk to personal health and safety
Five studies raised the issue of personal 
risks from performing bystander 
CPr.32,36,37,39,41–43 Fear of catching a 
disease or infection from administering 
mouth-to-mouth ventilation was raised 
by focus group participants in two 
qualitative studies41–43 and in one small 
survey,39 all conducted in lower income, 
predominantly minority ethnic 
neighbourhoods in three US cities. Fear 
was also cited as a barrier to performing 
CPr by some survey respondents on an 
island with higher unemployment and 
lower educational attainment compared 
with the rest of Denmark gave for being 
unwilling to provide CPr to a 
stranger;36,37 and by participants in a 
household survey in ireland who had 
been recently trained in CPr.32 Two 
qualitative studies41–43 identified that 
being in a location which may place the 
bystander in danger, for example, at risk 
of being attacked or robbed was also 
perceived as a potential barrier to 
performing CPr.

Fear of legal consequences
Four studies, three from the USA, 
revealed that fear of legal consequences 
may be a barrier to bystander 
CPr.32,39,41–43 Two qualitative studies 
reported that the fear of lawsuits and 
legal consequences acted as a main 
barrier to performing bystander CPr 
among the participants from lower 
income Latino41 and African 
American42,43 urban neighbourhoods. A 
small survey with older respondents in a 
lower income Florida city neighbourhood 
found the same,39 as did the household 
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survey in ireland, for those who had been 
recently trained but had concerns.32

Lack of community connectedness
Two qualitative studies found that 
engaging in CPr was difficult in the 
economically disadvantaged, 
predominantly African American 
community in Columbus, Ohio,42,43 and 
the predominantly Latino community in 
Denver, Colorado,41 owing to a 
heightened lack of community 
connectedness. in focus groups in both 
cities, some residents conveyed that they 
did not know their neighbour or felt 
emotionally disconnected from them. 
This disconnection made them more 
reluctant to assist a victim in the street 
whom they did not know.

Cultural barriers for a specific community
A qualitative study,41 where participants 
were from lower income, predominantly 
Latino neighbourhoods in Denver, 
Colorado (USA), raised additional 
culturally specific factors for engaging 
with bystander CPr in their communities. 
Participants feared that if they 
administered bystander CPr, they would 
be asked for identification or blamed for 
the victim’s condition when police and 
paramedics arrived on scene. Language 
concerns and touching someone in a 
way that could be perceived as 
inappropriate were cited as additional 
barriers to performing bystander CPr.

dIscussIon
The review identified key barriers and 
facilitators that impact on the ability of 
individuals who live in socioeconomically 
deprived circumstances in OeCD nations 
to engage in bystander CPr: the 
willingness to learn or perform CPr; the 
confidence to perform CPr; and self-
reported likelihood of performing CPr. 
Additional identified barriers and 
facilitators to engaging with CPr 
appeared to be specific for individuals 
from socioeconomically deprived 
backgrounds or areas. Few studies 
measured the self-reported likelihood of 
performing CPr.

As previously identified,18 the findings 
indicate that many people in within the 
included study settings were willing to 

learn CPr, regardless of their level of 
education or income. However, lower 
community affluence or socioeconomic 
backgrounds of participants appeared to 
impact on the likelihood of individuals 
receiving training.19,47 Findings from 
some studies suggest that low levels of 
motivation to become trained if it is not a 
job requirement, unaffordability of 
training, or inaccessibility of training due 
to lack of childcare, all acted as barriers 
with their study contexts.41–43 The review 
identified that individuals’ confidence in 
their ability to perform bystander CPr 
was mixed. Some measures of 
socioeconomic status appear to affect 
confidence levels more than others. 
Overall, populations with low education 
or household income levels appear to 
have low confidence in administering 
CPr to either a family member or a 
stranger. This review revealed other 
barriers to engaging with CPr: the risk to 
personal health linked to the 
environment, a fear of legal 
consequences, a lack of community 
cohesion, and a number of cultural 
barriers. Moreover, in some of the 
deprived communities that were studied 
in this review, there was a perception 
potential risk to bystanders’ safety from 
helping victims in situations where they 
themselves could be robbed or attacked.

Since the systematic search for 
studies in December 2017 and the 
results were synthesised, two relevant 
studies have been published. (The 
search strategy was rerun in Medline 
only, in August 2020.) A cross-sectional 
survey of public gatherings in Baltimore, 
USA,48 found that those from the high-
poverty areas (27% of all respondents) 
preferred instructor-led CPr training and 
that most disliked the idea of training 
occurring at a local learning station (at 
events or in shops) and preferred 
libraries. Non-college graduates (46% of 
all respondents) preferred school settings 
as well as instructor-led education. The 
survey found that preferences for training 
locations and formats were comparable 
across all respondents. A small 
prospective survey by the same authors 
conducted before and after free 
community compression-only CPr 
classes in Baltimore49 found that a lower 
level of education (29% of all 

respondents) increased the likelihood 
that participants feared being sued or 
risk of disease or hurting someone and 
were unlikely to perform CPr on 
strangers or family, even after training. 
Household income was not found to 
affect the likelihood of performing CPr. 
Neither of these studies substantially 
alter our results.

The findings from this review have a 
number of implications for the 
development of interventions aimed at 
improving bystander CPr in deprived 
communities. Although such populations 
show a willingness to learn CPr, they are 
often among the least trained in CPr. 
Therefore, interventions to support 
bystander CPr must make training more 
flexible, affordable, and accessible to 
people in deprived communities. More 
education needs to occur and to be 
targeted at deprived communities 
focusing not only the practical skills to 
give bystander CPr but also the 
confidence that anyone may be ‘CPr 
ready’ and capable to give bystander 
CPr, even if they are weaker or disabled, 
or at least that they may be able to give 
help. The findings of this review informed 
the analysis of a qualitative research 
study on bystander CPr with deprived 
communities in Scotland which identified 
similar individual and environmental 
barriers to be targeted through tailored 
interventions.50

lIMItAtIons
A key limitation of the review’s method 
was the range of proxy socio-
demographic indicators used for 
signifying a socially or economically 
disadvantaged community. Some of the 
included studies were unambiguously 
conducted with people living in deprived 
circumstances. Other studies employed 
single indicators like low educational 
attainment or large geographic areas 
where employment status and incomes 
were averaged across all residents are 
more uncertain for labelling the 
respondents as living in deprived 
circumstances. Other limitations include 
the potential for introducing reviewer bias 
and missing relevant studies by single-
screening at the ‘fast screening’ stage, 
as none of the papers excluded were 
double-checked. Few of the included 
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studies’ main aims were to identify 
barriers and facilitators of bystander CPr 
in deprived communities. Many of the 
included (and excluded) surveys 
collected barriers and facilitators data but 
did not analyse all outcome measures by 
socio-demographics. Finally, thresholds 
for deprivation may not be defined in the 
same way across countries. This had an 
impact on the way the studies presented 
their results and made it difficult to 
compare findings.

conclusIon
This review suggests that people living in 
deprived communities in different contexts 
face significant and specific barriers to 
becoming ‘CPr ready’. Tailored 
interventions for deprived communities 
are required to increase engagement with 
bystander CPr, including information and 
awareness raising (through context-
specific and community-led social 

marketing campaigns) and more 
innovative and accessible CPr training 
(through peer and social network 
interventions, online, shorter and cheaper 
CPr training, support for childcare, and 
transport costs).
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