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General practice and preventive health care:
a view through the eyes of community members
Danielle Mazza, Lyndel K Shand, Narelle Warren, Helen Keleher, Colette J Browning and Emma J Bruce

A

key focus of recent health reform in
Australia is improving the delivery
of preventive care through general
practice.1 General practice is particularly
well placed to deliver such care, because it
is often the first point of contact that an
individual has with the Australian health
care system,2 it provides continuing care
over the life cycle3 and it is used by a large
proportion of the population (nearly 90%
of Australians attend a general practitioner
at least annually).3
However, preventive care interventions
in general practice remain underutilised,4
forming the primary reason for the consultation in only seven of every 100 clinical
encounters.5 Concern has been expressed
about poor uptake and impact of, and the
lack of clear health outcomes6 from, recent
financial incentives to encourage the delivery and uptake of measures for prevention
of chronic disease in general practice. Pivotal to this may be that many patients are
unclear about how prevention fits into
their primary care consultation,7 and have
an incomplete understanding about risks
and preventive actions.8 Structural and
organisational factors and professional
behaviours may also be problematic.9
Our aims in this study were to explore
participant engagement with preventive
care delivered by GPs, and their sense of
the effectiveness of that care, and to identify barriers and enablers to the uptake of
preventive care in general practice through
focus group discussions with community
members.

ABSTRACT
Objective: To identify barriers to, and enablers of, the uptake of preventive care in
general practice from the perspective of community members, and to explore their
sense of the effectiveness of that care.
Design, participants and setting: Qualitative study involving 18 focus groups
comprising 85 community members aged over 25 years, from two areas of metropolitan
Melbourne that were identified as being of high and low socioeconomic status (SES).
The study was performed between 25 May and 9 December 2010. Groups were stratified
by age, sex and location (high or low SES).
Main outcome measures: Factors related to practitioners, patients and structure and
organisation that may act as barriers to and/or enablers of preventive care in general
practice.
Results: Participants saw preventive care as legitimate in general practice when it was
associated with concrete action or a test, but rated their general practitioners as poor at
delivering prevention. Trust, rapport and continuity of care were viewed as enablers for
participants to engage in prevention with their GP. Barriers to participants seeking
preventive care through their GPs included lack of knowledge about what preventive
care was relevant to them, consultations focused exclusively on acute-care concerns,
time pressures and the cost of consultations.
Conclusions: A disconnect exists between patient perceptions of prevention in general
practice and government expectations of this sector at a time when general practice is
being asked to increase its focus and effectiveness in this field.
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Ethics approval for the study was
obtained from the Monash University
Human Research Ethics Committee.
RESULTS
Participants understood prevention to mean
taking action to maintain a person’s current
level of health as well as acting to avoid
negative health events, and described prevention as involving self-initiated health
practices, such as diet and exercise, together
with visiting a GP on a regular, typically
annual, basis for a check-up to allow for
early detection of any problems. Themes
and sample quotes from focus group discussions are shown in Box 2 and Box 3.
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General practitioner-related enablers
and barriers to preventive care
Trust, rapport and continuity of care were
key enablers. Participants viewed GPs as
trusted authorities on health-related matters
and felt that providing information in relation to preventive activities was a key
responsibility of GPs. Having a regular GP,
and being able to access services when
required were viewed as central to establishing a positive rapport with their GP, which
in turn facilitated discussion and receptiveness to recommendations to participate in a
specific preventive care activity.
GPs were, however, perceived as being
focused on acute care. Opportunistic preventive care occurred infrequently, as GPs
were not generally proactive in their
approach. Acknowledged causes were lack
of time and resources, and concentration on
diagnosis and management. Some participants described their GPs as resistant to
particular preventive activities that they as
patients requested (eg, flu vaccination),
seemingly because the GP was not convinced of the need for such measures.
As a result of going to different GPs over
time, some participants had encountered
conflicting opinions in relation to preventive care (eg, using cholesterol-lowering
medication or aspirin). This resulted in
scepticism and uncertainty. In contrast, in
those for whom secondary prevention was
more pertinent, chronic disease acted as a
trigger to have a regular doctor.
Patient-related enablers and barriers to
preventive care
Family history was a key component of a
“personal risk assessment” that participants
undertook and provided a critical motivator
for preventive action and increased awareness of preventive activities. Participants felt
that GPs did not usually enquire about
family history, and that it was therefore their
responsibility to raise this. Conversely, those
with no evidence of a relevant family history
(eg, heart disease) felt that GP-delivered
prevention was irrelevant, as they perceived
their level of risk as low.
Participants felt ignorant about what prevention they needed to undertake and
when. They wanted to be better informed so
that they could take action. Receiving
reminders or letters of invitation from their
GP prompted action, particularly if these
targeted their age or life-stage.
Participants were generally ambivalent
about the role of prevention in prompting

2 General practitioner-centred themes and sample quotes from focus groups
Perceptions of the effectiveness of general practice-delivered preventive care
I’d say a [score of] three [out of 10], but there’s nothing that they do that’s preventative. Like, you
just go in and say, blah, this is what’s wrong with me and then they say, Here take this. Goodbye.
(Woman, 44 years, high SES area)
In my case, probably not very good, probably a [score of] five [out of 10], and that’s only because
I ask questions. If I didn’t ask questions, I probably wouldn’t get any information. (Woman, 59
years, low SES area)
General practitioner-related enablers to preventive care
General practitioner recommendation
If the doctor thought that I needed it, like if I complained about low energy levels or sugar highs
or lows or whatever. . . and if she said “you should get your blood tested”, I’d go along with it.
Yeah, because if she recommended [a preventive procedure] . . . if [she] thinks you’re going all
right, [she won’t] suggest it to me. So if she recommended it to me, I’d take the
recommendation. (Man, 26 years, low SES area)
Rapport with general practitioner
If they have a good rapport with you, you are more likely to ask for extra things and feel more
confident with them. Otherwise, it’s just in out. You feel like it’s a bit of an in-out production line.
(Woman, 46 years, high SES area)
Trust in general practitioner
I’ve got a wonderful doctor. . . when I go [to my doctor], she goes into everything. How am I?
How have I been feeling? Is anything bothering me? Is this medication good? She’s absolutely
wonderful, and then twice a year, I will go in, and I have to strip and she’ll look over all my body
for little moles. I have incredible trust in this one . . . she’s absolutely brilliant, so I have huge trust
in her. (Woman, 67 years, high SES area)
General practitioner-related barriers to preventive care
Acute-care focus
When I go to the GP, they just concentrate more on the consult that you have at that moment.
They don’t really [do more]. Because most of the times [when] I see [them], they are very busy
and tend to finish off with you in 5 minutes. They just listen to what you have and then, Take
Panadol or some other thing, because they have other patients waiting. I think we need to
spend enough time actually with them and [talk about] the whys and what are the actions I can
take to be more proactive. (Man, 29 years, high SES area)
Approach to prevention
One factor may be the traditional approach of medicine in the past being more detective as
opposed to preventative. The preventative approach is becoming more in vogue now than it
was previously, so perhaps the more old-school, traditional GP had a more detective approach.
(Woman, 32 years, high SES area)
General practitioner resistance to preventive activity
He actually dissuaded me from having the flu injection. (Woman, 68 years, high SES area)
Conflicting opinions among general practitioners
My doctor put me on Astrix, you know, the very-low-dose aspirin, and then this other doctor
heard about it and he said, Oh, no. Don’t take them. Don’t take any aspirin. They’re blood
thinning things. (Man, 74 years, high SES area)
SES = socioeconomic status.

an encounter with their doctor. Most
reported seeing a doctor only when they
needed attention for acute health problems. Patients felt that preventive care was
only legitimate in general practice when it
was associated with concrete actions or
tests, such as cholesterol tests and Pap
smears.
Many were also unaware of preventive
activities that qualified for Medicare rebates
(eg, the 45–49-year-old health assessment),
with very few participants being offered this
or similar services by their GP.
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Organisational and structural enablers
and barriers to preventive care
Government screening initiatives (eg, the
National Cervical Screening Program and
BreastScreen) were well accepted by participants, with many reporting that they were
regularly screened within the specified time
frame, prompted by the clear screening
schedule and recall system.
Critical barriers were the difficulties
patients experienced in accessing a GP (getting an appointment) and having only limited consultation time with the GP. Many felt
181
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that if preventive care services were organised more effectively and conveniently (such
as workplace-based screening programs like
WorkHealth Checks run by Worksafe Victoria, which were highly praised), they would
be more inclined to participate. There was a
general lack of awareness of the role of
practice nurses in the delivery of preventive
care in the general practice setting. Consultation costs and out-of-pocket expenses
were frequently cited as barriers to preventive care.
Perceptions of the effectiveness of
general practice-delivered preventive
care
Many participants rated their GP’s effectiveness in delivering preventive care as poor
because of time constraints and perceived GP
focus on acute health care issues. Participants
(particularly those without a regular GP)
commented that preventive advice was often
superficial (eg, a broad statement like “you
need to lose weight” rather than specific
advice), as GPs appeared complacent and did
not always attempt to ascertain or address the
issues underlying risk behaviours (eg, low
self-esteem, relationship problems).
Findings related to age, sex and
location
Younger participants were less likely to have
an established relationship with a GP and,
unless they had a family, did not perceive
that prevention undertaken in the general
practice setting (as opposed to lifestyle
change) was relevant to them.
Men noted that responsibility for preventive care rested with a female family member, particularly a wife, who would prompt
them to visit their GP or make appointments
for preventive health activities. Many
bemoaned the lack of clear screening guidelines for issues specific to men’s health, such
as prostate cancer.
We did not note any major differences
between groups conducted in different
socioeconomic areas in relation to the perceived barriers to and enablers of preventive
care in general practice that were identified.
DISCUSSION
Trust in the GP (as described in other studies examining health outcomes12), rapport
and continuity of care were principal enablers of prevention, as was having a diagnosis
or family history of chronic disease. Key
barriers were lack of participant knowledge
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3 Patient-centred themes and sample quotes from focus groups
Patient-related enablers to preventive care
Awareness of family history
I have looked at my family health, which is not good. My father died of a heart attack when he was
young, so did my mother. They both had diabetes . . . so it pays me to have a blood test for diabetes
and if they find something they would send you for a further test. (Man, 72 years, high SES area)
Reminders to attend
This year they actually sent the reminder letter, so I had to go to my doctor, get a referral letter
and then make an appointment. So that prompted me, I would have probably otherwise forgot.
(Man, 32 years, low SES area)
Age- or life-stage-targeted prevention
The doctor should say, “You’re getting to that age where perhaps you could consider doing this
on a fairly regular basis”. (Man, 68 years, high SES area)
Encouragement from female family members
My sister actually said to me, “You really should go and get a full medical done.” Yeah, so she
was probably the prime driver behind it. (Man, 60 years, low SES area)
Patient-related barriers to preventive care
Lack of awareness of preventive activities
I think prevention requires some identification, but you can’t prevent it if you don’t know that it
even exists, so someone has to identify it, what the problem is. (Woman, 65 years, high SES area)
Acute-care focus
People don’t often perceive your primary care setting as . . . something that you go to, to
prevent getting sick. In other words, I basically go to the doctor when I am sick. You know,
doctors are really busy and you don’t want to sit there and make an appointment and ask how
[you] can avoid getting diabetes and avoid getting sick, high blood pressure and that sort of
thing. (Woman, 42 years, high SES area)
Time
Other than being sick I rarely [go] to my GP because it’s not only [attending], it’s just trying to get
an appointment, having time to go and I know it’s just one appointment for 20 minutes but still
I find that I’m just so busy with so many other things. (Woman, 28 years, low SES area)
Organisational and structural enablers to preventive care
Established government-screening initiatives
The Pap smear register and BreastScreen Victoria, all those sort of things that send you out
reminders. (Woman, 58 years, low SES area)
Organisational and structural barriers to preventive care
Cost of consultation
I’ll sit through the 2-hour wait if they bulk-bill me. I’m happy to do that but the closest doctor to
me, where I can be bulk-billed is . . . an hour on the bus . . . and if it’s late at night, there are no
buses. (Woman, 43 years, low SES area)
Prevention, it has to be affordable. For example, if you go to a doctor that bulk-bills, it’s OK. But
if you have to go to a doctor that doesn’t bulk-bill eventually it costs people a lot of money.
(Woman, 59 years, low SES area)
SES = socioeconomic status.

about preventive care relevant to them and
lack of awareness of the Medicare initiatives
available to support preventive care in general practice. Other factors such as consultations being focused exclusively on acutecare concerns, time pressures and the cost of
consultations were consistent with results of
earlier studies.13,14
Our findings indicate that the strategy of
refocusing primary health care towards
prevention15 is only in its infancy and
requires more support from policymakers,
organisations and GPs themselves. It also
suggests that patients need to be involved in
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this conceptual shift towards prevention,
with initiatives aimed at enhancing health
literacy and engagement in preventive care
through general practice or other health care
providers. An example of a future such initiative may be development and implementation of a consumer guide to resources such as
the Royal Australian College of General Practitioner’s Redbook Guidelines for preventive
activities in general practice.16
A framework has previously been proposed to explore patient perceptions of general practice care, consisting of the domains
of first contact care, longitudinality, coordi-
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nation of care, comprehensiveness and the
doctor–patient relationship.17 Of these five
domains, participants spoke most about the
doctor–patient relationship as central to their
decision making about whether to pursue
the preventive activities suggested. This has
implications for policy changes that support
preventive activities by practitioners other
than GPs, such as nurses who are trusted by
patients, and whose role in prevention is
cost-effective18 and acceptable to patients
with specific disease states.19,20 It also confirms the need by GPs to identify relevant
family history,21 and to integrate this with an
individual’s clinical history and lifestyle risk
factors to develop, coordinate and facilitate a
clear program of preventive activity.
Despite the self-selection bias that may
limit our results and the fact that we did not
gather information about the general practice or practitioner participants attended,
our study is strengthened by the fact that we
incorporated the views of participants of a
wide range of ages. The extent to which our
findings can be generalised to national and
international contexts may also be limited,
because the study was conducted in a single
metropolitan region of Australia. In addition, we did not ask participants to rank the
barriers and enablers they described in
terms of importance.
Determining the barriers and enablers to
closing gaps in evidence-based practice is
essential to planning effective interventions.22 It is also essential for improving the
delivery of prevention in primary care. Pertinent to the current Australian context, our
study reveals a dissonance between community perceptions of prevention in general
practice and government expectations of this
sector of the health care system. Policymakers and the profession will need to take heed
of these perceptions and respond to these
concerns. Although not the subject of our
study, the views and perceptions of the profession in this quest are equally important.

Helen Keleher, PhD, FPHAA, Professor and
Head, Department of Health Social Science
Colette J Browning, MSc, PhD, FAPS, Director,
Primary Care Research Unit
Emma J Bruce, BAppSc(Hons), PhD, Lecturer,
Department of Health Social Science
Monash University, Melbourne, VIC.
Correspondence:
Danielle.Mazza@monash.edu

REFERENCES
1 Department of Health and Ageing. Building a
21st century primary health care system — Australia’s first National Primary Health Care Strategy.
Canberra: DoHA, 2010.
2 Keleher H. Why primary health care offers a more
comprehensive approach for tackling health
inequities than primary care. Aust J Primary
Health 2001; 7: 57-61.
3 Department of Health and Ageing. General practice in Australia: 2004. Canberra: DoHA, 2005.
4 Denney-Wilson E, Fanaian M, Wan Q, et al. Lifestyle risk factors in general practice — routine
assessment and management. Aust Fam Physician 2010; 39: 950-953.
5 Britt H, Miller GC, Charles J, et al. General practice activity in Australia 2008–09. Canberra: Australian Institute of Health and Welfare; 2009.
(AIHW Cat. No. GEP 25.)
6 Amoroso C, Harris MF, Ampt A, et al. The 45 year
old health check — feasibility and impact on
practices and patient behaviour. Aust Fam Physician 2009; 38: 358-362.
7 Slama KJ, Redman S, Cockburn J, Sanson-Fisher
RW. Community views about the role of general
practitioners in disease prevention. Family Practice 1989; 6: 203-209.
8 van Steenkiste B, van der Weijden T, Timmermans D, et al. Patients’ ideas, fears and expectations of their coronary risk: barriers for primary
prevention. Patient Educ Couns 2004; 55: 301307.
9 Mazza D, Harris MF. Improving implementation of
evidence-based prevention in primary care. Med
J Aust 2010; 193: 101-102.
10 Markovic M. Analysing qualitative data: health
care experiences of women with gynaecological
cancer. Field Methods 2006; 18: 413-429.
11 Braun V, Clarke V. Using thematic analysis in
psychology. Qual Res Psychol 2006; 3: 77-101.

12 Manderson L, Warren N. The art of (re)learning to
walk: trust on the rehabilitation ward. Qual Health
Res 2010; 20: 1418-1432.
13 Richmond R, Kehoe L, Heather N, et al. General
practitioners’ promotion of healthy life styles:
what patients think. Aust N Z J Public Health
1996; 20: 195-200.
14 Schellhase KG, Koepsell TD, Norris TE. Providers’
reactions to an automated health maintenance
reminder system incorporated into the patient’s
electronic medical record. J Am Board Fam Pract
2003; 16: 312-317.
15 Australian Government Preventative Health Taskforce. Australia: the healthiest country by 2020.
National Preventative Health Strategy — Overview. Canberra: Preventative Health Taskforce,
2009. http://www.health.gov.au/internet/preventativehealth/publishing.nsf/Content/
AEC223A781D64FF0CA2575FD00075DD0/$File/
nphs-overview.pdf (accessed Jul 2011).
16 Harris M, Bennett J, Del Mar C, et al; Royal
Australian College of General Practitioners “Red
Book” Taskforce. Guidelines for preventive activities in general practice. 7th ed. Melbourne:
RACGP, 2009. http://www.racgp.org.au/guidelines/redbook (accessed Jul 2011).
17 Buetow SA. What do general practitioners and
their patients want from general practice and are
they receiving it? A framework. Soc Sci Med 1995;
40: 213-221.
18 Raftery JP, Yao GL, Murchie P, et al. Cost effectiveness of nurse led secondary prevention clinics for
coronary heart disease in primary care: follow up
of a randomised controlled trial. BMJ 2005; 330:
707.
19 Voogdt-Pruis HR, Gorgels AP, van Ree JW, et al.
Patient perceptions of nurse-delivered cardiovascular prevention: cross-sectional survey within a
randomised trial. Int J Nurs Stud 2010; 47: 12371244.
20 Keleher H, Parker R, Abdulwadud O, Francis K.
The effectiveness of primary and community care
nursing in primary care settings. A systematic
literature review. Int J Nurs Pract 2009; 15: 16-24.
21 Dunlop K, Barlow-Stewart K, Giffin M. Family
health history — a role in prevention. Aust Fam
Physician 2010; 39: 793-794.
22 van Bokhoven MA, Kok G, van der Weijden T.
Designing a quality improvement intervention: a
systematic approach. Qual Saf Health Care 2003;
12: 215-220.
(Received 9 May 2011, accepted 7 Jul 2011)

❏

COMPETING INTERESTS
None relevant to this article declared (ICMJE disclosure forms completed).

AUTHOR DETAILS
Danielle Mazza, MD, FRACGP, Professor and
Head, Department of General Practice
Lyndel K Shand, BA(Hons), Research Assistant,
Department of General Practice
Narelle Warren, BA(Hons)/BSc, PhD,
Postdoctoral Research Fellow, School of
Psychology and Psychiatry

MJA • Volume 195 Number 4 • 15 August 2011

183

