
INTRODUCTION
Preventive care traditionally refers to 
measures taken to prevent disease or injury 
and not to goals that are less well defined, 
such as maintenance of independence or 
wellbeing. However, for older people whose 
general health status is declining, values 
such as maintenance of independence in 
daily life and wellbeing become increasingly 
important.1

The possibility of preventive care 
contributing to independence and 
functioning in the daily life of older people 
is relatively new in current health policy.2–4 
Research on routine comprehensive 
screening for unmet health needs in the 
older population has revealed little or 
no benefits to the quality of life or health 
outcomes from such population screening;5 
despite this, the belief that screening 
could prevent functional impairment in 
older people has an enduring appeal to 
researchers, clinicians, and older people.6,7 

In The Netherlands, preventive care 
for older people is generally delivered by 
the GP. Aside from national prevention 
programmes (for example, breast-cancer 
screening), preventive care is part of the 
regular primary care that is outlined in 
the Dutch College of General Practitioners’ 
practice guidelines.8 These guidelines are 
disease oriented and contain measures 
to prevent or cure diseases; they are not 
specifically aimed at less well-defined goals 

such as the maintenance of independence 
or wellbeing. GPs are allowed to deviate 
from the guidelines, depending on the needs 
of the individual patient. In The Netherlands, 
care delivered by GPs is accessible for 
everyone: it is part of the obligatory 
basic healthcare insurance and national 
prevention programmes are collectively 
financed. 

Dutch GPs differ with regard to the type 
and intensity of preventive care delivered to 
their individual patients.9,10 However, GPs’ 
perceptions regarding preventive care for 
older people, and their individual underlying 
motivations for these variations, are largely 
unknown. Moreover, it is unclear whether 
GPs deliver preventive care in the traditional 
way — mainly to prevent diseases and 
injuries — or to maintain independence 
and wellbeing. This qualitative study 
explores GPs’ perspectives on preventive 
care to elucidate their ideas about the aim, 
organisation, and content of such care for 
older people. The exploration of this facet of 
care delivery will show the direction in which 
preventive care for older people, according 
to GPs, needs to be developed in the future.

METHOD
In 2007, six focus-group discussions with 
GPs were conducted. To elicit GPs’ own 
perspectives on preventive care for older 
people, this qualitative method was chosen 
to allow participants to articulate and discuss 
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Abstract
Background 
Preventive care traditionally aims to prevent 
diseases or injuries. For older people, different 
aims of prevention, such as maintenance of 
independence and wellbeing, are increasingly 
important.

Aim
To explore GPs’ perspectives on preventive care 
for older people.

Design and setting
Qualitative study comprising six focus groups with 
GPs in the Netherlands.

Method
The focus-group discussions with 37 GPs were 
analysed using the framework analysis method.

Results
Whether or not to implement preventive care for 
older people depends on the patient’s individual 
level of vitality, as perceived by the GP. For older 
people with a high level of vitality, GPs confine 
their role to standardised disease-oriented 
prevention on a patient’s request; when the 
vitality levels in older people fall, the scope of 
preventive care shifts from prevention of disease 
to prevention of functional decline. For older, 
vulnerable people, GPs expect most benefit from 
a proactive, individualised approach, enabling 
them to live as independently as possible. Based 
on these perspectives, a conceptual model for 
preventive care was developed, which describes 
GPs’ different perspectives toward older people 
who are vulnerable and those with high levels of 
vitality. It focuses on five main dimensions: aim of 
care (prevention of disease versus prevention of 
functional decline), concept of care (disease model 
versus functional model), initiator (older persons 
themselves versus GP), target groups (people 
with requests versus specified risk groups), and 
content of preventive care (mainly cardiovascular 
risk management versus functional decline).

Conclusion
GPs’ perspectives on preventive care are 
determined by their perception of the level of 
vitality of their older patients. Preventive care 
for older people with high levels of vitality may 
consist of a standardised disease-oriented 
approach; those who are vulnerable will need 
an individualised approach to prevent functional 
decline.
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their own reasoning and strategies. Focus-
group discussions were carried out instead 
of individual interviews as this method allows 
for interaction between the participating 
GPs; in-depth, emerging, complex concepts 
(for example, vitality) were explored and 
there was an opportunity for individuals to be 
probed for additional information. 

Participants
Participants for the focus-group 
discussions were invited to attend via 
several channels. A general mailing list of 
GPs from the northern part of the South 
Holland province was used, with individuals 
being invited to attend by a letter that 
contained four dates. The GPs were divided 
into four groups (between four and eight 
GPs per group) according to their preferred 
date for the discussion. Besides this, to 
ensure the inclusion of GPs specialised 
in the care of older people and GPs with 
scientific expertise, a purposive sampling 
was undertaken: GPs with special interest 
from the postgraduate specialisation in 
elderly care who had already worked as a 
GP for many years were recruited (n = 7). 
Moreover, to ensure inclusion of GPs with 
scientific expertise, GPs (n  =  6) from the 
Department of Public Health and Primary 
Care of Leiden University Medical Center 
were purposively sampled. To ensure that 
these specialist GPs would not dominate 
the discussions, they were separated from 
the other GPs and formed two extra focus 
groups.11

Interview guide and data collection
An interview guide to explore GPs’ ideas 
about preventive care for older people 
was developed. The first questions asked 
participants to think broadly about their 
care for older people in general, their 

perceptions of aging, and the influence of 
geriatric care on primary care. Thereafter, 
the guide focused on the appropriateness 
of preventive health checks, as well as the 
aim, organisation, and content of preventive 
care for older people. 

This interview guide was piloted in the 
first discussion group, after which only 
minor adjustments were made. As the 
guide remained largely the same, the data 
from the pilot group were included in the 
final analyses.12 

Prior to the discussion, participants gave 
written consent and completed a brief 
questionnaire about their general practice 
and experience; they were assured that all 
comments would remain confidential. Each 
focus group was led by a researcher who was 
experienced in moderating such groups and 
assisted by another team member. Each 
session lasted approximately 90 minutes 
(range 80–130 minutes). The researchers 
made field notes and debriefed after each 
session. Audiotapes were transcribed and 
promptly reviewed in order to clarify any 
unclear comments and/or to link each 
comment to the relevant participant. 

Coding and analysis
Following the framework analysis 
method,13,14 each transcript was read 
multiple times. Using thematic content 
analysis with an open coding system, 
themes emerged and were placed in an 
analytical framework for axial coding; this 
was discussed by the researchers until 
consensus was reached. Two researchers 
coded the data independently to increase 
reliability. New codes were added when 
considered necessary. Atlas.ti 5.2 was 
used for the analysis. After coding, the 
data were sorted according to the themes. 
The final stage of the analysis examined 
the relationships between the codes; this 
resulted in a conceptual model of GPs’ 
perspectives of preventive care for older 
people. 

RESULTS
Thirty-seven GPs — 22 males and 15 
females — participated in the focus-group 
discussions. Of these, 27 (73%) had worked 
in general practice for ≥10 years. Twelve 
GPs (32%) reported working in practices 
with an over-representation of patients 
aged ≥65 years. 

The major theme in the focus-group 
discussions was that GPs’ approaches to 
preventive care for older people depended 
on the level of vitality of the individual 
person, as perceived by the GP. Five 
subthemes were identified: 

How this fits in
Preventive care usually refers to measures 
that are taken to prevent diseases and 
injuries. In this study, GPs described the 
need for a paradigm shift in preventive 
care for older people. In persons with high 
levels of vitality, they found it important 
to focus on preventing or postponing 
diseases as in younger age groups, 
preferably with standardised programmes. 
However, in vulnerable older people this 
study found that preventive care needs a 
more individualised approach that takes 
the preferences of the older person 
into account and facilitates their most 
important needs.
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•	 aim of care;

•	 concept of care;

•	 initiator;

•	 target groups; and 

•	 content of care. 

The findings form the basis of this study’s 
conceptual model for preventive care for 
older people (Figure 1), which comprises 
these five subthemes as dimensions. This 
model describes a shift in the perspective of 
GPs regarding older populations who have 
high levels of vitality or are vulnerable; when 
older people become more vulnerable, the 
scope of preventive care shifts within the 
five dimensions. Substantive differences 
in perspectives between the three types of 
GPs in the focus groups were not found, 
although, as expected, the GPs with special 
interest were more used to discussing 
and reflecting on their perspectives about 
preventive care for older people.

Level of vitality
During the discussions, the focus of 

preventive care for older patients appeared 
to depend not on age, but on the level of 
vitality of the individual person as perceived 
by the GP. GPs were primarily concerned 
about patients who they considered to be 
vulnerable and discussions mainly focused 
on the prevention of functional decline in 
this group. GPs differentiated between older 
people who are vulnerable and those with 
high vitality levels; biological age appeared 
to be more important than chronological 
age. Furthermore, GPs reported that their 
perception of old age also depended on 
their own age — the older they became, 
the higher were the age levels they used to 
classify someone as ‘old’. In all discussions, 
the perceived level of vitality tended to 
influence the GP’s policy: 

‘I don’t like to focus on age limits. I’ve heard 
of the term “frailty” and think it’s a good 
word to express vulnerability; I try to find 
out how vulnerable someone is and work 
within those limits.’ (Female, focus group 
3, general GP)

Although definitions of older people with 
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Preventing
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Preventing
functional declineAim
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Individualised care

Concept of
preventive care

Older people GPInitiator
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requests

People without requests
Patients requiring complex care
Recent widows/widowers
People with low SES
Ethnic minority groups

Target group

Cardiovascular risk
management

Risk factors for: 
• social isolation
• functional decline

Content of
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Figure 1. Conceptual model of preventative care for 
older people based on the present study, showing a 
shift in the perspective of GPs towards the vital and 
the vulnerable older populations.  
SES = socioeconomic status
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high levels of vitality and those who were 
vulnerable were not specifically discussed, 
there was no confusion among the groups 
about these two ‘types’ of older people, 
especially when they talked about the 
extremes as examples. All GPs appeared 
to have an internalised concept of ‘vitality’ 
and ‘vulnerability’. 

Aim of prevention
In the population with high levels of vitality, 
GPs aimed at preventing or postponing 
disease, especially cardiovascular disease. 
For those who were more vulnerable, they 
attempted to contribute to the patient’s 
quality of life by preventing or postponing 
functional decline, thereby enabling these 
patients to remain living independently at 
home for as long as possible: 

‘... when I start talking about prevention, 
the first thing that crosses my mind is the 
prevention of breast cancer, of cervical 
cancer, or the prevention of … something 
specific. At this stage of their life this type 
of thinking is useless … What I’d like to 
see regarding prevention for the elderly is 
to maintain their standard of living, and all 
the things that are important to them, for 
as long as possible.’ (Male, focus group 2, 
general GP)

Concept of preventive care 
To achieve the various goals of prevention, 
GPs described the need for a paradigm 
shift in practice. In persons with high levels 
of vitality, they found it important to focus 
on preventing or postponing diseases (as 
in younger age groups), preferably with 
standardised programmes, such as those 
available for breast-cancer screening for 
persons aged ≤75 years and cardiovascular 
health checks. In older people who are 
vulnerable, however, they found that 
preventive care needed a more individualised 
approach that took the preferences of the 
older person into account and facilitated 
their most important needs:

‘I should be helping people cope better 
with their simple daily tasks, like being able 
to write and cut up their own food — it’s 
a different way of thinking. It’s looking at 
their situation from another angle. At this 
stage I have to forget the idea that I’m the 
“curing doctor” who only acts in response 
to their complaints …’ (Male, focus group 3, 
general GP)

This change in attitude and focus of care 
for older people who are vulnerable was 
clearly described by a GP who specialised 

in geriatric care: 

‘In the last few years, an important learning 
point for me has been to get away from 
the “disease” model and move over to the 
“functional” model.’ (Female, focus group 6, 
GP with special interest)

Initiator for prevention
In general, GPs tended to hesitate about 
giving preventive advice to older people. 
They doubted the usefulness of such 
advice, as the person had already reached 
a respectable age without it: 

‘The older you are, the more you have 
proven your point’. (Female, focus group 5, 
general GP)

This was particularly considered to be 
the case for those with a good quality of 
life; GPs preferred to play ‘a waiting game’ 
because they were afraid of ‘patronising’ 
their patients: 

‘I’d always like to have some excuse to get 
a process going. I do agree with prevention 
… but there’ll always be that association 
with the idea of “patronising” people and 
worrying about medicalisation.’ (Female, 
focus group 1, GP with special interest)

One GP, whose patients participated in 
a study on the prevalence and incidence of 
risk factors for chronic diseases in older 
people, noted that some individuals could be 
motivated to change their lifestyle when, for 
example, abnormal laboratory tests were 
found. Usually, however, GPs assumed that 
people without a perceived need for help 
were not sufficiently motivated to adhere 
to preventive advice, especially that relating 
to lifestyle. 

Some GPs described a more proactive 
role in their preventive care for the older 
people they considered to be more 
vulnerable. GPs wanted to become 
acquainted with this population and to try to 
anticipate crises. They were also aware that 
some older people had lost their autonomy 
and had become increasingly dependent on 
them; some felt a considerable amount of 
responsibility for this kind of patient: 

‘Once people are over the age of 90, you 
get the idea that you’re probably the most 
important person in their life.’ (Male, focus 
group 1, GP with special interest)

GPs behaved proactively by making home 
visits, and by developing a proactive attitude 
in their consultations: 
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‘I mainly think of the extra task that one 
gets as “care manager” … that you’re the 
initiator of a “care process” in which you 
try to do as little as possible, but you have 
to initiate it to make sure that the elderly 
are able to live their lives as comfortably 
as possible.’ (Male, focus group 1, GP with 
special interest)

Whereas some GPs did not make home 
visits (doubting its usefulness), most saw 
the benefit of these; such visits were seen 
as a way to monitor the home situation, 
such as checking the refrigerator or 
controlling medication use:

‘I think it’s a good thing that, once in a while, 
you visit people who live on their own … it’s 
partly just to keep an eye on them.’ (Male, 
focus group 1, GP with special interest)

Target groups 
For older people with high levels of vitality, 
GPs mainly targeted those who actively 
asked for preventive care. Apart from 
the national prevention programmes (for 
example, breast cancer screening and 
the influenza vaccination) and regular 
cardiovascular risk management, GPs 
tended to limit prevention for this population 
to ‘prevention on request’. Some GPs said 
they were most worried about older people 
who did not consult them, especially those 
who were isolated and vulnerable. They 
actively approached this group to prevent 
crisis situations: 

‘I worry more about the people who don’t 
come to see me than about those who do. 
Then I go along to see them and say: “I 
haven’t seen you for a while. Are you OK?”’ 
(Male, focus group 2, general GP)

The GPs also considered older people 
who were single or recently widowed to be 
vulnerable. Some noted mortality dates in 
their agenda and visited widows/widowers 
on appropriate days. Single older people 
were considered susceptible for social 
isolation: 

‘... but the most important criterion is 
whether or not they live alone. We tend to 
keep a special eye on these people.’ (Male, 
focus group 3, general GP) 

Other target groups were those with 
a low socioeconomic status and ethnic 
minority groups: these lacked health 
education more often and belonged to the 
vulnerable group because they were at high 
risk of developing health problems. This 

could be a result of it being difficult to give 
lifestyle advice due to language problems:

 
‘Another group are the elderly immigrants 
with communication problems. So one 
is already satisfied if you’re just able to 
arrange basic care for them, but once you 
start to explain what they could change to 
make things better for themselves, that’s 
when the misunderstandings start. That 
makes things really difficult, so then you 
settle for less.’ (Male, focus group 1, GP with 
special interest)

Alternatively, when some individuals 
become more vulnerable, their already 
disadvantaged social position worsens, 
leading to more problems such as isolation 
and multimorbidity: 

‘When I look at my own patients I see 
very many “lost” elderly persons ... they 
already have a disadvantaged position, 
and the older they get, the greater the 
disadvantage becomes … more isolation 
and, of course, much more morbidity and 
comorbidity.’ (Male, focus group 6, GP with 
special interest)

Content of preventive care
For both groups of patients — those 
with high levels of vitality and those who 
were vulnerable — physical activity was 
frequently mentioned as an important way 
to maintain or improve their state of health 
and functioning: 

‘Well, keeping mobile plays a major role 
in staying healthy. If you just sit and stop 
moving and if you’re overweight, then you’ll 
never start moving again.’ (Male, focus 
group 1, GP with special interest)

Furthermore, according to the GPs, 
the content of preventive care should 
differ between both groups. In those with 
high levels of vitality, cardiovascular risk 
management was considered the most 
important topic:

‘For the active 60-plussers, I can imagine 
that stroke prevention is a much more 
important item for them.’ (Male, focus 
group 6, GP with special interest)

Some GPs carried out a cardiovascular 
health check on request and a few routinely 
offered such checks to all older persons 
above, for example, the age of 60 years.

In the population that was considered 
to be vulnerable, preventive care was 
mainly aimed at quality of life. Prevention 
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of social isolation and functional decline 
was considered important, with hearing/
visual impairment, cognition, depressive 
symptoms, mobility, prevention of falls, and 
nutrition being the main topics: 

‘Concerning prevention, I think we have to 
closely monitor how well the elderly are 
able see and hear … if that ability starts to 
deteriorate I’d like to check it … just to make 
sure that they can still do the few things that 
make life enjoyable for them … like being 
able to write and read.’ (Male, focus group 
2, general GP)

DISCUSSION
Summary
According to the GPs in this study, the need 
for preventive care depended on the level of 
patients’ vitality, as perceived by the GP. As 
such, the focus of preventive care should 
differ between older people with high levels 
of vitality and those who are vulnerable. A 
conceptual model of preventive care for 
older people was constructed, showing the 
difference in GPs’ perspectives towards 
these groups. According to this model, 
preventive care comprises five dimensions 
(aim of care, concept of care, initiator, target 
groups, and content of care); when older 
people become more vulnerable, the scope 
of preventive care shifts within these five 
dimensions. 

In general, GPs appeared to be more 
focused on preventive care for people 
who were vulnerable than for those with 
high levels of vitality. They expected most 
benefits of preventive care to be gained by 
allowing those who were vulnerable to live as 
independently as possible and by preventing 
their functional decline. For the population 
with high levels of vitality, the GPs restricted 
their role to the traditional one of preventing 
diseases and injuries, for example, by 
applying cardiovascular risk management. 
GPs assumed that people without a perceived 
need for help were not sufficiently motivated 
to adhere to preventive advice; their doubt 
about the value of their advice suggests that 
GPs are making judgments about people’s 
risks and their ability to change, which might 
not be appropriate. 

Strengths and limitations 
Focus group discussions were considered 
to be the preferred way to explore the 
perceptions of GPs regarding preventive 
care for older people. With a systematic 
approach, an analytical framework was 
developed that was discussed by the 
researchers until consensus was reached. 
To the authors’ knowledge, this is the 

first study to examine the attitudes of GPs 
towards preventive care for older people. 

A possible limitation of this study is that 
clear definitions of older people who were 
vulnerable, or had high levels of vitality, 
were not specified; however, during the 
discussions there was no confusion about 
these two categories of older people. In 
general, GPs have an internalised concept 
of ‘vitality’ and ‘vulnerability; those who are 
vulnerable are characterised by increased 
prevalence of diseases and disorders, a 
poorer prognosis, disability of various kinds, 
and multiple simultaneous problems.15,16 
Furthermore, the level of vitality is a 
continuous scale and the perspectives of 
the GPs seemed to vary along this. The 
majority of people will be somewhere 
between these two extremes. 

Other potential weaknesses are that 
only one national health system was 
investigated, and health professionals in 
no discipline, other than general practice, 
were interviewed. Furthermore, the GPs 
volunteered to participate and only their 
opinions, not their daily practices, were 
investigated. 

Comparison with existing literature
Much research has shown that for older 
people living in the community, a systematic 
screening approach is not effective for 
highly prevalent disorders.7,17–22 The current 
study confirms this finding: GPs stated that 
preventing or postponing disability in people 
who are vulnerable needs an individualised 
approach rather than a systematic screening 
approach. However, according to Nielen 
et al, GPs have a positive attitude towards 
primary prevention of cardiovascular 
diseases if detection focuses on the group 
of patients at risk.23 The discussions in the 
focus groups also shows that a standardised 
approach for topics such as cardiovascular 
risk management can be useful for people 
who have high levels of vitality, with the aim 
of preventing diseases by early detection of 
them or appropriate risk factors. 

How to identify and classify older people 
into those who are vulnerable and those 
who have high levels of vitality were not 
discussed in the focus groups. As GPs want 
to apply different preventive care to these 
groups, the current study suggests that it 
is important for preventive care to develop 
a tool to identify these groups of older 
people.24,25

Phelan et al described that older persons 
from an ethnic minority and those with a low 
socioeconomic status are at higher risk for 
diseases and disorders, and do not derive 
equal benefit from the current capacity to 
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control disease and death.26 GPs in this 
study were aware of these higher risks and 
the need for a more individualised proactive 
approach, but described difficulties in 
implementing this. It would seem that more 
effort needs to be put into preventive care for 
these groups, even when the approach for 
older people who are vulnerable is applied 
to them. 

Implications for practice and research
This study’s findings are based on GPs’ 
reported behaviour; the extent to which 
this mirrors actual behaviour remains a 
topic for further empirical research. In 
addition, more research is needed into the 
way that GPs assess the vitality of older 
people in practice and the effects of those 
assessments on their actual behaviour and 
the care outcomes. 

This study highlights the need for more 
research on the ways in which preventive 
care for older people who are vulnerable 
and those who have high levels of vitality can 

be improved, focusing on ethnic minorities 
and people with a low socioeconomic 
status. This relies on being able to define 
those who are vulnerable and those with 
high vitality levels; this distinction needs to 
be clarified in future research. 

To verify this study’s findings, other 
studies need to be undertaken in order 
to explore how the model fits in with the 
perspectives of other GPs and in other 
countries. In addition, the perspective of 
older patients should be addressed. Insight 
into both viewpoints will help negotiate care 
goals that result in shared decision making 
that truly is shared between the GP and the 
patient.

In the opinion of GPs, preventive care 
for older people who have high levels of 
vitality can follow a standardised approach; 
such care for people who are vulnerable, 
however, needs an individualised approach 
to prevent functional decline and to allow 
them to live as independently as possible 
for as long as possible.
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