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ABSTRACI

Aims. To understand the barriers and enablerdettility-awarenesseducation in general
practice.

Background: Most womenalongwith their primary care practitioners general practitioners
and practieesnurseselieve that women should be educated abetitity -awareness when first
reporting trouble conceiving. To date, mo-depth study has examined thenablers and
challenges.of this type of education in genpraktice

Design: A.descriptive exploratory qualitative study usoiegductive conterdanalysis

Methods: Generalpractitioners l = 11) and practice nursedl (= 20) were recruited from
general practices in three sodolturally diverse areas in Victoria, AustraliaData were
collected through senrstructured interviews based on the 12 domains of a theoresibalviour
change frameworkrom April-August 2012 The participantsresponses were organized into
themeghat fall under the framework domains.

Findings: The higgest barrierso fertility -awarenesgducation in genergractice wereshort
consultatios_andtime constraints faced bgeneral practitionersogetherwith a lackof patient
educational_materials and remuneration to suppertelivery. The biggst enablers were a
greater usesof nurses trainedéntility -awareness a collaborative team care arrangement with
generabpractitiones.

Conclusion: This study has identified several important barriers and enablefsrttiity -

awarenessducation irgenerapractice. Translation intpracticeof our findings is imperative as

This article is protected by copyright. All rights reserved


mailto:kerry.hampton@monash.edu�

the first step inestablishinga primary care model in fertilitpwarenessThis would fill an

importantgap in the primary care of infertile women amaild capacity in genergbractice to
reduce infertility through womensnhanced fertilibawareness.

Keywords. infertility, general practice, fertilinawareness, nursing, midwifefigmily planning,

primary care

Why isthisresearch needed?

e The fertile period of the menstrual cycle is poorly understood by most women.

e General practitioners and practice nuragsee that women'’gertility-awarenesshould be
enhancedn general practicevhen first reporting trouble conceiving.

e Nurseshaverbeemominatedas the most preferred practitioners to delieetility -awareness
educationin=generalpractice but dfective models of multidisciplinary carm fertility -

awareness are yet to be described.

What ar e the key findings?

e Greateruseof nurses ima collaborative team care arrangement with general practitioners is
neededo improvethe delivery offertility -awarenesgducation in generalractice.

e General practitioners and practice nurses nepdcific educationto improve their
knowledge, skillsconfidence in fertilityawareness.

e Patient.educational materiadsid remuneratioareneeded to suppotthe delivery offertility -

awareneseducation in generg@ractce.

How should thefindings be used to influenced policy/practice/ resear ch and education?

e The findings should be used to develop an interdisciplipgrgram ¢ education orfertility -
awarenesfor general practitioners and practioerses.

e Thefindings should be used texpand scopef practiceandincreasecareer pathwayfor

nurses in generalractice
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e Healthcare policies need to reflect interdisciplinary primary care modelferiiity -

awarenesto increase women'’s chanagfsspontaneous conception.

INTRODUCTION

Infertility issa-global public health issubat affectsaround 9% of couple§rhe World Health
Organization 2008, Boiviret al. 2009). Many studies haveoncludedthat women’s poor
understandingf the fertile period of the menstrual cydkalledfertility -awarenegsshould be
addressedh primary careas one way ofeducing infertility(Hamptonet al. 2012, Buntinggt al.
2013, Hammarbergt al. 2013, Lundsbergt al. 2014, Hampton and Mazza 201Bpwever, he
barriers and enablers of this type education in genergbractice have not previously been
described. We, thereforeised semistructured interviews guided by theoreticalbehaviour
change frameworko obtainthe viewsgeneral practitionersGP9 and practice nursesPN9

working indiverse general practise

Background

GPs (also known as primary case family physicians in some countries) are ideally placed
the healthcare system to playole in both prevention and treatmentiofertility. Yet, fewer
women aresreceivinghis type ofcare ingeneralpractice as a result of increasing referrals to
assisted reproductive technologyRT) clinics (Wilkes et al. 2007, Brittet al. 2011). However,
ART conceived children compatevith naturally conceived children aessociated with higher
overall healthcare costs and increases in morbidity and mortality for both matitechildren
(Kamphuiset al. 2014).

To increasegprevention imealthcareand lelp reducethe general trend towards specialist
healthcare'many countries nowemphasiseprimary health care (PHC(The World Health
Organization 2008)PHC is a rights based approach to healthcare fan d@lieir community

achieved primarily throughcomprehensive service delivery in new primary care models
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promoting healthliteracy (The World Health Organization 2008Persorcentred care,
preventionin healthcareandequity in healthcare are key features of PAGe World Health
Organization 2008)General practice has been identified as a key area for change to embed PHC
and, consequentlyit is evolvingto reflect the aforementioned principl@doareet al. 2009,
Hoareet al. 2011).

Theinclusion“ofnurses irthe general practicevorkforce (called PNs in Australiahas occurred

only in thelastfew decadesnd,to date their currentscope of practice is limite(Hoareet al.

2011). However, expandirte scopeof practice and roles farurses in generalracticeto better
address th@eedsin their communityis key to embedding®?HC in healthsystemgHalcombet

al. 2006, Hoareet al. 2011).Systematic reviews indicate that patient educationcauehselling
contribute to lifestyle change for primary prevention of disease and that nurseteatigeein

the delivery of such interventiorfsaurantet al. 2007, Harriset al. 2009) Patients have reported

that they would be as likely to adopt positive hebihavioursvhether it was recommended by

a PN or aGPmandthat they perceive PNs to be more approachable and understanding when
discussing'lifestyle factor®litchell et al. 2011).

This qualitative paper reports the findings of the second phase of ouydaurfertility-
awareness study that sought to inform the developrokmst future primary caremodel in
fertility -awarenesdn the firstphasewe established that poor levels of fertHdayareness exist
in women yetmost women would like to receive this type of educakiefore they are referred
to ART clinies(Hampton 2014)Change in contemporary general practice offeesopportunity
to deliverfertility-awarenesgducation, but little is known about the barriers and enahblsils
how GPs_and PNs can best work together to enhance the fentliiseness of women who
report trouble_conceiving. We, therefore, usetheoreticalbehaviour changéramework ©

assistthe translation of our research findings inlimical practice
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THE STUDY

Aim
The aim of tle study was to understand the barriers and enabldestiidy -awarenesgducation

in generabraecticefrom the perspectivesf GPsandPNs

Design

This phase,of.a larger study sought to inform the development of a fuionay caremodel to
improve the delivery offertility-awarenessducation in genergbractice. Understanding the
clinical practice setting is critical to treiccessful translation of research findings into clinical
practice (Michie et al. 2005). We, therefore,used Michie et al.’s (2005) theoreticalomain
framework Table 1)in this qualitative phasasthe frameworkaims to improve implementation
of evidengebasedpractice by capturing in aystematicway the full range of mechanisms
(barriers and“enablershat maybe involved inprofessional behaviour changklichie et al.
2005).

Participants

To obtain‘thewviews of GPs and PNs that reflected diverse general prguiipeseful sampling
was conductedn threedifferent Divisions of General Practice (DG®) regional network of
general practices) in Victoridustralia(PCHRIS 2012). The outer metropolitan DGP compared
with the inner metropolitan DGP in a major city in Australia was located in a-eocimomically
disadvantaged.area in terms of household income, education, occupatitim @ndportion of
non-English. speaking background people. The rural DGP was located in-eamgel area
(Australian*Bureau of Statistics 2008).

GPs and PNs were invited to participate in this study through advertisememasletters of
the targeted DGRind by faxing invitations directly to practicas these divisions. Individual
telephone interviews were conducted with GPs as they can be difficult to recruit into focus

groups (Bajramoviet al. 2004), and focus groups were conducted with BNte benefits that
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group interviewscanafford (Kitzinger 1995). A total of 31 participants, GR¢ £ 11) and PNs
(N = 20),agreedo participate in this study.

Data collegtion

A total of Li#individual telephone interviews with GPs and three focus groups withNPAI20Q

in 3 focus-greups-with 5 to 8 participants in each group) were condoetegen ApriAugust
2012. To _maintain consistencgll interviews andiocus groups were conducted by the same
facilitator (KH) and the schedulef questions useth all was the same. The questionsre
based on'the 12 domains of Micldeal.’s (2005) theoretical framework amefinedaccording

to the findingsof our previous research (Hampton 2QI#)e interviews were approximately 20
minutes in duration and the focus growpsre approximately 90 minutes in duratioill were

audiorecorded andeachparticipant received a $75.00 gift voucher in appreciation of their time.

Ethical considerations
This study was approved layuniversityand informed consent was obtained from all participants
who were assigned codes for confidaihy.

Data analysis

The verbatim text data weliedependentlyanalyzed by the first two authors (KH, JN) To
familiarize themselves wittthe text data, all transcripts were reatlvice. Using a deductive
process ofthematic analysis (Hsieh and Shannon 200%),téxt data weresearcled for key
concepts and. patterns in relation to the resequestions Initial ‘code names’ were applied
andthese were. later categorizadcording tathe domains in Michieet al.’s (2005) theoretical
framework(Table 1) All codes related to at least one domain and several codes related to more
than one domairthus,highlighting, an overlap of content in several of the domains in this study.
This dilemma_and anyther disputes m the coding were resolved through discussiand
agreementThe coded data wetben imported into NVivo 9 software (QSR International Pty
Ltd. 2010)and under their assigned domains organized into themes aitldesnbsin this step

both between and within gro@malysis(Shih 1998)was conducted
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Validity and reliability

Michie et al.’s (2005) theoretical frameworis a validatedtool thathas been usemh several
health contexts to understand the barriers and enablers to evimbsszk practic@azzaet al.
2014).The schedule of questions was basetherdomains of Michiet al.’s (2005)framework
refined according to our research findings leading up to this qualitative phasgtdh 2014)
then piloted_in/a focus groupN(= 3) resulting in only minor changek coding the data, &
followed' thhe"accepted steps oéductive content analys({gisieh and Shannon 200l code
names, themeand subthemesthat fall under thedomainswere arrived at through discussion

and consensus'between the first two authors (KH, JN).

FINDINGS
The GB (N*=11) in this study comprised dour menand sixwomen All of thePNs (N = 20)

were women The sociedemographic characteristics of thudy participants across the three

DGPswerefairly;even (Table).

Deductive“content analysis revealed six themes and threthesues that influencéertility -
awarenesgducation in generadractice: (1) lack of everyday resources, (2) belief in preventi
healthcare, (3), lack of skills (4) practice options fatility-awarenesgducation, (5) medical
dominance and(6) the personal nature of the topic. These are discussed below in accordance

with the seven dmairs they fall under in Michiet al.’s (2005) theoretical framework.

Theme 1: Lack of everyday resources

There was a consensus among GPs and PNs that resources such as a lack of time, patient
educationalmaterialsand remuneration, were major barriersfastility -awarenesgducation in
generalpractice. These stinemes, presented as follows, reflect Micti@l.’s (2005) domain

of environmental context and resources (Domain 8).

Sub-theme 1.1; Lack of time

Short consultations made it difficufor GPsto raise the topic of fertilinawareness with their

female patients or to provide anything other than basic instruction thleenformation was
This article is protected by copyright. All rights reserved



specifically requestedn addition, hey said that wometypically did not make appointments
specifically forfertility -awarenessout insteadsoughtit out in the context of other consultations

when no time waavailable, adlustrated in the excerpt below

Oftensyou=have only 10 or 15 minutes and the fertility issue is a very complex area so 15
minutes is not enough to cover very much, aridt of the time patients don't have the time.

They come in with a list of things or they're in a hurry. (Female GP, Low SES area)

The precgnception health check was considered the ideal time tothraisepic offertility -
awareneswith.women This was consideregspeciallyimportantwhen other knowmisk factors
for infertilityswere presentHowever,identified barriers to this approach wehat many women
did not to attend the preconception health check taat the preconception health check is

already oversubscribeds the followingparticipants shared

If women*were aware that they needed to come in for a health check before actively trying
that would provide an opportunity to discuss this kind of thfedility-awarenegs (Female
GP, High SES area)

In the preeonception healtbheck there is so mutto cover...it's hard to fit it all in. (Female
GP, High SES area)

Short consultationgogether with the belief thatfertility-awarenesseducation wastime-
consumingled several GPs to suggest that this type of educationypaslly provided only

whenspecifically requested, afustrated below

| would say your average GP would wait until the topic’s broughbecause they're busy,

he hasn’t gotthe time to initiate the conversation...(Female GP, High SES area)

PNs echoed the views of GRs this heme, addinghat they believed short GP consultations
were contributing to the premature referral of infertile womenrspecialists as the following

interview excerpt highliglst
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My doctors disappoint me by just shuffling people off to IVF specialists when you know they
don't understand...when they are fertile...It disappoints me because...some people just need
that education and the doctor just doesn’t have the time to do that ibhOmsnute

consultation. (PN, High SES area)

Sub-theme 1.2: Lack of patient educational materials

A lack of patient educational materials whe $econd most frequentljiscussecnvironmental
barrier tofertility -awarenesgducation in genergractice For these materialt be kept ugo-
date andbe readily available it was suggestedhat they are kept in a central locatiofi.e.
downloadable from their computer). GPs and PNs believedigd@tdate and readilpvailabe
patient educationamaterials werecritical to deliveing fertility-awarenesseducation with

confidenceasthg shared in the excerpts below:

One thing-that may help increase confidence is having appropriate written material so | could
read, worksthrough the writtematerialandthen give that to patients. (Female GP, Low SES

area)

It's arbig=discussion and people may not remember everything that’'s said. So if you can
discuss it.and then give people something to take away they can read and reinforéer and re
to, I think that's ideal. (Female GP, Low SES area)

ub-theme:1:3=lzack of remuneration

General practices were characterized as small businesses that were entirely dependent on income
generating tasks for their sustainabili%.lack of remuneration foiertility -awarenesgducation

was hereforeconsidered a major barrierits delivery, as the following illustrate:

Remuneration is important because of the way general practice is structured. (Female GP,
Low SES area)

Unless there’s somebody there thajot an interest, a real interest [then] it gets swept under
the carpet...because there doesn’t seem to be the money to be made out of that area. (PN,

Rural area)
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In this theme,PNs believed thaGPs’ consultation feesvere a barrier tdertility -awareness

education in generalractice andsuggested
Affordability«is an issue for a lot of our patients. (PN, High SES area)

Our doctors‘are very strict on their appointment time and will say, look I'm sorry, | can't
discuss that*with you. You need to make another appointment. Make a double appointment
next time*™But | think sometimes that might have put them off of wanting to come Bakk. (

High SES area)

Despite these barriers, the utility of enhancing womésrslity -awarenessn generalpractice

wasgenerally appreciated.

Theme 2: Bdlief in preventive healthcare

Prevention in healthcare wabkscussed asa critical function of general practice. This theme
reflects Michieet al.’s (2005) domain of social/professional role and identity (Sedhdads)
(Domain 3) and centes on the participantdelief that they have a professional role and
responsibility“in' promoting preveng healthcareWomenGPs and PNs, in particulastressed
that enhancingwomen’s fertility-awareness irgeneral practice was one way ofoptimizing
natural conception andeducing unnecessary referrals for ART treatmast the following

interview quotes highlight:

We need to bableto tell patients when to have more intercourse...It's not always that they
need to,go down the IVF pathway. (Female GP, Low SES area)

There’s lots okeltmanagement in genenatactice now and there’s no reason why that can’t

be translated into women’s healthN(FRural area)

Notwithstanding tesegenerally positive attitudés fertility-awarenesseither GPs nor PNs felt

skilled enough taeliverfertility -awarenesgducation in any comprehensive way.
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Theme 3: Lack of skills

This themecentes onthe participantsconcernthat they do not have the necessary knowledge or
skills to instruct women in fertilifawareness because of a lacledéication andraining in their
under- and posigraduate courses. These concerns reflect Miehia.’s (2005) domais of
knowledge (Bomain 1) and skills (Domai2) and highlight the need for professional
development_among GPs and PNs in this field of clinical practice. Their general lack of

preparedness’is captured in the qubisw:

They [GPs]wneed the knowledge to give the right advice...it's not something that you really

get mucheeducation about. (Female GP, High SES area)

I’m not'eonfident in the subject. My knowledge around fertility is pretty minimal. (PNalRur

area)

The womenGPs in particular,shared that they have sufficient knowledupy to provide basic
instructionin fertility -awarenesandif any detailed information was required they indicated that

this was beyond their skill level, as illustrated in the quotes below:

| think _l.ean provile some [fertilityawareness education] but if | was to do it properly |

would probably need to do a refresher course. (Female GP, Low SES area)

| feel conmfident enough that | could provide the basic first steps and if it gets more
complicated:..l have beemferring my patients to gynaecologist(Female GP, High SES
area)

Only one’of the fivemen GPs offered fertility -awarenes®ducationmost believed they were

inadequately qualified3s illustrated in the excerpts betow

The GPithemselves feeling that they don’t have the knowledge to provide that type ef advic
or counsding, so they’re not going to launch in on it because they don’t feel confident
themselves. (Male GP, Rural area)
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Barriers to providing that advice would be not being qualifiet.instanceif | referred them
to IVF programs...| know that they're going to get quality advice right up to the point of

intervention and conceiving. (Male GP, High SES area)

Without exc@tion, PNsshared that they did nprovide fertility -awarenesgducationas it did

not fall into"theircurrent scope of practice haghlighted in this PN’€omment:

You can‘tspresume that nurses have education on this subject. (PN, High SES area)

When GPs and PNs were asked about what mechargsuld be put in place tassist in the
delivery offertility -awarenesgducation fowomenin generalpractice,severalpractice options

were suggested, as thextthemeshows.

Theme 4: Practice optionsfor fertility-awar eness education

GPs and PNs agree thaetsinglemostimportantenabler offertility -awarenesgducation in
generalpracticeis credentialed nurses fertility-awarenessvho work in a collaborative team
care arrangement with GPEBhis theme reflects Michiet al.’s (2005) domain obehavioual
regulation=(Demain 11pndcenteson the participant®elief that specially trained nurses in
fertility-awarenessn a clearly defined pathwagf carewith GPsis essentialto improve the
delivery offertility -awarenes&ducation for women in genenatactice asencapsulated in the

participant’s voices:

| think dedicatednursing staff are needed to explain this sort of thing...you need to have a
staff member who can sit down for 20 minutes, half an hour and just explain carefully what

is that you want patients to understand. (PN, High SES area)

It's like diabetes is noveonsidered multidisciplinary care so | think fertility should start to

comerinto that area. (Female GP, Low SES area)
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In practices where demand is low, a visiting fertility nurse specialist and referral pathways to
local well women'’s health clinics weruggested as alternative practice options, as the following

guotes highlight:

In oureclinie;we have visiting diabetic nurses and visiting asthma nurses...so having visiting

fertility ilnursesis another way of bringing it into the general practice arena. (PN, High SES

area)

In a busy=general practice, you don’'t have the time to get bogged down in laborious

conversations if it’s not your field...you need to be a good delegator. (PN, Rural area)

PNs believedhat this type of education should fall within their scope of practicdbeing a
highly feminized professionthis would help bridgeseveral barriers to the education, as

illustrateddoelow

Fertility-awareness education is something that we should be able to deal with (PN, Rural

area)

If the docters don’t feel comfortable talking about fertdtyareness with their patients...if
there’sa.female nurse...patients might feel more comfortabletb@dloctor might feel like

they’'ve been able to provide the advice without doing it personally. (PN, High 8&S ar

GPs believed thaturses appropriatelyainedin fertility -awarenessvere essentiafor themto
have a confidence in referring women to PNs and, similarly, PNs believed that they would be

well usedby"GPs if GPs knew they were appropriately qualifieghaasicipants voiced:

It's a matterrof making sure [the] Practice Nurse has accurate, upetanttaimation...then

allowingthem to venture into that area of advice and columge(Male GP, Rural area)

| thinksif you educate nurses like...online training...like a certificaf@nd] once the doctor

knows that the nurse is trained, they’ll often utilize the nurse for the educ&inHigh

SES area)
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It seems that thiack of primary carenterventiors in generalpracticeaddressing infertilityhas

contributedto theincreasing referral rates for ART treatmesd the following theme highlights.

Theme 5: Medical dominance

GPs and PNs‘spoke of ART as the main treatment option for inferfiliig. theme reflects
‘decision processes’ in Michiet al.’s (2005) domain of memory, attentiodecision processes
(Domain 7). Itcenteson thefactthatno primary care modeurrentlyexistsin generalpractice

to reduce infertility andconversely,that systems are well established for referring infertile
peopleto ART ¢linics. Directmarketing in genergractices by ART services encouraging early
referrals wasbelievedto furtherexacerbatéhis problemas the following quotes illustrate:

IVF comerand do a lunchndthey tell the GPs...what their success rate is...and the GP’s are
told: if @ couple’s been trying for six months and nothing’s happening, refer them straight
away...That’s the standard practie®v andhas been for well over 12 months. (PN, High SES

area)

I've notieed the GP used to keep the patient in the clinic and educate them morg eaundl|
lots of-things, but now we send them off to specialists. (PN, Low SES area)

The personal nature dertility-awarenessvas alsoconsidereda major barrier tofertility -

awarenesgducationn generapractice

Theme 6= Theper sonal nature of the topic

Fertility-awarenesss highly personal in nature and, consequently, this ‘nature’ was considered
an important barrier tdertility-awarenessducation in genergbractice. This theme reflects
Michie et al.’s (2005) domain of emotion (Domains 10).cé#nteson participants beliefs that
some GPs.may not feel comfortable raising fert#ityareness with their female patients. athi
conversely, some women may reel comfortable seeking the information out from their GP.

This particular barrier wasonsidered aeven greatebarrierin the presence dfifference €.g.,
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gender, language, culture, aneligious), whichPNs by virtue of being a highly feminized
healthcare workforce believedey could help overcomas encapsulatiein the quotes belaw

One of our doctors doesn't feel comfortable doing Pap Smears, so he would possibly feel

uncomfortable talking about it [fertilitpwareness]. (PN, High SES area)

The doctors/n our practice have different cultural backgrounds. So | think that is atioarrie

themrdiseussing [fertilifawareness]...they’re very strongly religious. (PN, Low SES area)

The fact that nurses are women helps. That's why nurses are prdbetbér at this
conversation. They don't even blink about talking about mucus and menstruating. But | think

men really don't want to go there. (PN, High SES area)

DISCUSSION

Using a theoreticabehaviourchange framewotkwe identified ®veral importanbarriers and
enablers tofertility -awarenessducation in genergbractice. Thebiggestbarriers weretime
constraints-faced by GRsgetherwith a lack patient educational materials and remuneration to
supportits delivery. The biggestenables were a greater use olrses trainedn fertility-
awarenessvho'workin a collaborative team care arrangement with.GHgese findings help to
explain women’dow levels of knowledge dfertility -awareness found in the first phase of our
study (Hamptoret al. 2012, Hampton and Mazza 201&hdwill assistin the translation of our

study findings inta future primary caranodel.

In additienphis-qualitative phase confirms several findimg®ur GP and PN surveyHampton

2014) First;GPs and PNs amgenerallyaware of women'’s limited fertility knowledge aadree
that an edud#nal interventionenhancing women’tertility -awarenessnay help soménfertile

couplesto conceive Seconda high degree adigreement exissmongGPs and PN#hat nurses
are themostpreferredpractitioners to delivefertility -awarenesgducatiorfor women in general
practice The main factorghat informed this beliefwere that fertility-awarenes®ducation is
generallytime-consuming(Kelly et al. 2012) PNs are better positioned than Gifsto spend

more time with patient@Bekaert 2003), andbeing a highly feminizetiealthcare workforgehis
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would make it easier for women taisesexual health issu¢Miills et al. 2012)and, similarly, to
receivefertility -awarenesastructions Greater use of PNsas been found tamprovewomen’s

healthcaren other sexual healitontextsn generapractice(Mills et al. 2012).

Our study shews a willingness among GP®specially women GRdo relinquish fertility -
awarenesgducation tcPNsandalso a desire amorigNsto take up a new role in thdinical
field (Hampton2014)The agreedhature of thissuggesteadhangen practice(Mills et al. 2012)
together with™the belief thaenhantng women'’s fertility-awarenesscan improve health
outcomes are key enablers of expanded practice rolesifees in generglractice(Ehrlich et al.
2013).

In recognition of the fact thatunses and midwives are not typically trainedertility -awareness
(Fehring 2004) both GPs and PNgelievethat nurses and midwiveseed to undergo specific
training. This_ was consideredssentiaboth for quality assurance in patient outcon{géghring
2004) andorreffective team care management. GPs and PNevieelhe education should be to
the minimum-level of a certificateourseand ideally delivered online to help reduce traditional
barriers to.professional development (i.e., cost, time, convenience and geograpinn)loca
(Parkeret.al”"2011).In addition,patient education materials are neettedssisin the delivery

of fertility-awarenesseducationfor women (Kelly et al. 2012) Thesematerialsshould be
evidencemformed conciseand readily availablefrom a central locatior{i.e., downloadable
from their .computer)They should also be culturally appropristemeet the needs @fomen
from different-cultural groupéKelly et al. 2012).

Although new funding for care services by PNisis beeravailablein Australiasince January

2012 (Deparment of Health and Ageing 2012), no GP or PN in our study indicated awareness of
this enhanced fundingrrangementrom which PNs could be drawen to delivercare services

such adertility-awarenesgducationWhilst our study showshat avareness of thisewfunding
arrangemenneeds to bencreasedamongAustralian GPs and PNsinternationally the most
suitable fundingnodelto promote care services by PNs nurses remains contg(itioareet al.

2009).
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A coordinated team care approach &mhancing women’sfertility-awarenessin the
preconception healtbheckwould greatly improve the timeliness, accessibility and affordability
of this intervention, with the added benefiteafsng time pressureen female GPs who currently
provide the bulk of women’gealthcaran general practicéMills et al. 2012). This approach
would optimise the benefdf this intervention, especiallyhen otherisk factors for infertility
are presensuch as advanced maternal age and being overweight or db@sgomenwho do

not attend“the“preconceptitvealth checKaround half)(Callawayet al. 2009) theintervention

should then bealeliveredopportunistically whemvomenfirst report trouble conceiving

Our study sought tonform anew primary care model in fertiliBawarenessWe havedescribed

how GPs and PNs can best work together to enhance women'’s faxtiditgness as one way of
reducinginfertility in general practice and that nursetraining in fertility-awareness, patient
educational materiasnd funding are needed to supportdigdivery. Expanded practice roles for
nursesin fertility -awarenessvould optimisewomen’s access to this intervention gmomoe

and health “equity, especially among rural people and other disadvantaged groups
(Commonwealth of Australia 2010, Uttire al. 2012). Changevill, however, require a major
cultural_shift in the GP/PN relationship as only 8% of preventive healthcare activities in

Australian general practisenvolve a PN(Britt et al. 2011).

Limitations andistrength

Even thoughthe theoreticalbehaviourframework we usgwas comprehensive, fihay not have
captured all the barriers and enablerdeudility -awarenes®ducation in genergractice.The
relatively smallysampleghat wasrecruited from only one state in Australia may reduce the
tranderability=of-the findings to national and international contexts. The views of the GPs and
PNs whorvelunteered to participate in this study may differ from those who chose not to
participate:dn addition, most participants wereomen which may have influenced our study
findings. Despite these limitationshere was general agreement among GPs and PNs across all
three targeted DGP represented iis #tudy about thenain barriers and enablers fertility -

awarenesgducation in genergractice.Another strength is thimclusion of practices with high
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immigrant and Australian Indigenous populations, which ls¢édpngtlen the transferability of
the study findings.

Conclusions

This study has‘identifiedeveral importanbarriers and enablers fertility -awarenesgducation

in generalpractice.Translation intopracticeof our findings is imperative as the first step in
promoting a primarycaremodelin fertility-awarenessThis would fill animportantgap in the
primary care of infertile women and builthpacity in generapractice to reduce infertility

through women's enhanced fertiligwareness.
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Table 1 Interview questions and the corresponding theor etical domains

Domain

Interview questions

Introductory questions

e Can you tell me what you understand by the term ‘fertility-

awareness’?
What is your overall impression of the availability of
fertility-awareness education in general practice for won

who present with trouble conceiving?

Memory, attention and

decision processes

What circumstances would prompt you to offer fertility-
awareness education to women who are having trouble
conceiving?

Prompts\What about medical conditions, chronic disease
overweight, life circumstances, geographic circumstance
financial situations, religious or cultural beliefs, male suby

fertility

Beliefs about consequence
(Anticipated

outcomes/attitudes)

What do you consider are the benefits of fertility-awaren
education for women who are having trouble conceiving
and what do you consider are the consequences when i

not provided?

Environmental context and
resources (Environmental

constraints)

What factors in general practice do you consider make it
easier or difficult to provide fertility-awareness education

for women?

Social/prefessional role an
identity (Self-standards)

Nurses are increasingly being employed in general prac]
and the roles of GPs and PNs are changing. How do yol
envisage that GPs and PNs could work together to best
provide fertility-awareness education for women who are
having trouble conceiving?

What factors would make a team-based approach difficy

and what factors would make it easier?
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Beliefs about capabilities

Do you think you can provide this education?

(Self-efficacy) What factors reduce your confidence and what factors
would help improve it?
Skills What particular skills do you think GPs and PNs need to

provide fertility-awareness education for women who are
having trouble conceiving?
What are the difficulties in providing this education and i

there anything that would make it easier?

Motivationiand/goals

(Intention)

What do you consider are the main motivators among G
and PNs for providing fertility-awareness education for

women having trouble conceiving are?

Social influences (Norms)

To what extent do you consider culture of practice in
general practice facilitate or hinder practice in preventive
health care?

What level of interest do you think women who are havir|

trouble conceiving have in fertility-awaren@ss

Emotion

To what extent do you consider emotions of any kind arm|
GPs and PNs facilitate or hinder the provision of fertility-
awareness education for women who are having trouble
conceiving?

How strongly do you feel about fertility-awareness

education for women who are having trouble conceiving

Knowledge

What specific knowledge on the topic of fertility-awarene
do you consider GPs and PNs should have who provide

education for women who are having trouble conceiving

Behavioural regulation

Are there are any procedures, preparatory step or routin
that could be put in place in general practice to better
facilitate fertility-awareness education for women who a

having trouble conceiving?
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Nature of the behaviours

e What systems do you consider are needed in general
practice for maintaining the delivery of fertility-awarenes;

education for women?

Table 2'Socio-demogr aphic characteristics of the participants according to area

Description of area Participant numbers in | Participant numbersin PN
GP interviews (n = 11) focus groups (n = 20, all
women)
High SES 4 (2 women, 2 ran) 5
Low SES 4 (3 women, 1 men) 7
Rural 3 (2 women, 1 r@n) 8
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