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ABSTRACT 

Aims: To understand the barriers and enablers to fertility -awareness education in general 

practice.    

Background:  Most women along with their primary care practitioners - general practitioners 

and practice nurses - believe that women should be educated about fertility -awareness when first 

reporting trouble conceiving. To date, no in-depth study has examined the enablers and 

challenges of this type of education in general practice.   

Design: A descriptive exploratory qualitative study using deductive content analysis.  

Methods: General practitioners (N = 11) and practice nurses (N = 20) were recruited from 

general practices in three socio-culturally diverse areas in Victoria, Australia.  Data were 

collected through semi-structured interviews based on the 12 domains of a theoretical behaviour 

change framework from April-August 2012. The participants’ responses were organized into 

themes that fall under the framework domains.   

Findings: The biggest barriers to fertility -awareness education in general practice were short 

consultations and time constraints faced by general practitioners together with a lack of patient 

educational materials and remuneration to support its delivery.  The biggest enablers were a 

greater use of nurses trained in fertility -awareness in a collaborative team care arrangement with 

general practitioners.  

Conclusion: This study has identified several important barriers and enablers to fertility -

awareness education in general practice. Translation into practice of our findings is imperative as 
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the first step in establishing a primary care model in fertility-awareness. This would fill an 

important gap in the primary care of infertile women and build capacity in general practice to 

reduce infertility through women’s enhanced fertility-awareness.  

Keywords: infertility, general practice, fertility-awareness, nursing, midwifery, family planning, 

primary care 

 

 

Why is this research needed? 

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

• General practitioners and practice nurses agree that women’s fertility-awareness should be 

enhanced in general practice when first reporting trouble conceiving.  

• Nurses have been nominated as the most preferred practitioners to deliver fertility -awareness 

education in general practice, but effective models of multidisciplinary care in fertility -

awareness are yet to be described.  

What are the key findings? 

• Greater use of nurses in a collaborative team care arrangement with general practitioners is 

needed to improve the delivery of fertility -awareness education in general practice.  

• General practitioners and practice nurses need specific education to improve their 

knowledge, skills’ confidence in fertility-awareness.  

• Patient educational materials and remuneration are needed to support the delivery of fertility-

awareness education in general practice.  

How should the findings be used to influenced policy/practice/ research and education? 

• The findings should be used to develop an interdisciplinary program of education on fertility -

awareness for general practitioners and practice nurses.  

• The findings should be used to expand scope of practice and increase career pathways for 

nurses in general practice.  
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• Healthcare policies need to reflect interdisciplinary primary care models in fertility-

awareness to increase women’s chances of spontaneous conception.   

 

 

 

INTRODUCTION   

Infertility is a global public health issue that affects around 9% of couples (The World Health 

Organization 2008, Boivin et al. 2009). Many studies have concluded that women’s poor 

understanding of the fertile period of the menstrual cycle (called fertility -awareness) should be 

addressed in primary care as one way of reducing infertility (Hampton et al. 2012, Bunting et al. 

2013, Hammarberg et al. 2013, Lundsberg et al. 2014, Hampton and Mazza 2015). However, the 

barriers and enablers of this type of education in general practice have not previously been 

described. We, therefore, used semi-structured interviews guided by a theoretical behaviour 

change framework to obtain the views general practitioners (GPs) and practice nurses (PNs) 

working in diverse general practices.    

Background 

GPs (also known as primary care or family physicians in some countries) are ideally placed in 

the healthcare system to play a role in both prevention and treatment of infertility. Yet, fewer 

women are receiving this type of care in general practice as a result of increasing referrals to 

assisted reproductive technology (ART) clinics (Wilkes et al. 2007, Britt et al. 2011). However, 

ART conceived children compared with naturally conceived children are associated with higher 

overall healthcare costs and increases in morbidity and mortality for both mothers and children 

(Kamphuis et al. 2014).  

 

To increase prevention in healthcare and help reduce the general trend towards specialist 

healthcare, many countries now emphasise primary health care (PHC) (The World Health 

Organization 2008). PHC is a rights based approach to healthcare for all in their community, 

achieved primarily through comprehensive service delivery in new primary care models 
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promoting health literacy (The World Health Organization 2008). Person-centred care, 

prevention in healthcare, and equity in healthcare are key features of PHC (The World Health 

Organization 2008). General practice has been identified as a key area for change to embed PHC 

and, consequently, it is evolving to reflect the aforementioned principles (Hoare et al. 2009, 

Hoare et al. 2011).   

 

The inclusion of nurses in the general practice workforce (called PNs in Australia) has occurred 

only in the last few decades and, to date, their current scope of practice is limited (Hoare et al. 

2011). However, expanding the scope of practice and roles for nurses in general practice to better 

address the needs in their community is key to embedding PHC in health systems (Halcomb et 

al. 2006, Hoare et al. 2011). Systematic reviews indicate that patient education and counselling 

contribute to lifestyle change for primary prevention of disease and that nurses are effective in 

the delivery of such interventions (Laurant et al. 2007, Harris et al. 2009). Patients have reported 

that they would be as likely to adopt positive health behaviours whether it was recommended by 

a PN or a GP, and that they perceive PNs to be more approachable and understanding when 

discussing lifestyle factors (Mitchell et al. 2011).  

 

This qualitative paper reports the findings of the second phase of our four-year fertility-

awareness study that sought to inform the development of a future primary care model in 

fertility-awareness. In the first phase, we established that poor levels of fertility-awareness exist 

in women, yet most women would like to receive this type of education before they are referred 

to ART clinics (Hampton 2014). Change in contemporary general practice offers the opportunity 

to deliver fertility -awareness education, but little is known about the barriers and enablers and 

how GPs and PNs can best work together to enhance the fertility-awareness of women who 

report trouble conceiving. We, therefore, used a theoretical behaviour change framework to 

assist the translation of our research findings into clinical practice.   
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THE STUDY 

Aim  

The aim of the study was to understand the barriers and enablers to fertility -awareness education 

in general practice from the perspectives of GPs and PNs.  

Design 

This phase of a larger study sought to inform the development of a future primary care model to 

improve the delivery of fertility -awareness education in general practice. Understanding the 

clinical practice setting is critical to the successful translation of research findings into clinical 

practice (Michie et al. 2005). We, therefore, used Michie et al.’s (2005) theoretical domain 

framework (Table 1) in this qualitative phase, as the framework aims to improve implementation 

of evidence-based practice by capturing in a systematic way the full range of mechanisms 

(barriers and enablers) that may be involved in professional behaviour change (Michie et al. 

2005).  

Participants 

To obtain the views of GPs and PNs that reflected diverse general practices, purposeful sampling 

was conducted in three different Divisions of General Practice (DGP) (a regional network of 

general practices) in Victoria, Australia (PCHRIS 2012). The outer metropolitan DGP compared 

with the inner metropolitan DGP in a major city in Australia was located in a socio-economically 

disadvantaged area in terms of household income, education, occupation, and the proportion of 

non-English speaking background people. The rural DGP was located in a mid-range area 

(Australian Bureau of Statistics 2008).  

 

GPs and PNs were invited to participate in this study through advertisements in newsletters of 

the targeted DGP and by faxing invitations directly to practices in these divisions. Individual 

telephone interviews were conducted with GPs as they can be difficult to recruit into focus 

groups (Bajramovic et al. 2004), and focus groups were conducted with PNs for the benefits that 
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group interviews can afford (Kitzinger 1995). A total of 31 participants, GPs (N = 11) and PNs 

(N = 20), agreed to participate in this study.  

Data collection  

A total of 11 individual telephone interviews with GPs and three focus groups with PNs (N = 20 

in 3 focus groups with 5 to 8 participants in each group) were conducted between April-August  

2012. To maintain consistency, all interviews and focus groups were conducted by the same 

facilitator (KH) and the schedule of questions used in all was the same. The questions were 

based on the 12 domains of Michie et al.’s (2005) theoretical framework and refined according 

to the findings of our previous research (Hampton 2014). The interviews were approximately 20 

minutes in duration and the focus groups were approximately 90 minutes in duration.  All were 

audio-recorded, and each participant received a $75.00 gift voucher in appreciation of their time.  

Ethical considerations 

This study was approved by a university and informed consent was obtained from all participants 

who were assigned codes for confidentially.  

Data analysis 

The verbatim text data were independently analyzed by the first two authors (KH, JN).  To 

familiarize themselves with the text data, all transcripts were read twice. Using a deductive 

process of thematic analysis (Hsieh and Shannon 2005), the text data were searched for key 

concepts and patterns in relation to the research questions.  Initial ‘code names’ were applied, 

and these were later categorized according to the domains in Michie et al.’s (2005) theoretical 

framework (Table 1). All codes related to at least one domain and several codes related to more 

than one domain, thus, highlighting, an overlap of content in several of the domains in this study. 

This dilemma and any other disputes in the coding were resolved through discussion and 

agreement. The coded data were then imported into NVivo 9 software (QSR International Pty 

Ltd. 2010) and under their assigned domains organized into themes and sub-themes. In this step, 

both between and within group analysis (Shih 1998) was conducted.  
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Validity and reliability 

Michie et al.’s (2005) theoretical framework is a validated tool that has been used in several 

health contexts to understand the barriers and enablers to evidence-based practice (Mazza et al. 

2014). The schedule of questions was based on the domains of Michie et al.’s (2005) framework, 

refined according to our research findings leading up to this qualitative phase (Hampton 2014), 

then piloted in a focus group (N = 3) resulting in only minor changes. In coding the data, we 

followed the accepted steps of deductive content analysis (Hsieh and Shannon 2005). All code 

names, themes and sub-themes that fall under the domains were arrived at through discussion 

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

 

FINDINGS 

The GPs (N =11) in this study comprised of four men and six women. All of the PNs (N = 20) 

were women. The socio-demographic characteristics of the study participants across the three 

DGPs were fairly even (Table 2).  

 

Deductive content analysis revealed six themes and three sub-themes that influence fertility -

awareness education in general practice: (1) lack of everyday resources, (2) belief in preventive 

healthcare, (3), lack of skills (4) practice options for fertility-awareness education, (5) medical 

dominance, and (6) the personal nature of the topic. These are discussed below in accordance 

with the seven domains they fall under in Michie et 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 

educational materials and remuneration, were major barriers to fertility-awareness education in 

general practice. These sub-themes, presented as follows, reflect Michie et al.’s (2005) domain 

of environmental context and resources (Domain 8).  

Sub-theme 1.1: Lack of time 

Short consultations made it difficult for GPs to raise the topic of fertility-awareness with their 

female patients or to provide anything other than basic instruction when the information was 
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specifically requested. In addition, they said that women typically did not make appointments 

specifically for fertility-awareness, but instead sought it out in the context of other consultations 

when no time was available, as illustrated in the excerpt below:  

Often you 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, and a lot 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 preconception health check was considered the ideal time to raise the topic of fertility -

awareness with women. This was considered especially important when other known risk factors 

for infertility were present. However, identified barriers to this approach were that many women 

did not to attend the preconception health check and that the preconception health check is 

already oversubscribed, as the following participants 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 thing [fertility-awareness]. (Female 

GP, High SES area)  

In the pre-conception health check, there is so much to cover…it’s hard to fit it all in. (Female 

GP, High SES area) 

 

Short consultations together with the belief that fertility -awareness education was time-

consuming led several GPs to suggest that this type of education was typically provided only 

when specifically requested, as illustrated below: 

I would say your average GP would wait until the topic’s brought up, because they’re busy, 

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

 

PNs echoed the views of GPs in this theme, adding that they believed short GP consultations 

were contributing to the premature referral of infertile women to specialists, as the following 

interview excerpt highlights:  
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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 in his 10-minute 

consultation. (PN, High SES area) 

Sub-theme 1.2: Lack of patient educational materials 

A lack of patient educational materials was the second most frequently discussed environmental 

barrier to fertility -awareness education in general practice. For these materials to be kept up-to-

date and be readily available, it was suggested that they are kept in a central location (i.e. 

downloadable from their computer). GPs and PNs believed that up-to-date and readily available 

patient educational materials were critical to delivering fertility-awareness education with 

confidence, as they shared in the excerpts below: 

One thing that may help increase confidence is having appropriate written material so I could 

read, work through the written material and then give that to patients. (Female GP, Low SES 

area)  

It’s a big 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 reinforce and refer 

to, I think that’s ideal. (Female GP, Low SES area)  

Sub-theme 1.3: Lack of remuneration 

General practices were characterized as small businesses that were entirely dependent on income 

generating tasks for their sustainability.  A lack of remuneration for fertility-awareness education 

was therefore considered a major barrier to its 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 that’s got 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 that GPs’ consultation fees were a barrier to fertility -awareness 

education in general practice, and suggested: 

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, I can't 

discuss that with you. You need to make another appointment.  Make a double appointment 

next time.  But I think sometimes that might have put them off of wanting to come back. (PN, 

High SES area) 

 

Despite these barriers, the utility of enhancing women’s fertility -awareness in general practice 

was generally appreciated.     

Theme 2: Belief in preventive healthcare  

Prevention in healthcare was discussed as a critical function of general practice. This theme 

reflects Michie et al.’s (2005) domain of social/professional role and identity (Self-Standards) 

(Domain 3) and centres on the participants belief that they have a professional role and 

responsibility in promoting preventive healthcare. Women GPs and PNs, in particular, stressed 

that enhancing women’s fertility-awareness in general practice was one way of optimizing 

natural conception and reducing unnecessary referrals for ART treatment, as the following 

interview quotes highlight:  

We need to be able to 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 of self-management in general practice now and there’s no reason why that can’t 

be translated into women’s health. (PN, Rural area) 

 

Notwithstanding these generally positive attitudes to fertility-awareness, neither GPs nor PNs felt 

skilled enough to deliver fertility-awareness education in any comprehensive way.  
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Theme 3: Lack of skills  

This theme centres on the participants concern that they do not have the necessary knowledge or 

skills to instruct women in fertility-awareness because of a lack of education and training in their 

under- and post-graduate courses. These concerns reflect Michie et al.’s (2005) domains of 

knowledge (Domain 1) and skills (Domain 2) 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 quotes below: 

They [GPs] need the knowledge to give the right advice…it’s not something that you really 

get much education about. (Female GP, High SES area)  

I’m not confident in the subject. My knowledge around fertility is pretty minimal. (PN, Rural 

area) 

 

The women GPs, in particular, shared that they have sufficient knowledge only to provide basic 

instruction in fertility-awareness and if any detailed information was required they indicated that 

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

I think I can provide some [fertility-awareness education] but if I was to do it properly I 

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

I feel confident enough that I could provide the basic first steps and if it gets more 

complicated…I have been referring my patients to a gynaecologist. (Female GP, High SES 

area) 

 

Only one of the five men GPs offered fertility-awareness education, most believed they were 

inadequately qualified, as illustrated in the excerpts below:   

The GP themselves feeling that they don’t have the knowledge to provide that type of advice 

or counselling, 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 qualified. For instance, if I referred them 

to IVF programs...I know that they’re going to get quality advice right up to the point of 

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

 

Without exception, PNs shared that they did not provide fertility-awareness education as it did 

not fall into their current scope of practice, as highlighted in this PN’s comment:  

You can't presume that nurses have education on this subject. (PN, High SES area) 

 

When GPs and PNs were asked about what mechanisms could be put in place to assist in the 

delivery of fertility -awareness education for women in general practice, several practice options 

were suggested, as the next theme shows.   

Theme 4: Practice options for fertility-awareness education   

GPs and PNs agree that the single most important enabler of fertility -awareness education in 

general practice is credentialed nurses in fertility-awareness who work in a collaborative team 

care arrangement with GPs. This theme reflects Michie et al.’s (2005) domain of behavioural 

regulation (Domain 11) and centres on the participants belief that specially trained nurses in 

fertility-awareness in a clearly defined pathway of care with GPs is essential to improve the 

delivery of fertility-awareness education for women in general practice, as encapsulated in the 

participant’s voices:  

I think dedicated nursing 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 it 

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

It’s like diabetes is now considered multidisciplinary care so I think fertility should start to 

come into that area. (Female GP, Low SES area)  A
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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 were suggested as alternative practice options, as the following 

quotes highlight:  

In our clinic, we have visiting diabetic nurses and visiting asthma nurses…so having visiting 

fertility nurses is 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 believed that this type of education should fall within their scope of practice and being a 

highly feminized profession this would help bridge several barriers to the education, as 

illustrated below: 

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

area)  

If the doctors don’t feel comfortable talking about fertility-awareness with their patients…if 

there’s a female nurse…patients might feel more comfortable and the doctor might feel like 

they’ve been able to provide the advice without doing it personally. (PN, High SES area) 

 

GPs believed that nurses appropriately trained in fertility -awareness were essential for them to 

have a confidence in referring women to PNs and, similarly, PNs believed that they would be 

well used by GPs if GPs knew they were appropriately qualified, as participants voiced: 

It’s a matter of making sure [the] Practice Nurse has accurate, up to date information…then 

allowing them to venture into that area of advice and counselling. (Male GP, Rural area) 

I think if you educate nurses like…online training…like a certificate…[and] once the doctor 

knows that the nurse is trained, they’ll often utilize the nurse for the education. (PN, High 

SES area) 
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It seems that the lack of primary care interventions in general practice addressing infertility has 

contributed to the increasing referral rates for ART treatment, as the following theme highlights.    

Theme 5: Medical dominance  

GPs and PNs spoke of ART as the main treatment option for infertility. This theme reflects 

‘decision processes’ in Michie et al.’s (2005) domain of memory, attention’ decision processes 

(Domain 7). It centres on the fact that no primary care model currently exists in general practice 

to reduce infertility and, conversely, that systems are well established for referring infertile 

people to ART clinics. Direct marketing in general practices by ART services encouraging early 

referrals was believed to further exacerbate this problem, as the following quotes illustrate:   

IVF come and do a lunch and they tell the GPs…what their success rate is…and the GP’s are 

told: if a couple’s been trying for six months and nothing’s happening, refer them straight 

away...That’s the standard practice now and has been for well over 12 months. (PN, High SES 

area)  

I’v e noticed the GP used to keep the patient in the clinic and educate them more roundly on 

lots of things, but now we send them off to specialists. (PN, Low SES area)  

 

The personal nature of fertility-awareness was also considered a major barrier to fertility-

awareness education in general practice.        

Theme 6: The personal nature of the topic   

Fertility-awareness is highly personal in nature and, consequently, this ‘nature’ was considered 

an important barrier to fertility-awareness education in general practice. This theme reflects 

Michie et al.’s (2005) domain of emotion (Domains 10). It centres on participants beliefs that 

some GPs may not feel comfortable raising fertility-awareness with their female patients. Whilst, 

conversely, some women may not feel comfortable seeking the information out from their GP. 

This particular barrier was considered an even greater barrier in the presence of difference (e.g., 
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gender, language, culture, and religious), which PNs by virtue of being a highly feminized 

healthcare workforce believed they could help overcome, as encapsulated in the quotes below:   

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

uncomfortable talking about it [fertility-awareness]. (PN, High SES area) 

The doctors in our practice have different cultural backgrounds.  So I think that is a barrier to 

them discussing [fertility-awareness]…they’re very strongly religious. (PN, Low SES area) 

The fact that nurses are women helps. That’s why nurses are probably better at this 

conversation.  They don't even blink about talking about mucus and menstruating. But I think 

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

 

DISCUSSION   

Using a theoretical behaviour change framework, we identified several important barriers and 

enablers to fertility-awareness education in general practice. The biggest barriers were time 

constraints faced by GPs together with a lack patient educational materials and remuneration to 

support its delivery. The biggest enablers were a greater use of nurses trained in fertility -

awareness who work in a collaborative team care arrangement with GPs.  These findings help to 

explain women’s low levels of knowledge of fertility -awareness found in the first phase of our 

study (Hampton et al. 2012, Hampton and Mazza 2015), and will assist in the translation of our 

study findings into a future primary care model.  

 

In addition, this qualitative phase confirms several findings in our GP and PN survey (Hampton 

2014). First, GPs and PNs are generally aware of women’s limited fertility knowledge and agree 

that an educational intervention enhancing women’s fertility-awareness may help some infertile 

couples to conceive.  Second, a high degree of agreement exists among GPs and PNs that nurses 

are the most preferred practitioners to deliver fertility-awareness education for women in general 

practice. The main factors that informed this belief were that fertility-awareness education is 

generally time-consuming (Kelly et al. 2012), PNs are better positioned than GPs are to spend 

more time with patients (Bekaert 2003), and  being a highly feminized healthcare workforce, this 
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would make it easier for women to raise sexual health issues (Mills  et al. 2012) and, similarly, to 

receive fertility-awareness instructions. Greater use of PNs has been found to improve women’s 

healthcare in other sexual health contexts in general practice (Mills  et al. 2012). 

 

Our study shows a willingness among GPs, especially women GPs, to relinquish fertility -

awareness education to PNs and also a desire among PNs to take up a new role in this clinical 

field (Hampton 2014). The agreed nature of this suggested change in practice (Mills  et al. 2012) 

together with the belief that enhancing women’s fertility -awareness can improve health 

outcomes are key enablers of expanded practice roles for nurses in general practice (Ehrlich et al. 

2013).  

 

In recognition of the fact that nurses and midwives are not typically trained in fertility -awareness 

(Fehring 2004), both GPs and PNs believe that nurses and midwives need to undergo specific 

training. This was considered essential both for quality assurance in patient outcomes (Fehring 

2004) and for effective team care management. GPs and PNs believe the education should be to 

the minimum level of a certificate course and ideally delivered online to help reduce traditional 

barriers to professional development (i.e., cost, time, convenience and geographic location) 

(Parker et al. 2011). In addition, patient education materials are needed to assist in the delivery 

of fertility -awareness education for women (Kelly et al. 2012). These materials should be 

evidence-informed, concise and readily available from a central location (i.e., downloadable 

from their computer). They should also be culturally appropriate to meet the needs of women 

from different cultural groups (Kelly et al. 2012).  

 

Although new funding for care services by PNs has been available in Australia since January 

2012 (Department of Health and Ageing 2012), no GP or PN in our study indicated awareness of 

this enhanced funding arrangement from which PNs could be drawn on to deliver care services 

such as fertility-awareness education. Whilst our study shows that awareness of this new funding 

arrangement needs to be increased among Australian GPs and PNs, internationally the most 

suitable funding model to promote care services by PNs nurses remains contentious (Hoare et al. 

2009). 
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A coordinated team care approach to enhancing women’s fertility-awareness in the 

preconception health check would greatly improve the timeliness, accessibility and affordability 

of this intervention, with the added benefit of easing time pressures on female GPs who currently 

provide the bulk of women’s healthcare in general practice (Mills  et al. 2012). This approach 

would optimise the benefit of this intervention, especially when other risk factors for infertility 

are present, such as advanced maternal age and being overweight or obese.  For women who do 

not attend the preconception health check (around half) (Callaway et al. 2009), the intervention 

should then be delivered opportunistically when women first report trouble conceiving.  

 

Our study sought to inform a new primary care model in fertility-awareness. We have described 

how GPs and PNs can best work together to enhance women’s fertility-awareness as one way of 

reducing infertility in general practice, and that nurse training in fertility-awareness, patient 

educational materials and funding are needed to support its delivery. Expanded practice roles for 

nurses in fertility -awareness would optimise women’s access to this intervention and promote 

and health equity, especially among rural people and other disadvantaged groups 

(Commonwealth of Australia 2010, Utting et al. 2012). Change will, however, require a major 

cultural shift in the GP/PN relationship as only 8% of preventive healthcare activities in 

Australian general practices involve a PN (Britt et al. 2011).  

Limitations and strength 

Even though the theoretical behaviour framework we used was comprehensive, it may not have 

captured all the barriers and enablers to fertility -awareness education in general practice. The 

relatively small sample that was recruited from only one state in Australia may reduce the 

transferability of the findings to national and international contexts. The views of the GPs and 

PNs who volunteered to participate in this study may differ from those who chose not to 

participate. In addition, most participants were women, which may have influenced our study 

findings. Despite these limitations, there was general agreement among GPs and PNs across all 

three targeted DGP represented in this study about the main barriers and enablers to fertility -

awareness education in general practice. Another strength is the inclusion of practices with high 
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immigrant and Australian Indigenous populations, which help strengthen the transferability of 

the study findings.  

   

Conclusions 

This study has identified several important barriers and enablers to fertility -awareness education 

in general practice. Translation into practice of our findings is imperative as the first step in 

promoting a primary care model in fertility-awareness. This would fill an important gap in the 

primary care of infertile women and build capacity in general practice to reduce infertility 

through women’s enhanced fertility-awareness.  
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Table 1 Interview questions and the corresponding theoretical domains  

Domain Interview questions 

Introductory questions   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 women 

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 diseases, 

overweight, life circumstances, geographic circumstances, 

financial situations, religious or cultural beliefs, male sub-

fertility 

Beliefs about consequences 

(Anticipated 

outcomes/attitudes) 

 

 What do you consider are the benefits of fertility-awareness 

education for women who are having trouble conceiving, 

and what do you consider are the consequences when it is 

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/professional role and 

identity (Self-standards) 

 

 Nurses are increasingly being employed in general practice 

and the roles of GPs and PNs are changing. How do you 

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 difficult 

and what factors would make it easier?  
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Beliefs about capabilities 

(Self-efficacy) 

 

 Do you think you can provide this education?  

 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 is 

there anything that would make it easier? 

Motivation and goals 

(Intention) 

 

 What do you consider are the main motivators among GPs 

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 having 

trouble conceiving have in fertility-awareness?  

Emotion 

 

 To what extent do you consider emotions of any kind among 

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-awareness 

do you consider GPs and PNs should have who provide this 

education for women who are having trouble conceiving? 

Behavioural regulation 

 

 

 Are there are any procedures, preparatory step or routines 

that could be put in place in general practice to better 

facilitate  fertility-awareness education for women who are 

having trouble conceiving? 
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Nature of the behaviours 

 

 What systems do you consider are needed in general 

practice for maintaining the delivery of fertility-awareness 

education for women? 

 

 

 

Table 2 Socio-demographic characteristics of the participants according to area 

Description of area Participant numbers in 

GP interviews (n = 11) 

Participant numbers in PN  

focus groups (n = 20, all 

women) 

High SES 4 (2 women, 2 men)  5  

Low SES 4 (3 women, 1 men) 7 

Rural 3 (2 women, 1 men) 8 
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