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What is a general health check?

• General health checks aim to reduce 
morbidity and mortality in the 
population.

• Several screening tests are performed 
periodically to assess the general 
health of clients presenting without 
symptoms.

• The intention is to identify risk factors 
of preventable conditions and to 
detect early signs of curable diseases.

• Dedicated visit and excludes 
preventive care during chronic or 
acute care visits.



Background 

General health checks are offered despite clear evidence that 
national programmes have little or no effect on morbidity and 
mortality (Krogsbøll 2019; Si 2014).

National health checks programmes have low participation rates, 
particularly among people with higher clinical needs or health risks 
(Dryden 2012; Bunten 2020). 

There is a growing market for health checks services provided as 
private or self-pay services that go beyond what is covered by 
national health checks programmes (Eikermann 2015; Zok 2015).
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Aim of the QES

• To identify how stakeholders (i.e. healthcare managers or policymakers, 
healthcare providers, and clients) perceive and experience general health 
checks and experience influencing factors relevant to the commissioning, 
delivery and uptake of general health checks. 

• To supplement and contextualise the findings and conclusions of the Cochrane 
effectiveness review (Krogsbøll 2019). 



Method
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Approach

• Framework Synthesis (Booth 
2015; Carroll 2011): 
Development of a framework



Eligibility criteria

Participants

• Healthcare 
managers and 
policymakers offering 
or commissioning 
general health 
checks

• Healthcare providers 
who deliver general 
health checks 

• Adults who do or do 
not participate in 
general health 
checks (i.e. clients)

Intervention

• General health 
checks (screening 
for more than one 
preclinical disease or 
risk factor, performed 
only once or 
repeatedly) targeted 
to reduce morbidity 
or mortality 
(Krogsbøll 2019).

Evaluation

• Perceptions and 
experiences towards 
general health 
checks

Settings

• Any country or 
setting (primary care, 
communities, 
pharmacies, 
workplaces, non-
governmental 
organisations, 
insurance 
companies, gyms)



Initial framework

COM-B and Theoretical Domains 
Framework (TDF), system-based logic 
model, CICI Framework (Atkins 2020; 
Michie 2011; Rohwer 2017; Pfadenhauer 
2017)



Method

Systematic literature search in MEDLINE (Ovid) und CINAHL (EBSCO) on 20 January 2022, 
citation searches in August 2022, top-up search in September 2023 but studies not incorporated

Dual abstract and full-text screening

Maximum variation purposive sampling strategy (Suri 2011): stakeholder group, setting, 
geographical area, and data richness

Structured data extraction, data coding

Assessing the methodological limitations (CASP) (Ames 2017;CASP 2018)

Assessing the confidence with Grade-CerQual (Lewin 2018)



Findings





Study characteristics

• 146 eligible studies, 36 sampled and analysed
• Europe (19), North America (6), South America (1), South-East 

Asia (9), Australia (1)
• Primary and community healthcare settings (16), workplace 

settings (4) community settings (4), outpatient clinics, hospitals (3), 
other settings (4) or not reported (5)

• Clients (25), healthcare providers (15) and healthcare managers or 
commissioners (9)



Framework
Socio-cultural context 

• Culture shapes perceptions of prevention and disease

Legislation and policy
• Favourable political 

climate
and legal framework

Geographical 
context

• Accessibility

Epidemiological 
context

• Tool for improving and 
understanding population 

health

Socio-economic context
• Saving future costs
• Financial contraints

Intervention theory
• Focus on low hanging fruits (biomedical tests)

Intervention design
• Information provision for decision-

making
• Beneficial programme

• Clients demand vs. 
commissioner/provider supply

• Interpretation of results and linkage to 
follow-up care

Intervention delivery
• Qualified health care professionals 

with prevention agenda
• Competing with curative care for 

time
• Suitable infrastructure, organisation, 

and logistics
• Convenience and diversification of 

settings

Motivation
• Fear of diagnosis and 

discomfort during examination
• Confirmation of good health

• Ability to act
• Impetus for changing or 

maintaining lifestyle

Opportunity
• Influence of family and friends

• Patient-GP-relationship
• Time and financial resources

Capability
• Awareness of existence and 

understanding of health 
checks

• Personal health risk perception 
and preference

Clients
Commissioner

or manager

Provider



Findings – Individual Level
Findings Group Confidence 

(CERQual)
Capability
• Awareness of existence and understanding of 

health checks
• Personal health risk perception and preference 

C High

Opportunity
• Influence of family and friends HCP, C Moderate
• Patient-GP relationship HCM, HCP, C Moderate
• Time and financial resources HCM, HCP, C Moderate
Motivation
• Fear of diagnosis and discomfort during 

examination
HCC, HCP, C Moderate

• Confirmation of good health, ability to act HCP, C Moderate
• Impetus for changing or maintaining lifestyle C Moderate



"Yes, that's what I always say: you're walking ill. You live but you're
ill from the inside. Till it erupts you don't know that you're ill,
but it has already started, maybe from a young age. But because
you didn't know or you didn't go to the GP, you let it be. People
should be convinced: Even though I feel like a bear who can conquer
the world, something might potentially be present, so let's do that
check." (Client) (Groenenberg 2015).

"I guess one of the barriers [is that] some of my patients are hard
to get to do preventive care, who don't, you know, don't do the
mammogram. You know, it's because they have to take the bus up to
the screening centre […] They take a bus to come see me or they walk;
they don't drive, so they're my patients that are less likely to come in
for an hour and see a practitioner […] I mean there's those barriers.
There's financial barriers for patients and time!" (Physician) (Sopcak 2016).

"People always tend to believe the worst case scenario. (…) A certain fear 
to have something, a fear of illness (…) [They take the PSA test] we'll treat 
them and they will be glad we do. In the meantime they're confronted with 
incontinence, impotence, that sort of thing. And surprisingly enough, they 
take it for granted. (...) They'll reason I have prostate cancer and I've been 
treated ... so I escaped death." (GP) (Stol 2017a)



Findings – Intervention Level
Findings Group Confidence 

(CERQual)
Intervention theory
• Focus on low hanging fruits (biomedical tests) HCC, HCM, 

HCP
Very low

Intervention design
• Information provision for decision-making HCC, HCM, 

HCP, C
Moderate

• Beneficial programme HCC, HCM, 
HCP, C

Moderate

• Client demand vs. commissioner/provider supply HCC, HCM, 
HCP, C

Low

• Explanation of results and recommendations HCC, HCP, C Low
• Linkage to follow-up care HCC, HCM, 

HCP, C
Very low



"These days, the medical field can be quite commercialized. Doctors
would advise you to take up certain screening tests, which are
expensive and unnecessary. This does prevent people from going for
screening, like for some of my friends, after they saw the so-called
'unethical' practice." (Client) (Teo 2017a).

"We get quite a lot of high-risk people, but we can’t get involved in
the treatment or follow-up. We would like to follow them up here and
I think people expect that too, I feel sad I can’t do more." (Community
leader) (Eastwood 2013).



Findings – Intervention Level
Findings Group Confidence 

(CERQual)
Intervention delivery
• Qualified healthcare professionals with 

prevention agenda
HCM, HCP, C High

• Competing with curative care for time HCC, HCM, 
HCP, C

Moderate

• Suitable infrastructure, organisation, and 
logistics

HCC, HCM, 
HCP, C

Moderate

• Convenience and diversification of settings HCC, HCM, 
HCP, C

Moderate



“We were talking about weight at the time and it was just a matter
of, 'Well, you can lose five stone'… It was umm, 'It can be done,
everybody else can do it'. Rather than 'I understand it can be a bit
hard but for the good of your health it might be a good idea to try'. I
think that would have had a more favourable reaction from me then."
(Riley 2016 Client).

"“You need to take the time to explain. (…) Time, time... That is of 
crucial importance to patients.” (Stol 2017a).



Findings - Contextual level
Findings Group Confidence 

(CERQual)
Socio-cultural context
• Culture shapes perceptions of prevention and 

disease
HCC, HCP, C Low

Epidemiological context
• Tool for improving and understanding population 

health
HCC, HCM, 
HCP, C

Very low

Geographical context
• Accessibility and density HCP, C Very low
Socio-economic context
• Saving future costs
• Financial constraints

HCC, HCM, 
HCP, C

Very low

Legislation and policy
• Favourable political climate and legal framework HCC, HCM, 

HCP, C
Low



"It is a masculine thing that you do not want other people to see those
weaknesses in you, so you don't tell anyone." (Client) (Coles 2010).

"[We need to] be able to track people through the system, so
we can try and understand real-time, how effective our model
actually is, ultimately. Because we are quite blind at that at the
moment." (Healthcare manager) (Hyseni 2020).

"[We're] focused so much on acute care and really if we spent more
resources on preventative care, we'd probably save more money.
Devoted, more preventative care prevents the expense of acute care,
right? And so I'm hopeful that patients will be more likely to adapt
their lifestyle, lifestyle changes, screening tests … they will improve
their health in the long run." (Health care professional) (Sopcak 2016).



Link to Effectiveness (Krogsboll 2019)

Context and type of 
general health checks
Differed (period, countries, 
population groups – QES more 
varied)

Self-selection of 
study participants
Ineffectiveness of general health 
checks because attendees 
possibly differed from non-
participants – QES supports: 
worried well, misunderstandings

Clinically motivated 
testing
At-risk patients identified during 
any care – QES supports: 
clients only attend when ill



Link to Effectiveness (Krogsboll 2019)

Motivations for attendance

General health checks had little or no effect on 
self-reported worries and might slightly improve 

self-reported health – QES contrasts: relief, 
confirmation of good health, impetus for change

Effectiveness of general health 
checks

QES: stakeholders like to offer an effective 
programme, which contradicts clients’ demands 

for a 'the more, the better' programme; 
effectiveness rarely questioned



Why are general health checks so popular?

The effectiveness of screening has hardly been questioned. Clients, providers and 
commissioners may define the “effectiveness” of general health checks not merely 
on the grounds of population-wide morbidity and mortality reduction.

Instead, they might seek in general health checks the fulfillment of individual needs 
that are context dependent. Desirable effects were indicated: e.g. improvement of 
the doctor-patient relationship, rewarding field of activity for healthcare 
professionals, screening provides security.

De-implementation strategies may need to offer alternatives and address contextual 
factors before a constructive debate can take place about fundamental changes to 
this widely popular, or at least tolerated, service.



Thank you!
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