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Abstract: Primary care serves as the cornerstone for developing a strong healthcare system that guarantees positive 

health outcomes and health equity. Therefore, our aim by this review is to highlight the efficiency and primary and 

secondary prevention methods in family practice, and moreover we tried to evaluate the knowledge of family 

physicians about these methods of prevention. Literature searches were performed in, MEDLINE, PubMed, and 

Google Scholar, Databases for all published articles up to November 2016, we limited our search English studies 

only, only human trails were included, we also designed an inclusion criterion for our search which determine the 

studies that have to be included, and most important among those criteria is all studies discussing knowledge and 

preventive efficiency among family doctors, therefore all studies that evaluate the efficiency of primary and 

secondary prevention in family practice. We concluded that , medical care is important for building a strong 

health care system that ensures positive health outcomes, efficiency and performance, and health equity. It is the 

very first contact in a healthcare system for individuals and is identified by comprehensiveness, coordination, and 

longitudinality. It supplies family-focused and private and community-oriented look after avoiding, treating or 

easing typical health problems and impairments, and promoting health. 
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1. INTRODUCTION 

Primary care serves as the cornerstone for developing a strong healthcare system that guarantees positive health outcomes 

and health equity 
(1,2)

. In the past century, there has actually been a shift in healthcare from focusing on disease-oriented 

etiologies to taking a look at the connecting impacts of aspects rooted in culture, policy, environment, and race/ethnicity. 

Such a shift called for person/family-focused and community-oriented primary care services to be offered in a continuous 

and collaborated way in order to meet the health needs of the population 
(3)

. 

Nevertheless, regardless of near agreement around the globe that medical care is an important part of any healthcare 

system, there is a considerable imbalance between primary and specialty care in the United States (USA) and many other 

parts of the world. For example, in the USA, in 2008, amongst 954,224 total physicians of medication, 784,199 were 

actively practicing and 305,264 were practicing in primary care specialties (32% of the overall and 39% of actively 

practicing physicians) 
(4)

. The percentage of professionals was over 60% of all patient care physicians. 

The WHO as well as the majority of national healthcare authorities highly advise preventive services considering that 

there is a clear and overwhelming evidence of their efficiency in numerous areas, particularly in main avoidance. Primary 

avoidance has shown to be four times as cost-effective as secondary avoidance 
(5)

. Counselling and vaccinations are the 

most important preventive services 
(6)

, however there is also clear proof for some screening procedures. Despite the fact 

that these services can easily be offered, particularly in a primary care setting, the delivery of preventive services remains 

low 
(7)

. 

Our aim by this review is to highlight the efficiency and primary and secondary prevention methods in family practice, 

and moreover we tried to evaluate the knowledge of family physicians about these methods of prevention.  
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2. METHODS 

Search strategy: 

Literature searches were performed in, MEDLINE, PubMed, and Google Scholar, Databases for all published articles up 

to November 2016, we limited our search English studies only, only human trails were included, we also designed an 

inclusion criterion for our search which determine the studies that have to be included, and most important among those 

criteria is all studies discussing knowledge and preventive efficiency among family doctors, therefore all studies that 

evaluate the efficiency of primary and secondary prevention in family practice, we conducted this search strategy 

through Mesh terms in each database which are: Primary care, OR Family practice , OR general practice,  OR family 

physicians,  Combined with search terms: preventive,  AND efficiency ,  AND effectiveness. Then Authors investigate 

each study manually for matching of criteria, we also search particular studies references for similar article concerning 

any of mentioned aims of this study. 

3. RESULTS AND DISCUSSION 

General Overview: 

In spite of evidence of the efficiency of preventive services and the advancement of released nationwide guidelines 
(9,10)

, 

actual rates of shipment of preventive health care services remain low 
(11)

. In a current study of family medicine in 

Michigan, conclusion of all relevant cancer screening tests, consisting of breast, cervical, colorectal, and prostate cancer 

screening, was attained for only 3% of females and 5% of males aged 50 and older 
(12)

. Nationwide, rates of preventive 

services delivery are also low, with 77% of females having had a Papanicolaou test in the past 3 years and just 56% of 

females aged 50 years and older having had a breast examination and mammogram in the preceding 1 to 2 years. Only 

30% of adults aged 50 years and older have actually undergone fecal occult blood screening within the previous 2 years, 

and only 33% have actually ever gotten proctosigmoidoscopy 
(13)

. 

Numerous studies have actually examined why preventive services delivery rates are low. The most typical barriers 

recognized are absence of time throughout the workplace see, inadequate insurance coverage compensation, patient 

refusal to comply or talk about with suggestions, and lack of doctor proficiency in therapy strategies 
(14,15,16,17,18)

. Constant 

with the finding that time is a prominent barrier, Zyzanski and coworkers have shown that high-volume physicians carry 

out less preventive services 
(19)

. A recent research study revealed that time spent in office check outs has actually 

increased somewhat in the past decade 
(20)

, physicians continue to claim that not having enough time is a barrier to 

carrying out preventive services 
(21,22,23)

. 

Most patients require more than 1 or 2 preventive services each year. In a study of patients in a family medicine waiting 

space, an average of 25 services were due at the time of the see for each patient, according to recommendations of the US 

Preventive Services Task Force (USPSTF) 
(24)

. Moreover, the number of suggested preventive services is increasing as 

brand-new tests are developed and research study shows the value of preventive care for chronic diseases. Some 

nationwide firms (e.g., the American Cancer Society) have developed their own guidelines, increasing the number of 

screening tests to be thought about. Given contending monetary needs to see a greater number of patients while offering 

increasing levels of preventive services, it deserves examining whether supplying the suggested preventive services for 

the patients in a practice can be reasonably accomplished 
(24)

. 

Specific studies results: 

We identified a very important study 
(25)

 that aimed to evaluate the patterns of treatment of patients in primary avoidance 

who were entered in the Family Medicine, Université de Sherbrooke (FAMUS) register and to calculate the possibility of 

their receiving a hypolipidemic representative according to the presence of various risk profiles, this study revealed of the 

52,505 patients in the register, 48,190 were determined as remaining in primary avoidance. Of these, 22,250 (46.2%) had 

a total lipid profile on record, and 2300 had received a prescription for a hypolipidemic agent (4.8%). Patients under 

medicinal treatment had considerably greater lipid worths. The adjusted relative risk of being treated with a hypolipidemic 

representative was 1.3 for cigarette smokers, 1.3 for diabetic patients, 2.0 for those with a favorable family history of 

premature cardiovascular disease, 2.2 for hypertensives and 3.3 for men over 45 years of age or ladies over 55 years, 

compared to patients who were not taking lipid-lowering medications. The number of threat factors was a lot more 

strongly associated with the likelihood of being treated. and concluded that, couple of patients in primary avoidance in the 

register were treated with a pharmacological agent. The presence of associated danger factors in this study was a crucial 
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predictor for treatment, suggesting that patients in primary prevention are being examined internationally as a function of 

all of their threat elements, not just their lipid and lipoprotein levels. More attention, nevertheless, has to be directed to the 

section of the population with several threat elements whose lipoprotein profile is unknown or who are not being dealt 

with to standard target levels 
(25)

. 

Most randomized scientific trials and observational studies have actually concentrated on comparing the quality of care in 

between physicians, with relatively little released research study comparing family physicians with either physicians or 

nurses 
(26,27,28,29)

. In a study comparing physician performance in the care and attainment of outcomes for patients with 

diabetes, Lenz et al(30) found significant differences in documents but not in patient outcomes. Some have actually 

argued that nurses may boost medical care due to the fact that they are trained specifically for health promo and education 
(31,32)

. In fact, Hopkins et al 
(33)

 discovered that compared with physicians, family doctor performed much better at 

secondary avoidance, evaluation, and counseling. In addition, Kinnersely et al 
(26) 

and Sakr et al 
(27)

 found that patients 

took care of by family doctor received more info about their care and were less likely to return for follow-up suggestions. 

Relating to self-reported patient fulfillment, research studies have discovered no considerable differences whether care 

was offered by family physicians or physicians 
(34,35)

. The literature hence recommends some advantages of care supplied 

family physicians, potentially making these clinicians more than just sufficient replacements throughout physician 

scarcities. Considering that NP and family doctor salaries are normally less than those of physicians, this literature 

recommends that practices utilizing family physicians could potentially offer quality care at lower expense to the practice 
(36,37)

; however, differences in performance and patient mix and requires for supervision and backup may negate this 

advantage. A current Cochrane review reported that many studies have actually not found substantial cost distinctions 
(38)

. 

These research studies have compared care provided by private clinicians by straight connecting specific patients with the 

type of clinician 
(26,27,28,37)

 or by comparing care supplied by practices entirely staffed by either physicians. Proof 

recommends, nevertheless, that care quality needs to be seen from a systems perspective and according to the correlations 

amongst individuals, not merely from the point of view of specific people 
(39,40,41)

. Whereas proof therefore exists that 

family doctor are capable of offering quality care, this ability does not always indicate they are utilized effectively when 

added to the common medical care practice. Rather than focusing on specific ability, this research study for that reason 

analyzed the efficiency of practices utilizing various midlevel clinicians to better understand at a practice level the impact 

of family doctor on quality of care; in addition, because of the intricacy of handling patients with diabetes in medical care 

practices 
(42,43,44)

. 

4. CONCLUSION 

Medical care is important for building a strong health care system that ensures positive health outcomes, efficiency and 

performance, and health equity. It is the very first contact in a healthcare system for individuals and is identified by 

comprehensiveness, coordination, and longitudinality. It supplies family-focused and private and community-oriented 

look after avoiding, treating or easing typical health problems and impairments, and promoting health. 

There are lots of factors figuring out quality of care and secondary and primary avoidance in family medicine, such as 

ease of access (consisting of schedule of after-hours care, length of office wait time, travel time to a consultation, and 

flexibility in selecting a PCP), scientific quality, interpersonal aspects, connection, structure through which primary care 

is delivered, and insurance coverage. Although studies in global settings have compared quality of care in primary care 

and specialty care settings. 
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