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ABSTRACT

Objective: Late or non-referral of patients to specialist palliative care (SPC) services may affect
patients’ and their carers’ quality of care. General practitioners (GPs) are key professionals in
linking people with SPC. The aim of this article is to assess GPs’ perceptions and SPC referrals
for their patients with advanced cancer and differences between metropolitan (M GPs) and
non-metropolitan GPs (NM GPs).

Method: Self-report survey mailed to a stratified random sample of 1,680 Australian GPs was
used.

Results: Thirty-one percent (469) of eligible GPs returned surveys. More M GPs than NM GPs
reported referring .60% of their patients for SPC ( p ¼ 0.014); and that a more comprehensive
range of SPC services was available. The most frequently reported referral prompts were: presence
of terminal illness (M GPs, 71%, NM GPs, 66%, ns (not significant)); future need for symptom
control (69% vs. 59%, ns) and uncontrolled physical symptoms (63% vs. 54%, ns). Reasons for not
referring were: doctor’s ability to manage symptoms (62% vs. 68%, ns) and the absence of
symptoms (29% vs. 18%, p ¼ 0.025). Higher referral was associated with: having a palliative care
physician or consultative service available; agreeing that all patients with advanced cancer should
be referred, and agreeing that with SPC, the needs of the family are better met.

Significance of results: Referrals for SPC were primarily disease-related rather than for
psychological and emotional concerns. Measures are needed to encourage referrals based upon
psychosocial needs as well as for physical concerns, and to support GPs caring for people with
advanced cancer in areas with fewer comprehensive SPC services.
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INTRODUCTION

Palliative care is “an approach that improves the
quality of life of patients and their families facing
the problems associated with a life-limiting illness”(-
World Health Organization, 2002). In Australia, gen-
eral practitioners (GPs) and the primary healthcare

team are central to the ongoing provision of care at
the end of life. Many people with advanced cancer
are cared for until their death by their GP, with sup-
port from specialist health providers (Mitchell,
2002). Not all people with advanced cancer will re-
quire the intermittent or ongoing involvement of
specialist palliative care (SPC) services (Currow &
Nightingale, 2003) however, it is suggested that up
to 90% will need referral to a SPC service for a
more detailed assessment, with 70% requiring some
ongoing contact and 30% requiring direct care in con-
junction with their GP (Palliative Care Australia,
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2005). Late or non-referral of some people to SPC ser-
vices may affect quality of life (QOL) for some
patients and their carers. Ideally, when some aspects
of patients’ or families’ needs are complex and are un-
able to be met within their current care framework,
patients will be referred to a SPC service (Currow &
Nightingale, 2003). Decisions to refer need to consider
severity of the problems of the patient and family,
their personal and community support mechanisms,
the ability of the GP to manage those problems,
and the availability of other health professional and
support services (Palliative Care Australia, 2005).

Apart from hospitals, GPs have been identified as
the primary source of information about SPC (Camp-
bell Research & Consulting, 2006). Consequently
GPs’ attitudes to, and perceptions of, SPC services
are pivotal when discussing equity of access for
people with advanced cancer (Ajzen, 1988). Some
doctors may not be well informed about palliative
care or are not proactive in providing information re-
garding access to SPC services (Ogle et al., 2002;
Quantum Market Research, 2003; Brickner et al.,
2004). It is, therefore, important to understand how
GPs throughout Australia view palliative care and
SPC, and what is the effect of these perceptions on re-
ferral practices.

This study describes GPs’: (1) current referral
practices to SPC services; (2) perceptions of, and atti-
tudes to palliative care; (3) triggers that initiated
SPC referrals; and (4) reasons for not referring
people with advanced cancer; with comparisons
made between GPs practicing in metropolitan (M
GPs) versus non-metropolitan (NM GPs) areas across
Australia.

METHODS

Procedure

A self-report questionnaire was mailed to a sample of
GPs identified from the national Australian Medical
Publishing Company database of medical prac-
titioners (AMPCo Direct, 2002). Non-responders
were sent a reminder after 12 weeks and followed
up by telephone 6 weeks later. Participation implied
consent.

Ethics approval was granted by the University of
Newcastle HREC, approval number: H-624-0703.

Sample

From �21,000 GPs in Australia (Commonwealth De-
partment of Health and Aged Care, 2000), a strati-
fied, random sample of 1680 GPs were invited to
participate. This initial sample was calculated on
the basis of an expected response rate of 50% and in

the worst-case scenario of 50% prevalence of items
of interest. Power calculations for this sample would
allow assessment with up to 5.6% precision and a
95% level of significance, and allow comparison be-
tween M GPs and NM GPs with a detectable differ-
ence of up to 10% with 80% power. Only GPs
employed for �35 hours per week were invited to
participate, to capture a sample that cared for a
reasonable number of people with advanced cancer.
GPs were stratified according to location of practice
(metropolitan versus non-metropolitan location ac-
cording to Australia Post classification) (Australia
Post, 2005) and by state or territory within Australia.

Instrument

The development and content of the instrument has
been described in detail elsewhere (Johnson et al.,
2008). In brief, to develop the Palliative Care Referral
Questionnaire, lists of potential barriers and triggers
for referral to SPC and perceptual and attitudinal
items were generated from the literature regarding
palliative care referral and the findings of a prelimi-
nary exploratory study. An expert advisory group re-
viewed items for content and face validity and 20
medical practitioners pilot tested the survey for ac-
ceptability. The final survey included items on par-
ticipant characteristics (9), perceptions of palliative
care (25), service availability and satisfaction with
services (6), and referral practices (2).

Analyses

Descriptive analyses were undertaken and between-
group comparisons (M GPs versus NM GPs) were
performed using Pearson’s x2 analysis and Student’s
t-test. Where appropriate, non-parametric analyses
were undertaken. For attitudinal items, five-point
Likert scales were collapsed into three categories of
agree, neutral, and disagree. Backwards stepwise
multiple logistic regression analyses were used to
identify independent predictors of participants’
referring .60% of eligible patients to SPC services
in the past 12 months. For our study, referring .

60% of patients was defined as “higher referral” be-
cause it is the lower limit of the range that contains
70%, the proportion of patients with advanced cancer
suggested by Palliative Care Australia as needing on-
going input from a SPC service (Currow & Nightin-
gale, 2003).

All analyses were undertaken using SAS for Win-
dows Version 8 statistical analysis software (SAS
Institute, 1999–2001).
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RESULTS

Completed questionnaires were returned by 469 eli-
gible participants. A further 177 were ineligible be-
cause of retirement, practicing overseas, or not
working in a general practice, or they were unable
to be contacted. The resultant 31% response rate al-
lowed within group precision of up to 7% and a detect-
able difference between groups of 13% with 80%
power and a 95% level of significance.

Distribution by state was similar to the national
distribution of GPs, with South Australia being
over-represented (x2 ¼ 8.57, df ¼ 1, p ¼ 0.003) and
the Australian Capital Territory under-represented
(x2¼ 6.66, df ¼ 1, p ¼ 0.010). The study GPs were
similar to the national sample in terms of age, gen-
der, and proportion who were Australian-trained.
Some differences were detected between M GPs and
NM GPs (Table 1).

Service Availability and Adequacy

M GPs reported having greater access to a more com-
prehensive range of SPC services and health pro-
fessionals (Table 2) including palliative care home
nursing and inpatient facilities, as well as a palliative
care physicians and psychologists. Conversely, NM
GPs were more likely than M GPs to report the avail-
ability of allied health services at a primary health
service level.

Advanced Cancer Work Load
and Referral Rates

NM GPs reported having treated more people with
advanced cancer in the previous 12 months
(median ¼ 5, IQ range ¼ 3–10, mean ¼ 7.4) than M

GPs (median ¼ 3, IQ range ¼ 1–6, mean ¼ 4.4) (Wil-
coxon sum rank, z ¼ 5.06, p , 0.001).

The majority of GPs (83% of M GPs and 85% of NM
GPs) reported discussing referral to a SPC service
with .60% of their patients, whereas .75% repor-
ted discussing referral with .60% of their patients’
families (76% and 83%, respectively). Two-thirds
(67%) of M GPs reported referring .60% of their ad-
vanced cancer patients to an SPC, compared to 50%
of NM GPs (x2 ¼ 11.5, df ¼ 1, p , 0.001). However,
61% of NM GPs referred .60% of the patients to gen-
eralist community services compared to only 48% of
M GPs (x2 ¼ 6, df ¼ 1, p ¼ 0.014).

Attitudes to and Perceptions of SPC Service

Early Referral

The majority of GPs agreed that early referral was ben-
eficial and that patients could benefit from SPC while
still receiving disease-modifying treatment. M GPs
however, were more likely than NM GPs to agree
that all people with advanced cancer should be referred
for SPC (62% vs 46%, x2¼ 14.65, df¼ 2, p , 0.001).

Training

Approximately half of NM GPs (52.2%) and 31.5% of
M GPs perceived that they were well-trained to care
for the symptoms of people with advanced cancer,
with 28% and 31% being unsure (x2 ¼ 25.69, df ¼ 2,
p , 0.001).

Referral Outcomes

M GPs were more likely than NM GPs to be positive
about the outcomes of SPC referrals for patients and
their families (Table 3).

Table 1. A Comparison of personal and demographic characteristics of M GPs and NM GPs.

M GPs NM GPs T-test

Mean (95% CI) SD Mean (95% CI) SD t (se) p

Agea 49.4 (48.1–50.7) 10.47 48.0 (46.7–49.4) 10.07 1.41(0.96) ns
Hours in practice per weekb 41.1(39.5–42.7) 12.84 43.8(42.0–45.7) 13.95 22.2(1.25) 0.029
Years since qualifyingc 9 (0–22)12.4d 12.78 6 (0–17) 9.9a 11.04 21.83 e ns

Chi-square

% % x2 (df¼1) p

Male 60.2 74.2 10.12 0.002
Australian trained 75.3 75.2 0.002 ns
Postgraduate qualifications in PC 1.2 3.8 3.34 ns

aM GPs: n ¼ 254, NM GPs: n ¼ 213.
bM GPs: n ¼ 250, NM GPs: n ¼ 212.
cM GPs: n ¼ 242, NM GPs: n ¼ 206.
dMedian, (Inter-quartile range) mean.
eWilcoxon sum rank test.
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SPC Focus

Whereas almost half of GPs disagreed that “SPC is
primarily about good physical symptom control”,
only about one-third of GPs perceived that SPC servi-
ces played a role in psychosocial and spiritual issues
(Table 4).

Reasons for Referral and Non-referral
to SPC

The most frequently cited reasons for referring and
not referring people with advanced cancer for SPC in
the previous 12 months are listed in Tables 5 and 6,
with symptom-related reasons clearly dominating.

Table 2. Palliative care services and health professionals reported to be available to M GPs compared to
NM GPs.

M GPs NM GPs
Chi-square

Specialist palliative care services n (%) N ¼ 254 n (%) N ¼ 211 x2 (df ¼ 1) p

Palliative care home nursing service 231 (90.9) 169 (80.1) 11.28 0.001
Palliative care inpatient facility (i.e., hospice or palliative care unit) 229 (90.2) 122 (57.8) 65.13 ,0.001
Palliative care physician 226 (89.0) 113 (53.6) 73.20 ,0.001
Counselling 151 (59.4) 115 (54.5) 1.15 ns
Inpatient palliative care consultative service 147 (57.9) 83 (39.3) 15.84 ,0.001
Social worker 129 (50.8) 109 (51.7) 0.04 ns
Pastoral/spiritual care 111 (43.7) 100 (47.4) 0.63 ns
Physiotherapist 106 (41.7) 98 (46.4) 1.04 ns
Psychologist 105 (41.3) 58 (27.5) 9.71 0.002
Dietetics 91 (35.8) 72 (34.1) 0.15 ns
Occupational therapist 91 (35.8) 77 (36.5) 0.02 ns
Volunteers 81 (31.9) 91 (43.1) 6.25 0.012
Complementary health therapists 56 (22.0) 39 (18.5) 0.90 ns
Other 5 (2.0) 7 (3.3) 0.83 ns
No services 4 (1.6) 12 (5.7) 5.87 0.015

Primary health services N ¼ 254 N ¼ 211

Domiciliary nursing service 237 (93.3) 199 (94.3) 0.20 ns
Social worker 145 (57.1) 141 (66.8) 4.62 0.032
Physiotherapist 141 (55.5) 150 (71.1) 11.94 ,0.001
Occupational therapist 125 (49.2) 135 (64.0) 10.20 0.001
Psychologist 119 (46.1) 101 (47.9) 0.05 ns
Pastoral/spiritual care 119 (46.8) 139 (65.9) 16.89 ,0.001
No services 7 (2.8) 5 (2.4) 0.07 ns
Other 2 (0.8) 9 (4.3) FEa 0.027

aFisher exact test.

Table 3. GPs’ attitudes and perceptions about patients’ needs, quality of life and SPC

M GPs %a NM GPs %b Chi-square

Agree Neither Disagree Agree Neither Disagree
x2

(df ¼ 2) p

With the involvement of SPC services, the
needs of the family are better met than
with just conventional care

83.7 13.1 3.2 76.1 15.3 8.6 7.22 0.027

Families of patients with advanced cancer
achieve a better quality of life if referred to
SPC services

73.2 21.6 5.1 63.6 27.8 8.6 5.37 ns

Patients with advanced cancer achieve a
better quality of life if referred to SPC

69.8 25.3 5.1 57.1 32.9 10.0 8.75 0.013

aNumber of M GPs who participated in each question ranged from 249 to 255.
bNumber of NM GPs who participated in each question ranged from 202 to 211.
Note: Rows may not add up to 100% because of rounding.
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Predictors of Higher Referral Rates

Univariate analyses were undertaken to test for
association among 41 demographic, attitudinal, ser-
vice, and location (i.e., metropolitan vs. non-metropo-
litan) variables and referral rates (higher .60% vs.
lower ,60%); and 25 significant associations were
identified. The strongest predictors of higher referral
rates were identified using a multiple logistic re-
gression to control for confounders and interaction
terms. Items were included in the model if they
were significant at p , 0.25 on univariate analysis.

The frequency with which participants discussed
palliative care with patients and the family, although
highly associated with higher referral on univariate
analysis, were excluded from the multivariate analy-
sis because they were considered by the investigators
to potentially have a dependent relationship on refer-
ral (i.e., referral was unlikely to take place without

prior discussion with the patient and, in most instan-
ces, the family).

Six independent predictors of higher referral were
identified (Table 7).

DISCUSSION

Our findings suggest that GPs have a positive atti-
tude toward SPC and are satisfied with the services
available to them. GPs perceived that SPC benefited
patients, families and practitioners and resulted in
needs being better met. Although NM GPs reported
caring for more people with advanced cancer in the
previous 12 months than had their metropolitan col-
leagues, they reported referring fewer patients to
SPC services; only half, compared to two-thirds of
M GPs, reported referring .60% of people with ad-
vanced cancer to SPC services.

Table 4. GPs’ perceptions of the focus of SPC

M GPs %a NM GPs %b Chi-square

Agree Neither Disagree Agree Neither Disagree
x2

(df¼2) p

Spiritual issues are an important reason for
referral to a SPC service

36.5 43.2 20.2 38.6 40.5 21.0 0.37 ns

SPC services are the place for psychosocial
issues to be dealt with

33.5 47.8 18.7 30.1 44.0 25.8 3.38 ns

SPC is primarily about good physical symptom
control

30.6 22.6 46.8 26.3 26.3 47.4 1.37 ns

aNumber of M GPs who participated in each question ranged from 249 to 255.
bNumber of NM GPs who participated in each question ranged from 202 to 211.
Note: Rows may not add up to 100% because of rounding.

Table 5. GPs’ reasons for referral of patients with advanced cancer to a SPC service in the previous 12 months

M GPs NM GPs
Chi-square

N ¼ 190 n (%) N ¼ 155 n (%) x2 (df ¼ 1) p

The patient had a terminal illness 135 (71.0) 102 (65.8) 1.09 ns
Doctor could foresee the future need for SPC to assist

with symptom control
131 (69.0) 92 (59.4) 3.44 ns

The patient had uncontrolled physical symptoms 119 (62.6) 83 (53.6) 2.90 ns
The patient and/or family was not coping with physical

care
102 (53.7) 75 (48.4) 0.96 ns

There were complex patient needs 93 (50.0) 73 (47.1) 0.12 ns
The patient had physical symptoms 88 (46.3) 64 (41.3) 0.47 ns
Doctor could foresee the future need for SPC to assist

with psychosocial issues
62 (32.6) 43 (27.7) 0.96 ns

There were complex family needs 47 (24.7) 44 (28.4) 0.59 ns
The family was not coping emotionally 39 (20.5) 50 (32.3) 6.14 0.013
The patient was not coping emotionally 38 (20.0) 33 (21.3) 0.9 ns
Other 5 (2.6) 10 (6.4) 2.83 ns

Note: Participants were asked to identify all items that applied.
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The presence of a terminal illness and problems
associated with the management of symptoms and
physical care most frequently prompted referrals.
Psychological, social, and emotional issues were least
frequently identified as reasons for referral. GPs
most frequently cited their ability to manage the
patient’s symptoms as the reason for not referring.
Whereas the lack of patient symptoms, the patient
“not being up to the stage of needing SPC”, and “rapid
deterioration” were identified as important reasons
for not referring, especially for M GPs, lack of service
availability was reported only by NM GPs.

Although referral triggers were similar for all GPs
in our study, the reported differences in service avail-
ability, training, and attitudes to palliative care be-
tween M GPs and NM GPs may account for referral
rate differences and reasons for not referring. NM
GPs reported less access to comprehensive SPC servi-
ces and were less likely to be positive about the out-
comes of SPC referrals. However, they reported a
higher level of availability of some primary healthcare
professionals. This is consistent with published re-
search indicating that rural GPs are more likely to
have access to local hospitals, making it easier for
them to provide ongoing care for people with advanced
cancer when inpatient care was required (Hays et al.,
1997; Strasser et al., 2000).

NM GPs in our sample were also more likely to re-
port being well trained to care for the symptoms of
people with advanced cancer than were M GPs. Rural
GPs have previously self-reported having a wider
range of skills than their city counterparts, perhaps
reflected in greater expertise having been sought to
equip themselves for practice in areas with lower
levels of support (Strasser et al., 2000). It is evident
that in non-metropolitan areas, the primary health-
care team is an important component of the network
of care for people with advanced disease. Attitudes
such as the belief by more M GPs than NM GPs
that all patients with advanced cancer should be re-
ferred for SPC may also have contributed to the dif-
fering referral patterns.

Overall, in our study, the disease process and
physical symptoms tended to dominate the reasons
for referral. Psychosocial issues less frequently preci-
pitated referrals, with “foreseeing the need for SPC to
assist with psychosocial issues” being identified by
less than one-third of all GPs as a reason for referral.
This may reflect lower levels of recognition of psycho-
logical and social concerns by GPs (Newell et al.,
1998; Fallowfield et al., 2001), confidence that
psychological and social concerns can be met within
the primary healthcare framework, or uncertainty
regarding the role of SPC services in providing

Table 6. GPs’ reasons for non-referral of patients with advanced cancer to a SPC service in the previous 12
months

M GPs NM GPs
Chi-square

N ¼ 90 n (%) N ¼ 155 n (%) x2 (df ¼ 1) p

Doctor could manage symptoms the patient had 83 (61.9) 99 (67.8) 1.06 ns
Patient had no symptoms 39 (29.1) 26 (17.8) 5.00 0.025
Patient not up to that stage yet 33 (24.6) 19 (13.0) 6.23 0.013
Patient deteriorated rapidly 32 (23.9) 26 (17.8) 1.57 ns
Doctor had cared for the patient for a long time and didn’t

want to abandon patient
16 (11.9) 22 (15.0) 0.58 ns

Doctor believed s/he could provide as good care as SPC
service

10 (7.5) 17 (11.6) 1.40 ns

Patient had not accepted prognosis 10 (7.5) 11 (7.5) ,.01 ns
Did not want to destroy patient/family hope 1 (0.8) 4 (2.7) FEa ns
There was still a possibility of cure 4 (3.0) 3 (2.0) FEa ns
The services available were of poor quality 1 (0.8) 4 (2.7) FEa ns
Services provide inadequate service because of high

demand
4 (3.0) 4 (2.7) FEa ns

The services had long waiting times 6 (4.5) 6 (4.1) 0.02 ns
The SPC service does not allow patients to come and go as

need arises
1 (.8) 3 (2.0) 0.86 ns

The doctor didn’t think of it 2 (1.5) 3 (2.0) FEa ns
The doctor didn’t have a good relationship with the SPC

service
0 (0) 2 (1.4) 3.22 ns

No SPC services available 0 (0) 25 (17.1) 25.20 ,0.001
Other 33 (24.2) 33 ( 22.6) 0.13 ns

aFisher Exact Test.
Note: Participants were asked to identify all items that applied.
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psychosocial care. In our study, GPs expressed diver-
gent views about the role of SPC services and psycho-
social and spiritual problems, suggesting that more
than half of GPs doubt the value of SPC services in
these domains. These perceptions may reflect a view
that SPC services are not as well-equipped to address
spiritual and psychosocial concerns as specialist provi-
ders in those specific areas (e.g., psychological and
pastoral services) are. This highlights a need for
SPC services to be more focused in providing positive,
measurable outcomes across all domains that contrib-
ute to the concept of QOL. Although physical care is
crucial, the broader aspects of QOL, including psycho-
logical, social, and spiritual well-being, have been
identified as particularly important to patients and fa-
milies at the end of life, whereas doctors tend to focus
on the physical aspects (Steinhauser et al., 2000).

The low levels of perceived competence by GPs in
providing care for people with advanced disease
suggests a need for undergraduate and general prac-
tice vocational training in palliative care to enable bet-
ter care for people in the primary care setting. In the
United States, it has been found that inadequate

education in hospice and end-of-life issues contributed
to non-referral (Friedman et al., 2002).

When all potential predictors were included in a re-
gression analysis, six attitudinal and SPC service de-
livery items were identified as independent
predictors of higher referral rates. Higher referral
was more likely if GPs agreed that all advanced cancer
patients should be referred; that with SPC, the needs of
the family are better met; and disagreed that SPC is
primarily about good physical symptom control. Avail-
ability of a palliative care physician or palliative care
inpatient consultative service and being very satisfied
with the SPC services available were also predictive
of higher referral rates. Interestingly, when included
in the regression model, practicing in a metropolitan
area compared to practicing outside of one was no
longer a significant predictor of higher referral. NM
GPs’ lower reported level of SPC service availability
and satisfaction, and being less likely to agree that
all patients should be referred and that the needs of
the family are better met with SPC, may help explain
the reasons for lower referral rates by our sample of
NM GPs.

Table 7. GP characteristics as predictors of higher referral rates (i.e., ≥ 60% of advanced cancer patients)
(multivariate logistic regression)

Coefficient OR 95% CI p

State of practice
NSW 1
WA 21.36 0.26 0.1 to 0.7 0.010
Qld 0.09 1.09 0.5 to 2.4 nsb

SA 20.85 0.43 0.2 to 1.0 ns
Vic 20.55 0.58 0.3 to 1.1 ns

Has PC physician or PC inpatient consultative service available
No 1
Yes 1.12 3.1 1.6 to 5.9 0.001

All advanced cancer patients should be referred
Disagreed 1
Agreed 1.37 3.9 2.0 to 7.5 ,0.001
Neithera 0.47 1.60 0.8 to 3.4 ns

With SPC the needs of the family are better met
Disagreed 1
Agreed 1.65 5.2 1.3 to 20.6 0.018
Neithera 1.16 3.2 0.7 to 14.2 ns

Many terminally patients who should receive SPC do not receive it
Agreed 1
Disagreed 0.44 1.55 0.8 to 3.1 ns
Neithera 2058 0.56 0.3 to 1.0 ns

SPC is primarily about good physical symptom control
Agreed 1
Disagreed 0.81 2.3 1.2 to 4.2 0.010
Neithera 20.05 0.95 0.5 to 1.9 ns

Level of satisfaction with SPC services utilized
Not very satisfied 1
Very satisfied 0.97 2.6 1.5 to 4.5 ,0.001

aNeither agreed nor disagreed with the statement.
bNot significant at p , 0.05.
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This study has several limitations that may affect
its generalizability. First, despite extensive follow-
up, the response rate was lower than expected but
similar to that in other research of GPs in Australia
( Mount Olivet Community Service, 2003; Australian
Government Department of Health and Ageing,
2005). GPs have cited heavy work loads, lack of inter-
est, and lack of financial incentives as reasons for
non-involvement in research (McAvoy & Kaner,
1996). Therefore, the response rate may be close to
the maximum achievable for such a national survey.
Although generalizability may be less than optimal,
the large sample provides sufficient power to demon-
strate meaningful differences in practices between M
GPs and NM GPs.

Although GPs in our study were similar to Austra-
lian norms, the lower response raises the possibility
of bias. Participants and non-responders were simi-
lar for state and geographical location, but no other
comparisons were possible. If participants were sys-
tematically biased toward palliative care, then the
positive attitudes to palliative care found in our study
may be overstated. The self-report design of the study
may also potentially introduce bias, however,
alternative sources of data collection on participants’
perceptions of their own practice and attitudes are
not easily accessed.

The need for a short survey to maximize response
resulted in inclusion of only highly relevant items.
Community, family and patient characteristics, size
of practice, practitioner time, and financial consider-
ations were not examined and may be associated with
SPC referrals.

Despite these potential limitations, this study pro-
vides valuable insight into GPs’ perceptions and atti-
tudes to palliative care and the impact of these and
institutional constraints on their SPC referral
practices.

CONCLUSION

GPs are a pivotal part of the network of care for
people with advanced disease and currently provide
appropriate care for many people at the end of life.
However, it is important that GPs are able to identify
complex needs from all domains of care that may re-
quire the involvement of a larger team through refer-
ral to SPC services. Interventions are needed to raise
the profile of SPC and increase knowledge among
GPs about its role in providing support across the
broad spectrum of care.
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