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Abstract
Background The Asia Pacific Region’s middle-income countries (MICs) face unique challenges in the ongoing 
development of primary care (PC) systems. This development is complicated by systemic factors, including rapid 
policy changes and the introduction of private healthcare services, as well as the mounting challenges associated 
with ageing populations and increasing rates of chronic diseases. Despite the widespread acknowledgement of the 
importance of family doctors in the development of PC services, relatively little is known about how these roles have 
developed in Asian MICs. To address this gap, this systematic review presents a synthesis of recent research focused 
on the role of family doctors within the PC systems of MICs in the Asia Pacific Region.

Methods We searched six electronic databases (CINAHL Complete, Embase, PsycINFO, PubMed, Web of Science, and 
Index Medicus for the South-East Asia Region and Western Pacific) for peer-reviewed qualitative literature published 
between January 2010 and December 2020. The quality of the studies was evaluated using the Critical Appraisal 
Skills Programme tool. Eighteen articles were included in the analysis. Findings from these articles were extracted and 
synthesised using qualitative thematic synthesis. We used the Rainbow Framework to analyse the interconnections 
within health systems at the macro, meso and micro levels.

Results Our analysis of the included articles showed that family doctors play a crucial role in bridging the gap 
between hospitals and communities. They are essential in adopting holistic approaches to health and wellbeing and 
are in a unique position to try and address social, psychological, and biological aspects of health. Our findings also 
highlight the influence of policy changes at the macro level on the role and responsibilities of family doctors at the 
meso (organisational) and micro (interpersonal) levels.

Conclusions Limited research has explored the role of family doctors in the ongoing development of primary care 
systems in MICs in the Asia Pacific Region. The findings of this review have significant implications for policymakers 
and healthcare administrators involved in ongoing improvements to and strengthening of PC systems. Areas of 
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Background
The principles of primary health care (PHC) have been 
an international priority since the Alma-Ata Declaration 
in 1978 [1]. High-income countries such as Australia and 
the UK have made significant improvements in working 
towards the objectives and ways of thinking about acces-
sible health and care at both individual and population 
levels [2] through the provision of primary care (PC) ser-
vices including those led by family doctors [3]. Progress 
in low- and middle-income countries (LIC and MICs) 1 
has been more limited and associated weaknesses were 
evident in the difficulties health systems faced during the 
COVID-19 pandemic [4]. Despite inconsistent progress 
in the development of PC services, the principles of PHC 
remain the most promising for addressing global health 
challenges including those associated with ageing popu-
lations and increases in chronic diseases [5, 6]. The World 
Health Organization (WHO) has restated its support of 
principles of prevention, social justice, equity, solidarity 
and participation in healthcare in reports including “Pri-
mary health care now more than ever” [7] as well as the 
more recent Astana Declaration [5]. LIC and MICs gov-
ernments have continued to state their commitment to 
strengthening the connections between health and social 
care systems that facilitate the transition from reliance 
on hospital-level care to services delivered to individuals 
through community-based services [8].

Research in countries with highly developed healthcare 
systems has consistently highlighted the key role of fam-
ily doctors (also referred to as General Practitioners; this 
review uses ‘family doctor’ throughout for consistency) 
[9] in the provision of community-based PC services. 
Family doctors serve as gatekeepers into health systems 
[10] and play a crucial role in coordinating and respond-
ing to the needs of local communities [11]. In well-func-
tioning systems, high levels of public awareness allow 
family doctors to actively cultivate positive and ongoing 
relationships with service users [2]. These relationships 
have various effects on system development including 
promoting access to services, continuity of care, and the 
effective management of physical and mental health [11]. 
This holistic approach can contribute to the potential 
alleviation of poor health outcomes associated with pov-
erty and structural inequality [12, 13].

1  World Bank country classifications by income level: https://blogs.world-
bank.org/en/opendata/new-world-bank-country-classifications-income-
level-2022-2023.

From a global perspective, MICs face particular chal-
lenges in the development of PC systems [14]. These 
locations may now be caught in the ‘double-bind’ of con-
tending with high rates of infectious diseases while also 
being confronted with rapid growth in chronic diseases 
[14]. Additionally, individual access to services may be 
curtailed by limited or uneven public health insurance 
systems [15]. To date, most reviews of PC development 
have focused on variables of income status [14, 16] with 
little attention directed towards regional sociocultural 
factors that may shape responses to the development of 
PC.

In this systematic review, we focus on what is known 
about family doctors’ perceptions and experiences of 
their role in PC systems in MICs located in the Asia 
Pacific Region2. This region is densely populated, socially 
and culturally diverse and characterised by uneven eco-
nomic development [16, 17]. Additionally, services within 
the region have shown a slow transition from hospital to 
community-based services despite the increasing pres-
sures associated with rapidly ageing populations [18]. 
Recent research within the region has primarily focused 
on the macro context of policy or programme inno-
vations in single locations [19] with limited attention 
directed towards exploring broader social and systemic 
factors that promote or limit PC development [20]. In 
response to this lacuna, our review presents a synthe-
sis of recently published empirical qualitative research 
articles based on research conducted in MICs in the Asia 
Pacific Region. Research published between 2010 and 
2020 was selected for inclusion as this period reflects a 
key time of regional policy development linked with rel-
evant WHO initiatives and before the severe disruption 
to PC services caused by the COVID-19 pandemic [21]. 
To facilitate an in-depth and cross-cutting analysis, the 
Rainbow Framework [22] was used to examine the inter-
connections within health systems at the macro (societal 
and policy context), meso (organisational and managerial 
factors), and micro (patient and provider interactions) 
levels. The findings of this review will inform policymak-
ers and healthcare administrators engaged in the devel-
opment of PC systems including the strengthening of 
initiatives associated with public awareness, education 
and workforce development.

2  World Health Organization: https://www.who.int/about/structure;World 
Health Organization. Regional Office for South-East Asia. (2008). Health in 
Asia and the Pacific. WHO Regional Office for South-East Asia. https://iris.
who.int/handle/10665/205227.

particular concern relate to policy linked with training and workforce development, insurance systems and public 
awareness of what primary care services are.
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Methods
This systematic review was registered prospectively with 
PROSPERO (CRD42023439032) and this entry has been 
updated periodically. Findings are reported in accor-
dance with the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA 2020) guidelines 
[23].

Inclusion and exclusion criteria
To be eligible for inclusion, articles needed to report on 
original, empirical, and qualitative research published 
in international peer-reviewed journals between Janu-
ary 2010 and December 2020. Data needed to be col-
lected from locations within the Asia Pacific Region with 
research questions primarily focused on family doctors’ 
perceptions of their role in the development of PC ser-
vices. These inclusion criteria are summarised in Table 1. 
Articles were excluded if research questions and data col-
lection focused on hospital settings (secondary/tertiary 
care), non-doctor health workers in PC settings, medical 
students or trainees, perspectives of patients and/or poli-
cymakers, or evaluations of training programs for family 
doctors.

Searches
Six electronic databases (CINAHL Complete, Embase, 
PsycINFO, PubMed, Web of Science, and Index Medicus 
for the South-East Asia Region and Western Pacific) were 
searched manually for relevant peer-reviewed literature 
published between January 2010 and December 2020. 
Print and online sources were included. No language 
restrictions were applied to the searches. Geographical 
locations were selected based on the World Bank’s coun-
try income classifications and the WHO map of regions3. 

3  WHO Region map: https://www.atlasofms.org/map/global/country-classi-
fication/who-region.

Refer to Appendix 1 for the complete search strategy and 
associated rationale.

Original searches for studies published between 2010 
and 2020 were run in June and August 2023. At this time, 
998 articles were found and then after removal of dupli-
cations and screening, 12 articles were deemed eligible. 
After further input from an expert librarian and review-
ers, the protocol was revised and searches were re-run 
in June and July 2024 using expanded search terms with 
the same publication timeframes (2010–2020). All other 
inclusion and eligibility criteria were unchanged. The 
re-run searches returned 13,423 articles. Following the 
removal of duplicates, 6,532 articles were identified for 
screening against the inclusion criteria by the first author 
(BL), and 20 full-text articles were assessed for eligibil-
ity. In total, 18 articles were identified through the search 
process. Both authors agreed on inclusions after evaluat-
ing each article’s eligibility against inclusion and exclu-
sion criteria. Citation searching (forward and backward 
citation searching) was then conducted and no additional 
articles were identified.

Study quality appraisal
Methods for the appraisal of study quality in systematic 
reviews are contentious [25, 26]. We followed the prac-
tice of Damarell et al. [27] and appraised the ethical and 
methodological choices described in each study included 
in the review [27]. The full texts of the eighteen articles 
identified were appraised by both authors using the Criti-
cal Appraisal Skills Programme (CASP) checklist [28]. 
In line with Noyes et al. [29], both authors engaged in 
discussions about the included studies, evaluating each 
paper’s rigour, methodological limitations and potential 
contributions to local knowledge and services. Authors 
agreed before the final appraisal that the only grounds 
for exclusion were inadequate or absent reporting of ethi-
cal approval. All included studies reported appropriate 
ethical approval and thus no articles were excluded at 
this stage. The results of the CASP and discussion of the 
potential contributions of individual articles are provided 
in Table 2.

Data extraction strategy
Study information from the eighteen included articles 
was extracted by both authors. Extracted details included 
author/s and year of publication, location of data collec-
tion, research objectives, data collection method, partici-
pants, and main findings (Table 3).

Data synthesis and presentation
Qualitative thematic synthesis [47] was used to synthe-
size the findings of the included studies. Both authors 
independently and inductively coded the results and/
or findings from all studies. This process began with 

Table 1 Inclusion criteria
Criteria Inclusion
Type of literature/
data

Original, empirical, qualitative research articles 
with relevant ethical approval

Publication type Peer-reviewed journal articles
Year of publication Online or in print between January 2010 and 

December 2020
Location of data 
collection

Middle-income countries (lower-middle and 
upper-middle income countries, Word Bank defi-
nition) in the Asia Pacific Region (Southeast Asian 
and Western Pacific regions, WHO definition [24])

Target population Family Doctors/Physicians, General Practitioners, 
Primary Care Physicians

Level of healthcare Primary Care (WHO definition [7])
Research focus Family Doctors’ perceptions of their role in the 

development of PC services

https://www.atlasofms.org/map/global/country-classification/who-region
https://www.atlasofms.org/map/global/country-classification/who-region
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line-by-line coding. Codes were then grouped into 
descriptive themes. Finally, analytic themes, identified by 
consolidating descriptive themes, were developed. Any 
discrepancies were addressed through ongoing discus-
sion between the authors.

Results
This review included eighteen empirical research articles 
that focused on family doctors’ perceptions and experi-
ences of their role in PC development. Figure 1 shows the 
PRISMA 2020 flowchart of the searches that were re-run 
in June and July 2024. Despite all MICs in the Asia Pacific 
Region being included in the database searches, articles 
that were deemed eligible for inclusion in the review 
were based on data collected in a limited number of loca-
tions specifically Mainland China (hereafter referred to 
as China), Hong Kong Special Administrative Region 
(hereafter referred to as Hong Kong), India, Indonesia, 
and Malaysia. The significance of the lack of research 
available from other locations in the region is discussed 
later in this article. The five locations represented in the 
articles included in the review have all undergone rapid 
policy-led PC developments in recent years and this 
may have contributed to a growth in related research. 
For example, China’s PC system has been significantly 
reformed and networks of community centres and clinics 
have been established [43]. Hong Kong has a more estab-
lished PC system, comprised of both public and private 
sectors. This system offers a blend of subsidised public 
clinics and private practices to manage a wide range of 
health issues [48]. Recent policy initiatives in India, Indo-
nesia and Malaysia have focused on the development of 
policy and education initiatives to extend public and pri-
vate PC services with family doctors increasingly posi-
tioned as key stakeholders [30, 34, 37].

Qualitative thematic synthesis identified key fac-
tors that influenced family doctors’ involvement in the 
development of local PC programs. In keeping with the 
Rainbow Framework [22], these factors were analysed 
across macro, meso and micro dimensions of PC sys-
tems. Although these dimensions of health systems are 
interconnected and porous, using this framework for 
analysis and discussion highlights some of the structural 
and systemic challenges in the region that may influence 
the ongoing development and strengthening of local PC 
services.

Macro: Health system policy and capacity for PC 
development
Research included in the review highlighted the influ-
ence of government policy on both the capacity of PC 
systems as well as the ability of family doctors to actively 
promote the development of the sector. Key factors were 
associated with (1) overarching health system policies 
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Study 
(year)

Location 
of data 
collection

Objective Data col-
lection 
method

Participants Findings

Ekawati et 
al. (2018) 
[30]

Indonesia Investigate Indonesian 
family doctors’ perspec-
tives on training and their 
arguments for or against 
following the govern-
ment’s intent to enhance 
their knowledge and 
skills in primary care.

Semi-
structured 
interviews, 
Interpre-
tative 
Phenom-
enological 
Analysis 
(IPA)

19 family doctors 
in both private 
and public 
primary care 
clinics

Indonesian family doctors’ views on PCP training were influ-
enced by the clarity of information provided. Questions were 
raised about the training’s content, duration, authorities, and in-
centives compared to existing family doctors. Practice support 
and medical association debates also affected their decision to 
opt for the training.

Hisham et 
al. (2018) 
[31]

Malaysia Compare the evidence-
based medicine (EBM) 
practices of primary care 
physicians between 
those working in rural 
and urban primary care 
settings.

Semi-
structured 
individual 
in-depth 
interviews 
(IDIs)

55 primary care 
physicians in 
rural and urban 
settings

The implementation of EBM is influenced by five major themes: 
workplace factors, EBM understanding and awareness, work 
experience and access to specialist placement, availability of 
resources and patient population. Lack of standardised care 
contributes to differences in EBM practice, especially in rural 
areas.

Hus-
sein et 
al. (2020) 
[32]

Malaysia Examine the perspectives 
and practices of family 
care doctors in Malaysia 
regarding family history 
taking and its application 
in their routine clinical 
consultations.

Four focus 
group 
discussions 
and six 
in-depth 
interviews 
(FGDs and 
IDIs)

25 primary care 
doctors from 
three primary 
care settings 
(public health 
clinics, public 
university-based 
clinics, and 
private clinics)

Primary care doctors considered family history taking as an im-
portant assessment tool. Approaches to taking family histories 
varied as did the style of documentation. Challenges around 
the use of family history taking included inadequate support, 
time and skills as well as patients’ difficulty with recall.

Handoyo 
et al. 
(2018) 
[33]

Indonesia Investigate the motiva-
tions of family doctors in 
rural and the personal-
ity that contributes to 
motivation to stay in rural 
communities.

Focus group 
discussion 
(FGD)

35 family doctors 
in rural primary 
care settings

Family relationships, self-actualisation, and personality signifi-
cantly influence the choice to pursue a rural medical career for 
family doctors. Limited opportunities in rural areas for career 
and financial advancement were also a consideration for them. 
This study identified nine types of rural doctors, proposing that 
five should be specifically nurtured during medical training.

Kotwani 
et al. 
(2010) 
[34]

Delhi, India Explore the factors 
influencing primary 
care physicians to 
prescribe antibiotics 
and investigate possible 
interventions.

Focus group 
discussions 
(FGDs)

36 primary care 
physicians

Factors influencing antibiotic prescriptions included diagnostic 
uncertainty, patient demands, financial considerations, influ-
ence from medical representatives, and inadequate knowledge. 
Overstocked drugs, lack of time, and lax regulations contrib-
uted to antibiotic overuse in public sector doctors. Proposed 
interventions included continuing medical education, patient 
awareness, shared decision-making, and stricter regulations for 
promoting rational antibiotic use.

Malek et 
al. (2019) 
[35]

Malaysia Investigate the perspec-
tives of private general 
practitioners on their 
roles and challenges in 
managing adolescent 
pregnancy in Malaysia.

Focus 
groups and 
in-depth 
interviews 
(FGDs and 
IDIs)

19 private gen-
eral practitioners 
in primary care 
settings

General practitioners acknowledged the importance of their 
roles in caring for pregnant adolescents, but faced challenges 
due to limited resources, shortage of staff, inability to integrate 
into existing multidisciplinary teams, and limited access to 
guidelines.

Muha-
mad et 
al. (2019) 
[36]

Malaysia Investigate the family 
physicians’ knowledge of 
female sexual dysfunc-
tion (FSD) and the barri-
ers they face in providing 
effective care for FSD.

in-depth 
interviews

21 family 
physicians in the 
public sector

Barriers to managing women with sexual problems include 
insufficient knowledge and training, unfavourable clinic envi-
ronments, and personal embarrassment. Some barriers were 
related to physician characteristics, while others were systemic. 
Professional attitudes and systemic factors such as clinical set-
tings, training, and local evidence play a role. Addressing female 
sexual dysfunction requires appropriate policies and resources.

Table 3 Table of characteristics of included studies, ordered by primary author’s last name, showing the location of data collection, 
objective, data collection method, participants, and findings
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Study 
(year)

Location 
of data 
collection

Objective Data col-
lection 
method

Participants Findings

Mohd 
Mydin & 
Othman 
(2020) 
[37]

Malaysia Investigate the definition, 
perceptions, practical ex-
periences, and obstacles 
faced by primary care 
physicians (PCPs) in rec-
ognising and addressing 
cases of elder abuse and 
neglect within primary 
care settings.

Semi-
structured 
in-depth 
interviews

10 primary care 
physicians

PCPs identified barriers to their involvement in addressing elder 
abuse at multiple levels: clinical, organisational, and policy. At 
the clinical level, PCPs lacked confidence and knowledge in 
intervention. Conflicting beliefs and time constraints hindered 
their ability to address abuse during consultations. Patient 
barriers, such as reluctance to disclose and accept interven-
tion, further complicated the issue. At the organisational level, 
a lack of interagency networks and support impeded effective 
intervention. Additionally, the absence of legislation specifically 
addressing elder abuse at the policy level created challenges.

Purwan-
ingtyas et 
al. (2019) 
[38]

Indonesia Examine the role of 
primary healthcare physi-
cians in a comprehensive 
intervention program of 
violence against women 
(VAW) in Malang City, 
Indonesia.

Focus group 
discus-
sion (FGD) 
followed by 
in-depth 
interviews

15 primary 
healthcare 
physicians were 
invited to the 
focus group 
discussion.

Primary healthcare physicians had a limited role in the VAW 
intervention program due to their inadequate knowledge of 
the program, limitations in counselling skills, unsupportive 
infrastructure, and shortage of staff. Barriers related to the VAW 
program management were identified and needed interven-
tion at the decision-maker level.

Poon 
& Lam 
(2017) 
[39]

Hong 
Kong

Explores the establish-
ment and maintenance 
of communities of 
practices (COPs) among 
primary care physicians 
(PCPs) in Hong Kong.

Semi-
structured, 
in-depth 
individual 
interview 
and focus 
group 
interview

36 primary care 
physicians

PCPs established COPs from existing networks to address clini-
cal challenges, driven by shared clinical interests and member 
recruitment for cohesion. Interactions fostered best practices 
tailored to primary care, rejecting commercial sponsorship to 
avoid corporate influence. Sustainability hinged on updating 
knowledge, solving clinical issues, fostering trust, and fulfilling 
psychosocial needs. Enhancements like secretariat support, 
external learning resources, and facilitator training from profes-
sional bodies were recommended to maintain COPs effectively.

Rahman 
et al. 
(2019) 
[40]

India Explore the experiences 
and perceptions of family 
physicians involved in 
establishing a depart-
ment of family medicine 
in South India.

Interviews 9 family physi-
cians and 1 com-
munity medicine 
physician

The establishment of a Family Medicine department in South 
India, in response to local healthcare needs, required support 
from the institution, visionary leaders, and alumni. Key chal-
lenges included a lack of mentorship, identity, and misunder-
standings about the role of family physicians.

Samad et 
al. (2014) 
[41]

Malaysia Explore the family 
doctors’ perspectives, 
experiences and needs 
regarding continuous 
professional develop-
ment (CPD) programmes 
in the primary care 
service.

Seven semi-
structured 
interviews 
and three 
focus group 
discussions

17 private gen-
eral practitioners 
from an urban 
area of Malaysia.

Family doctors undertook various CPD programmes to stay 
updated, meet patients’ expectations and improve financial re-
wards. Peer motivation and networking enhanced participation 
in CPD programmes. Validity concerns were raised for certain 
industry-associated programs. While agreeing with the new 
CPD regulation, participants expressed concerns about imple-
mentation and a desire for improved monitoring methods.

Saw et 
al. (2017) 
[42]

Malaysia Explore family doctors’ 
views on the integration 
of pharmacists into pri-
vate primary healthcare 
clinics.

Focus group 
and semi-
structured 
interviews

13 private 
family doctors 
participated 
in one focus 
group and 10 
semi-structured 
interviews.

Family doctors have a limited understanding of pharmacists’ 
roles while they are willing to accept pharmacists in private 
primary healthcare clinics. Also, family doctors lack confidence 
and trust in pharmacists and are concerned about increased 
costs. Participants’ perspectives were influenced by their 
exposure and experience working alongside pharmacists. Con-
fidence issues and perceived cost implications were identified 
as barriers to pharmacist integration.

Searle et 
al. (2019) 
[43]

China Describe the clinical 
practice of depressive 
disorder in community 
healthcare centres (CHCs) 
in Shenzhen and explore 
the participants’ percep-
tions of psychological, 
 organisational and soci-
etal barriers and enablers 
to current practice.

Semi-
structured, 
audio-
recorded 
interviews

17 primary care 
medical leaders 
working in 
Shenzhen (some 
interviews were 
conducted with 
doctors visiting 
Melbourne for 
training).

Primary care medical leaders acknowledge the mental health 
treatment gap and the benefits of early depression care but 
depressive disorder is not prioritised in CHCs. Diagnosis and 
treatment initiation are handled by specialists, with primary 
care doctors providing early assessment and basic health 
education. To improve depression care, there is a need for 
enhanced professional development for primary care doctors, 
improved consulting environments, and increased health 
literacy to combat societal stigma towards mental health and 
the existing public psychiatric hospital.

Table 3 (continued) 
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including those related to health insurance and regula-
tion of the sector, and (2) limited systemic refocusing/
pivoting towards PC service delivery.

Overarching health system policies
Most articles acknowledged the impact of the overarch-
ing government policies that shaped the macro system 
in which PC was located [13, 34, 36, 43–46]. A key issue 
identified in China, India, Indonesia and Malaysia related 
to the absence of comprehensive health insurance that 
restricted access to and development of PC. This lack 
of comprehensive insurance limited patients’ ability to 
access PC and, at times, led to reported increases in self-
medication [34], delays in seeking necessary medical help 
[13], and limited access to mental health treatment [43]. 
A lack of policy initiatives that aimed to develop post-
qualification specialist training for family doctors on key 
topics including mental health, men’s health and wom-
en’s sexual dysfunction were also noted as a factor that 
restricted the development of PC systems [36, 43, 44, 46].

Limited systemic refocusing/pivoting towards PC
Research included in this review reflected broader con-
cerns expressed by family doctors across locations about 
the limited refocusing or pivoting towards the develop-
ment of a PC-oriented health system. Research par-
ticipants claimed that this was evident in inadequate 
government regulation and oversight of PC services. The 
lack of regulation of PC systems in India was linked to 
limited control over the distribution of medicine, lead-
ing to patients obtaining antibiotics from unqualified 
prescribers or dispensers [34]. Additionally, the absence 
of monitoring systems in private PC services provided by 
midwives and nurses in Indonesia was reported to result 
in the provision of services beyond their professional or 
legal competencies [13].

A lack of regulation of professional training – includ-
ing postgraduate qualifications and continuous pro-
fessional development (CPD) – was also identified as 
restricting the development of the role of family doctors 
within PC systems [30, 41, 45, 46]. Research participants 
in China noted that although there were national General 

Study 
(year)

Location 
of data 
collection

Objective Data col-
lection 
method

Participants Findings

Syah et 
al. (2015) 
[13]

Indonesia Explore the factors that 
shape the experiences 
of family doctors within 
the Indonesian primary 
healthcare system and 
impact their experience 
of professional practice.

Semi-
structured 
interviews

25 family doctors 
from public 
hospitals, private 
hospitals, and 
private health 
care clinics.

The restricted concept of PHC, lack of regulation in private prac-
tice, and inadequate public health insurance policies shaped 
family doctors’ experience within the Indonesian PHC system. 
These attributes have resulted in family doctors’ job dissatisfac-
tion, blurred professional boundaries, and damaged public 
perception of family doctors.

Tong et 
al. (2011) 
[44]

Malaysia Explore the opinions and 
attitudes of primary care 
doctors (PCDs) relating 
to men’s health and help-
seeking behaviour.

In-depth 
interviews 
and focus 
group 
discussions

52 primary care 
doctors

PCDs’ understanding of men’s health was fragmented. Many 
managed conditions common to men but did not catego-
rise these issues under men’s health. There was less focus on 
men’s help-seeking behaviour and the impact of gender roles 
on health. Opinions varied on whether men’s health should 
encompass overall health or specifically target sexual health, 
and whether special attention to men’s health services was 
necessary. Some doctors prioritised more prevalent conditions 
like hypertension, diabetes, and hypercholesterolemia.

Zhu et 
al. (2018) 
[45]

China Explore the need for 
continuing professional 
development (CPD) for 
general practitioners 
within primary care.

Semi-
structured 
interviews

13 physicians 
and 2 managers 
from community 
health centers 
and stations.

Both the physicians and managers agreed on the importance 
of CPD. Most of the physicians in this study were not fully 
trained for the role of general practitioners but they assumed 
the duties of family doctors. The current form of CPD training 
for physicians was not adequate for them to be qualified fam-
ily doctors. They reported that AR could be a good learning 
method for physicians’ CPD training.

Zhang et 
al. (2019) 
[46]

China Investigate the family 
doctors’ perceptions and 
actions in identifying 
mental disorders and 
related obstacles, and 
propose strategies.

Interviews 26 family doctors 
from commu-
nity healthcare 
centers.

Family doctors often refrained from conducting psychiatric 
evaluations due to a lack of confidence and skills, influenced 
further by patient behaviours. They expressed a need for better 
training and more practice in this area. The primary barriers to 
effective identification by family doctors were twofold: diag-
nostic challenges, including a lack of ability, confidence, and 
clear qualifications, alongside misconceptions about psychiatric 
diagnoses; and deficiencies in evaluation skills, such as inad-
equate content coverage, poor mental state examination, and a 
lack of communication and severity assessment capabilities.

Table 3 (continued) 
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Practitioners (GPs) training programs for community-
based family doctors, the content was not differentiated 
to reflect the diverse needs of doctors working in com-
munity (rather than hospital) locations or settings [45]. In 
research from India, it was reported that formal training 
in family medicine for family doctors was only recently 
introduced to the medical system through government-
led policy [40].

Across the included studies, family doctors reported 
facing constraints within the health system that limited 
broadening their scope of practice to include mental 
health and social issues related to health and well-being 
[37, 38, 43, 46]. Despite recognising their role as the first 
point of contact for patients, family doctors in China, 
Indonesia and Malaysia reported difficulties in work-
ing to address and manage general health issues due to 
the absence of government policies and guidelines that 
specifically authorised the inclusion of these areas in the 
remit of their work [37, 38, 43]. This was evident in the 
low priority given to mental health in China, and the con-
sequent underdiagnosis and limited access to appropri-
ate treatments [43, 46]. In Malaysia, doctors expressed an 

awareness of social issues such as elder abuse and neglect 
but did not perceive such issues as priorities during clini-
cal consultations due to a lack of guidelines or reporting 
systems for these areas of care [37]. Similarly, in Indone-
sia, family doctors found it difficult to engage in the man-
agement of suspected violence against women as there 
were no standard operational procedures to direct their 
intervention [38].

Limited public awareness of the purpose of PC and 
its interaction with social and cultural norms was also 
widely reported to impact the work of family doctors 
[35–37, 40, 41, 43–46]. The lack of public awareness of 
the role of preventative health care [44], the stigma sur-
rounding mental health [43] and social taboos associ-
ated with issues including elder abuse [37], adolescent 
abortion [35], and female sexual dysfunction [36] also 
restricted the capacity and motivation of family doctors 
to engage in delivering these services. Doctors encoun-
tered sensitivity, resistance and wariness when broaching 
these topics due to social and cultural taboos and confu-
sion about the role of the family doctor in the manage-
ment of these issues [37]. This public misunderstanding 

Fig. 1 PRISMA 2020 flow diagram of included and excluded studies from the systematic review based on results of June-July 2024 searches
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of family medicine at multiple levels of the health care 
system in India was linked by research participants with 
a common misperception that low-cost PC was low-qual-
ity care [40].

Meso level challenges
The research included in the review highlighted how 
changes in the macro systems had knock-on effects at the 
meso (organisational) level in relation to (1) service deliv-
ery, (2) rural and urban disparities, and (3) challenges in 
specialist education and continuing professional develop-
ment for family doctors.

Limitations in service delivery
Changes in macro systems had significant effects on the 
level of clinical service delivery. In addition to the low 
priority given to mental health and other issues, the lack 
of guidelines, policies, support systems and healthcare 
resources meant that family doctors often did not know 
how to deliver services in line with PC objectives [34, 43, 
46]. For example, doctors in community healthcare cen-
tres in Shenzhen, China, identified a lack of personnel, 
treatment options, and consultation rooms as restricting 
their capacity to incorporate mental health care services 
into local PC service delivery [43]. Additionally, funding 
for medical treatment and the development of specialist 
facilities often remained with the hospitals rather than 
being devolved out to PC settings [43, 46].

Service delivery was also limited by low levels of public 
health literacy and awareness of PC [43, 46]. This was, in 
turn, linked with issues such as self-medication and anti-
biotics overuse [34], low treatment adherence [34], and 
limited health literacy in relation to mental health and 
preventative interventions [43, 44]. Research participants 
discussed their ongoing work in advocating for urgent 
government policy change in order to promote public 
awareness of PC and how citizens could access services 
and resources [43, 34].

Exacerbation of rural and urban disparities
Disparities in the distribution of resources between rural 
and urban areas and the impact on the division between 
primary and secondary/tertiary care settings presented 
various challenges to the development of the role of fam-
ily doctors in PC. Research conducted in rural areas in 
Malaysia and Indonesia identified challenges including 
staff shortages, inadequate medicine supplies, a lack of 
essential equipment and facilities, and limitations in pro-
fessional training systems [31, 33]. Disparities in income 
and career development were identified by research par-
ticipants in Indonesia as making local recruitment more 
difficult [33].

Malaysian research also described some family doc-
tors in rural areas as devising information innovations or 

‘work arounds’ to address local gaps in PC services [31]. 
For example, some family doctors implemented a ‘buddy 
system’ to seek assistance from specialists [31].

Challenges in specialist education and continuing 
professional development
Similar issues in relation to ongoing education were 
reported by family doctors in urban locations [39, 41, 43, 
46]. Family doctors in Shanghai and Shenzhen, China, 
expressed a desire and commitment to increasing their 
skills and knowledge in relation to mental health care 
in PC but reported that they lacked access to training 
about how to diagnose mental health issues in PC set-
tings [43, 46]. Some doctors in Shenzhen reported that 
in the absence of mental health guidelines for PC set-
tings, they extended their own clinical practices through 
self-directed learning which included developing screen-
ing instruments to aid in the diagnosis of mental health 
conditions [43]. In Hong Kong, due to limited learning 
opportunities provided by formal organisations, family 
doctors often devised their own CPD activities in small 
professional groups [39]. These informal groups allowed 
them to establish stable peer support systems, discuss 
clinical practice and update their clinic knowledge by 
inviting specialists to give talks to the community mem-
bers [39]. Likewise, some private family doctors in Malay-
sia formed informal peer support groups to exchange 
information and CPD resources [41].

Micro level challenges
Research included in this review also highlighted the 
limitations family doctors experienced in their everyday 
interactions with PC patients. These limitations at the 
micro level were influenced by the broader factors that 
shaped the meso and macro levels.

Time constraints
Family doctors highlighted the negative impact of short 
consultation times, which severely reduced their abil-
ity to engage in what they considered to be comprehen-
sive PC [13, 30–32, 34, 35, 37–39, 42, 43, 45]. Doctors in 
Malaysia reported that the high patient-to-doctor ratio 
led to an overwhelming workload and extremely short 
consultation times [31, 32]. Doctors across the studies 
reported that due to heavy workloads they did not have 
time to inquire about patients’ family history [32], edu-
cate patients about the proper use of antibiotics [34], 
identify risk factors and utilise depression screening 
tools [43], follow-up concerns about elder abuse [37] or 
domestic violence [38], investigate cases of adolescent 
pregnancy [35], seek evidence-based answers [31], or 
attend CPD programs and activities [30, 41, 45].
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Challenges to professional identity as family doctors
Family doctors reported that a lack of awareness of their 
specialised role within the broader healthcare environ-
ment limited their influence within the PC system and, 
thus, restricted the development of impactful relation-
ships with PC patients [35, 37, 38, 40, 42, 43, 46]. Doc-
tors linked this lack of professional identity with feelings 
of disillusionment and low levels of acknowledgement 
of the value of their role by the broader society [40]. 
Although some doctors in the research studies acknowl-
edged their potential to be involved in the management 
of mental health disorders [43] or elder abuse [37], they 
still identified their key function as being to address the 
clinical presentation of patients rather than dealing with 
broader social issues that may impact health and well-
being [37]. It is of significance that a number of studies 
highlighted participants lack of confidence in identifying 
and managing mental illnesses and broader health issues 
[37, 38, 43, 46]. This lack of confidence was attributed to 
several factors, including limited training and experience, 
poor learning support structures, inadequate govern-
ment guidelines, and insufficient support systems [37, 43, 
46]. In some cases, in China, even when training schemes 
were available, the excessive clinical workload and lack 
of staffing made it difficult for doctors to attend train-
ing programs [43, 46]. Doctors viewed these barriers to 
attending training as problematic as they greatly valued 
CPD and considered it to be an important way of staying 
up-to-date with the latest medical knowledge and best 
practices [39, 41, 45].

Discussion
This systematic review has explored what is currently 
known about the role of family doctors in PC systems 
in MICs in the Asia Pacific Region. The family doctor is 
widely acknowledged as being a key point of connection 
between hospitals and communities and also facilitates 
holistic approaches to health and wellbeing as they con-
nect across social, psychological and biological domains.

The findings of this review highlight the interconnected 
nature of PC systems and the significant impact of policy 
changes at the macro level on the role and work of fam-
ily doctors at both the meso (organisational) and micro 
(interpersonal) levels. Research included in the review 
has shown that overarching policy changes often have 
effects that essentially limit the development of the role 
of the family doctor and thus stall or slow down broader 
improvements in PC. Limited public insurance coverage, 
low levels of health literacy and awareness of what PC is 
limit opportunities for engagement of family doctors with 
PC patients. Additionally, restricted education and pro-
fessional development opportunities and narrow views of 
the role of family doctors also hinder development.

The findings of this review highlight the need for all 
parties involved in developing PC to recognize the inter-
connected nature of the macro, micro and meso levels of 
health care systems. For example, policy innovations may 
increase the number of people who are eligible to access 
PC services but if this is not done in tandem with changes 
at the levels of workforce development, professional edu-
cation, local service development and public awareness 
raising then ongoing PC improvement will be limited.

Limitations
There are two limitations associated with this review that 
need to be acknowledged. Firstly, initial and potentially 
restrictive search terms used in 2023 were expanded 
for the re-running of the searches in June and July 2024 
(publication time-frames and all other inclusion and eli-
gibility criteria were unchanged). Despite this modifica-
tion, searches returned literature from only a limited 
number of MICs within the Asian Pacific Region (China, 
Hong Kong, India, Indonesia, and Malaysia). This lack 
of representativeness limits the potential to draw infer-
ences from the experiences of family doctors in other 
MICs in the region. To address this paucity of published, 
peer-reviewed literature from some of the MICs within 
the region, future research on this topic could usefully 
include grey literature such as government reports, pol-
icy documents and information from professional and 
educational institutions. The second limitation of this 
review relates to the potential for findings to be incorpo-
rated into policy and practice guidelines. Although the 
findings will be of interest to a range of PC stakeholders, 
it is increasingly acknowledged that confidence in the 
representativeness of findings of qualitative systematic 
reviews and therefore their potential to be incorporated 
into policy and practice are enhanced by the use of tools 
such as GRADE-CERQual [49]. It is recommended that 
future research on this topic makes use of such a tool in 
order to optimise the uptake of findings by policy makers 
and practitioners across locations.

Conclusion
The development of well-functioning PC systems in 
MICs in the Asia Pacific Region remains challenging. 
The findings of this systematic review highlight that to 
achieve progress in PC development, family doctors need 
to be actively engaged across macro, meso and micro 
levels of service change. Additional research is needed 
to explore strategies that enable family doctors to play a 
more effective role in the PC system during the health 
transition of MICs in the Asia Pacific Region.
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