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Abstract
Background  Performing cardiovascular and cancer screenings in target populations can reduce mortality. Visiting 
a General Practitioner (GP) once a year is related to an increased likelihood of preventive care. The aim of this study 
was to analyse the influence of visiting a GP in the last year on the delivery of preventive services based on sex and 
household income.

Methods  Cross-sectional study using data collected from the European Health Interview Survey 2013–2015 of 
individuals aged 40–74 years from 29 European countries. The variables included: sociodemographic factors (age, sex, 
and household income (HHI) quintiles [HHI 1: lowest income, HHI 5: more affluent]), lifestyle factors, comorbidities, 
and preventive care services (cardiometabolic, influenza vaccination, and cancer screening). Descriptive statistics, 
bivariate analyses and multilevel models (level 1: citizen, level 2: country) were performed.

Results  242,212 subjects were included, 53.7% were female. The proportion of subjects who received any 
cardiometabolic screening (92.4%) was greater than cancer screening (colorectal cancer: 44.1%, gynaecologic cancer: 
40.0%) and influenza vaccination. Individuals who visited a GP in the last year were more prone to receive preventive 
care services (cardiometabolic screening: adjusted OR (aOR): 7.78, 95% CI: 7.43–8.15; colorectal screening aOR: 1.87, 
95% CI: 1.80–1.95; mammography aOR: 1.76, 95% CI: 1.69–1.83 and Pap smear test: aOR: 1.89, 95% CI:1.85–1.94). 
Among those who visited a GP in the last year, the highest ratios of cardiometabolic screening and cancer screening 
benefited those who were more affluent. Women underwent more blood pressure measurements than men 
regardless of the HHI. Men were more likely to undergo influenza vaccination than women regardless of the HHI. The 
highest differences between countries were observed for influenza vaccination, with a median odds ratio (MOR) of 
6.36 (under 65 years with comorbidities) and 4.30 (over 65 years with comorbidities), followed by colorectal cancer 
screening with an MOR of 2.26.

Conclusions  Greater adherence to preventive services was linked to individuals who had visited a GP at least once 
in the past year. Disparities were evident among those with lower household incomes who visited a GP. The most 
significant variability among countries was observed in influenza vaccination and colorectal cancer screening.
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Background
Life expectancy at birth in the European Union (EU) 
was estimated at 81 years in 2018. As life expectancy 
increases, the burden of noncommunicable diseases 
(NCDs) grows. In 2017, the main causes of death in the 
EU included cardiovascular diseases and cancer [1]. The 
top risk factors for NCDs are unhealthy diet, tobacco use, 
alcohol abuse and physical inactivity. Health promotion 
and preventive care services aim not only to delay the 
onset of chronic diseases but also to achieve early detec-
tion to prevent complications. Preventive care accounted 
for 2.8% of health expenditures in the EU [2]. Influenza 
vaccination, blood pressure measurement and cancer 
screening have been shown to be cost-effective [3]. The 
World Health Organization (WHO) European region has 
developed an action plan to prevent and control NCDs 
in the region [4]. The plan includes promoting vaccina-
tion to prevent the exacerbation of NCDs; early detection 
of cervical, breast and colorectal cancer, and cardiometa-
bolic risk assessment when presenting in primary care 
among other actions. In Europe, colorectal, cervical and 
breast screening have reduced the risk of mortality [5–7]. 
Other studies suggested that counselling to improve diet 
and physical activity behaviour brought modest benefits 
in cardiometabolic health outcomes in the general popu-
lation [8].

Primary care serves as the first point of contact with 
the health system and typically reaches the whole popu-
lation. An increased utilization of primary care services 
by patients with lower socioeconomic status has been 
described [9]. Preventive health services are provided 
mainly by primary care given that primary care is in a 
privileged position to ensure access to preventive care 
and address inequalities. General practitioners (GPs) 
usually perform opportunistic screening when patients 
consult for any reason, and the frequency of primary care 
visits not only improves participation in preventive care 
services but also reduces disparities [10]. Having at least 
one primary care visit a year is related to an increased 
likelihood of vaccination, mammography and colonos-
copy [11].

The organization of health care systems in the EU influ-
ences the population’s access to preventive care services. 
There may be differences in coverage, financing systems, 
remuneration of service providers, access of providers to 
health care markets and access of patients to service pro-
viders in the EU [12, 13]. Primary care-oriented health 
services are associated with lower costs of care, improved 
access to more appropriate services, and reduced ineq-
uities in the population’s health [14–16]. Primary care 

is characterized by continuity of care, coordinated care 
and good communication between patients and doctors, 
which are related to better compliance with preventive 
care services, including immunization [17]. The aim of 
this study was to analyse the influence of visiting a GP in 
the last year on the delivery of preventive services (car-
diometabolic screening, cancer screening and influenza 
vaccination) based on sex and household income in 
European countries.

Methods
Study design and population
This was a cross-sectional study using data collected 
as part of the survey conducted by the European Com-
mission with the support of Eurostat (European Health 
Interview Survey: EHIS wave 2). It included 29 European 
countries (n: 242,212). The survey included a national 
representative population probability sample from each 
participant country between 2013 and 2015. Question-
naires were administered in face-to-face, by telephone 
or self-administered and sent by mail or internet. The 
details of the methodology are available on the Eurostat 
website [18, 19]. The detailed description of each variable, 
the handling of missing data by Eurostat, and the type of 
response possible for each question can be consulted in 
the survey manual, which has been published [18].

In this study, the selected population included adults 
between 25 and 75 years old given that some preventive 
services (cancer screenings) did not focus on very elderly 
patients as the target population. Participants belonged 
to EU members plus Iceland, Norway and the United 
Kingdom (the list of countries is available in Supplemen-
tary file 1). This study is reported as per the Strengthen-
ing the Reporting of Observational Routinely collected 
health Data (RECORD) Statement (see Supplementary 
file 2 RECORD Checklist).

Variables
The explanatory variable, namely, GP visits, was mea-
sured with the following question: “When was the last 
time you consulted a GP on your own behalf?”. Face-to-
face or remote assessments were considered. The num-
ber of visits to the GP was initially measured as a discrete 
variable and recoded as a dichotomous variable based on 
whether the patient had visited a GP during the last 12 
months or not.

Covariates included the patient’s sex and household 
income (HHI). HHI was calculated from the total income 
of a household after tax deduction and household size. 
Respondents were assigned to terciles: low income, 
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middle income or high income. Other variables were age, 
country, and urban area. Lifestyle factors were recorded 
using the WHO criteria as follows: active lifestyle (exer-
cise practice of ≥ 2.5  h/week) [20], healthy diet (eat-
ing vegetables and fruits at least 4–6 days a week) [21], 
tobacco consumption (daily smoking) [22] and alcohol 
consumption (daily consumption over 20  g in women 
and 40  mg in men) [23]. Obesity (body mass index: 
BMI ≥ 30  kg/m2) was computed from anthropometric 
height and weight measurements [24]. Pre-existing dis-
eases (hypertension, diabetes, ischaemic heart disease, 
stroke and renal disease) were self-reported. Self-per-
ceived health (SPH) was reported by the individuals on 
a three-step scale: very good and good, fair, bad and very 
bad.

The use of preventive health care services, including 
cardiometabolic screening, flu vaccination, and cancer 
screening, served as the outcome variable. Cardiometa-
bolic prevention was reported based on whether patients 
measured their glucose, cholesterol or blood pressure 
(BP) at least once in the past 5 years. Blood pressure 
measurement was included if it was measured by a health 
professional. If patients had chronic conditions (hyper-
tension, diabetes, ischaemic heart disease, stroke and 
renal disease), the optimal glucose, cholesterol and BP 
screening was recorded as the number of measurements 
per year. The target population for cardiometabolic 
screening comprised 176,890 individuals for glucose 
measurement, 177,642 for cholesterol assessment, and 
178,427 for blood pressure evaluation. The preventive 
care services of the different guidelines are provided in 
Supplementary file 3. Influenza vaccination was recorded 
as any shot in the last year in patients over 65 years and 
annually in patients with comorbidities (n: 100,834) [25]. 
Patients were considered to participate in colorectal can-
cer screening if faecal occult blood testing (FOBT) was 
performed once every 2 years from 50 to 74 years of age. 
FOBT could be replaced by colonoscopy. In this study, 
colonoscopy was considered any test performed through-
out life with the same target populations as FOBT. The 
intended demographic for colorectal cancer were n: 
126,276 individuals. Patients were considered to undergo 
mammography if any test was performed between 50 and 
69 years of age with a biennial frequency (n: 106,260). 
The cervical smear test considered any test performed 
every 3 years from 25 to 64 years (n: 196,976).

Analysis
Subject characteristics were described using descriptive 
statistics (means, standard deviations, medians, inter-
quartile ranges and proportions). Missing data were 
excluded of the analysis as we performed a complete-case 
analysis. The target population for each prevention use 
indicator differed given the different target ages of each 

recommendation and indication. We examined associa-
tions across sexes and HHI in those who visited a GP in 
the last year using the χ² test.

We analyzed the impact of GP visits for each of the 
screenings using a multilevel logistic model (level 1: citi-
zen, level 2: country), which includes adjustment for the 
sociodemographic (sex, age, household income) and clin-
ical characteristics (healthy diet, use of tobacco, obesity, 
diabetes, hypertension, coronary heart disease, stroke, 
renal disease and self-perceived health) of the subjects, 
with the country as a random effect. The dependent vari-
able was the cardiometabolic and cancer screenings, and 
the independent variable was GP visit in the last year. The 
random effect was quantified via the median OR (MOR) 
between countries [26], interpreted as the expected 
change (in medians) in cardiometabolic and cancer 
screening for a citizen who switches from one country 
to another country with increased risk. The intraclass 
correlation coefficient (ICC) was calculated as ICC = VA/
(VA+VI). MOR was calculated following formula: MOR= 
[
√

 (2xVA) x 0.6745] ≈ exp (0.95 
√

VA). All tests were 
conducted at a significance level of 0.05. Statistical analy-
sis was performed using STATA 16.0.

Results
A total of 242,212 individuals were analysed. Popula-
tion characteristics are summarized in Table  1 based 
on patients who attended their GP in the last year and 
those who did not. Supplementary file 4 lists the general 
characteristics according to sex and GP visit. Women 
represented 53.7% of the study population. Most of 
the subjects were aged 40–64 years (55.4%). Regarding 
household income, 43.9% of the sample reported a high 
income. Hypertension (22.4%) and obesity (20.7%) were 
the most common comorbidities. A total of 25.7% of the 
sample smoked, and 63.6% had a healthy diet.

Patients who visited a GP in the last year had more 
chronic conditions than those who did not. More women 
visited a GP in the last year compared to men (56.7% vs. 
43.3%). Patients who did not attend their GP in the last 
year smoked more (30.7% vs. 23.8%) and more heavily 
consumed alcohol (3.6% vs. 2.5%) than those who did 
attend. Patients who visited a GP in the last year were 
more likely to have very good and good self-perceived 
health (85.0% vs. 65.1%).

Cardiometabolic screening was the most commonly 
conducted screening, with blood pressure measurement 
at 90.3%, cholesterol measurement at 80.7%, and glucose 
measurement at 79.1%. This was followed by colorectal 
cancer screening at 44.1%.
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GP visits and preventive care services based on sex and 
household income
Table 2 shows preventive care services based on attend-
ing GP practice, sex and income group. Individuals who 
visited their GP in the last year exhibited higher compli-
ance with all preventive services than those who did not 
visit the GP. Individual characteristics of participants 
receiving preventive care services are provided in Supple-
mentary file 5.

Among those visiting a GP, women received more 
BP measurements than men regardless of HHI status. 
Men with middle and high HHI received more glu-
cose and cholesterol measurements than women, but 

the proportions were similar among both groups. The 
highest ratios of cardiometabolic screening and cancer 
screening benefited those who were more affluent. The 
greatest HHI differences were found in gynaecologic can-
cer screening. Women with high HHI were more likely to 
undergo mammography (71.4% vs. 61.2%, p < 0.001) and 
cervical smear tests (78.9% vs. 69.2%, p < 0.001) compared 
with those with low HHI.

Across the HHI terciles of those who did not attend the 
GP in the last year, low HHI individuals received fewer 
preventive services than high HHI subjects. Women who 
did not attend a GP received more preventive care ser-
vices than men.

Table 1  Population characteristics of participants who did or did not visit their GP in the last year
All GP visit in the last year No GP visits in the last year P value

n 242,212 175,047 (72.2) 67,165 (27.7) < 0.001
Women* 129,967 (53.7) 99,257 (56.7) 30,710 (45.7)
Men* 112,245 (46.3) 75,790 (43.3) 36,455 (54.3)
Urban* 158,486 (65.5) 114,622 (65.6) 43,194 (65.5) 0.64
Age* 25–39 years 62,894 (26.0) 40,438 (23.1) 22,456 (33.4) < 0.001
  40–64 years 134,082 (55.4) 96,970 (55.4) 37,112 (55.3)
  65–74 years 45,236 (18.7) 37,639 (21.5) 7597 (11.3)
Household income*
  Low 81,828 (36.1) 59,390 (36.3) 22,438 (35.4) < 0.001
  Middle 45,343 (20.0) 33,251 (20.3) 12,092 (19.1)
  High 99,656 (43.9) 70,886 (43.3) 28,770 (45.5)
Self-perceived health*
  Very good and good 162,664 (69.1) 107,627 (63.0) 55,037 (85.0) < 0.001
  Fair 55,515 (23.6) 47,169 (27.6) 8346 (12.9)
  Bad and very bad 17,395 (7.4) 16,000 (9.4) 1395 (2.2)
Lifestyle Factors*
  Healthy diet 154,047 (63.6) 113,912 (65.1) 40,135 (59.8) < 0.001
  Exercise 237,127 (97.9) 171,262 (97.8) 65,865 (98.1) 0.001
  Tobacco 61,341 (25.7) 41,130 (23.8) 20,211 (30.7) < 0.001
  Alcohol abuse 6405 (2.8) 4149 (2.5) 2256 (3.6) < 0.001
Chronic Conditions*
  Obesity 50,157 (20.7) 39,085 (22.3) 11,072 (16.5) < 0.001
  Diabetes 15,927 (6.7) 14,570 (8.4) 1357 (2.0) < 0.001
  Hypertension 53,725 (22.4) 47,780 (27.6) 5945 (9.0) < 0.001
  Coronary heart disease 9690 (4.1) 8889 (5.2) 801 (1.2) < 0.001
  Stroke 2710 (1.1) 2468 (1.4) 242 (0.4) < 0.001
  Renal disease 6182 (2.6) 5553 (3.2) 629 (1.0) < 0.001
Preventive Services
Cardiometabolic screening* 165,237 (92.4) 129,786 (96.0) 35,451 (81.2) < 0.001
  Glucose measurement* 139,863 (79.1) 111,553 (83.3) 28,055 (65.9) < 0.001
  Cholesterol measurement* 143,286 (80.7) 114,255 (85.0) 28,730 (67.2) < 0.001
  BP measurement* 161,193 (90.3) 127,078 (94.2) 33,770 (78.5) < 0.001
Influenza vaccination under 65 yo with comorbidities * 7522 (19.2) 6878 (19.9) 644 (14.0) < 0.001
Influenza vaccination in individuals over 65 yo* 18,138 (40.1) 15,817 (42.1) 2321 (30.6) < 0.001
Colorectal cancer screening* 55,723 (44.1) 47,613 (48.2) 7665 (28.6) < 0.001
Mammography* 36,417 (34.3) 30,505 (37.2) 5797 (24.3) < 0.001
Cervical smear test* 75,088 (38.1) 58,482 (42.6) 16,435 (28.0) < 0.001
*: n (%). GP: General Practitioner yo: years old

Note: The association between visiting a GP in the last year and cardiometabolic screening, cancer screening and influenza vaccination was assessed using the χ² test
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Table 3 displays the association among preventive care 
services, demographic characteristics, lifestyle, self-per-
ceived health, comorbidities and visits to the GP adjusted 
by age in a multilevel analysis. The highest odds of receiv-
ing preventive care services were observed in individu-
als who visited the GP in the last year (cardiometabolic 
screening: adjusted OR: 7.78, 95% CI: 7.43–8.15; colorec-
tal screening adjusted OR: 1.87, 95% CI: 1.80–1.95; mam-
mography adjusted OR: 1.76 2.28, 95% CI: 1.69–1.83 and 
Pap smear test: adjusted OR: 1.89, 95% CI:1.85–1.94). We 
also found an association among cardiometabolic screen-
ing all preventive care services and having a higher HHI 
and being a woman. Having bad self-perceived health 
was related to less breast cancer gynaecological screening 
but to more of the other preventive care services.

The role of the country in the likelihood of receiv-
ing any of the preventive activities has been calculated 
through the MOR, showing that an individual from the 
country with the highest screening has a greater chance 
of receiving preventive activities compared to a country 
with lower screening. These differences are more pro-
nounced in influenza vaccination, with an MOR of 6.36 
(under 65 years with comorbidities) and 4.30 (over 65 
years with comorbidities), followed by colorectal can-
cer screening, where a patient is 2.26 times more likely 
to receive screening compared to the country with lower 
screening, indicating intrinsic country-specific factors 
related to screening.

Discussion
Summary
Cardiometabolic screening was the most commonly uti-
lized preventive care service, followed by colorectal can-
cer screening and influenza vaccination in individuals 
over 65 years old. Our study indicates a significant asso-
ciation between visiting a GP in the last year and adher-
ence to all preventive care services. The coverage of all 
preventive care services improved with increasing HHI, 
except for influenza vaccination in men. Gender was 
found to be a factor, with women more likely to undergo 
cardiometabolic screening but less likely to receive influ-
enza vaccination and colorectal screening compared to 
men. There is a variability by countries that is very pro-
nounced in the case of influenza and colorectal cancer 
screening.

Comparison with literature
Health promotion and disease prevention are two basic 
roles noted in the definition of primary care. Cardiovas-
cular prevention programs in GP practices have shown 
a reduction in cardiovascular mortality [27, 28] and are 
cost-effective [29]. Since the Cochrane review on general 
health checks in 2019, health checks have been in the 
spotlight because no impact on morbidity or mortality 

was found according to the authors [30]. However, there 
are certain limitations to extrapolating these findings to 
primary care. The majority of the studies were conducted 
outside of primary care settings, predominantly in Scan-
dinavian countries, the United Kingdom, and the United 
States. The cardiovascular risk and cancer prevalence 
observed in these populations may differ from those in 
other regions, particularly in the Mediterranean area. 
Furthermore, these results focused solely on clinical tri-
als, it did not account for opportunistic strategies com-
monly employed in routine practice. In our study, we 
scrutinized preventive care services adherence based on 
guidelines within the outpatient setting across 29 Euro-
pean countries. To comprehensively assess the value of 
health checks in Europe, further studies involving diverse 
countries are imperative. As we have described, the vari-
ability among countries in the coverage of cardiometa-
bolic and gynaecological screenings (mammography, Pap 
smear tests) has been lower compared to access to influ-
enza vaccination and colorectal cancer screening. This 
is due to the organization of screening programs, but 
also to the population’s acceptance of such screenings. 
Increased economic investment to expand colorectal 
cancer screening and influenza vaccination among high-
risk groups could promote higher population coverage 
and reduce disparities in screening access among Euro-
pean individuals.

Although, there are different systems to access primary 
care (gatekeeper, private insurance, mixed system) [31] 
and different payments in primary care (fixed salary, pay 
per service, pay per capita) [32] in Europe, over 70% of 
patients visited their GPs in the last year in our study, 
and this pattern was similar to that noted in other Euro-
pean studies [13, 32, 33]. A systematic review [9] found 
inequalities across socioeconomic statuses in visiting pri-
mary care physicians. In our study, minimal differences 
were observed among individuals who visited the GP 
across different socioeconomic statuses (low HHI: 36.3% 
vs. high HHI: 43.3%). There was a significant association 
between GP visits and adherence to the analysed preven-
tive care services, consistent with findings in the litera-
ture regarding influenza vaccination [11, 13], colorectal 
cancer screening [11, 34], Pap smear testing [35] and 
mammography [11, 35, 36]. These findings could be 
explained by the notion that prevention in primary care 
is delivered not only through a health check-up [36] but 
also through opportunistic attendance [37–39]. In cardio-
metabolic screening, our findings surpassed the results 
reported in other studies (greater than 79.0% in the three 
services: BP, lipids, glycaemia), whereas other opportu-
nistic screening studies had participation rates between 6 
and 64% [40, 41]. This finding could be explained by how 
prioritization in practice is implemented by GPs [42, 43]. 
Sebo et al. described that cardiometabolic screening was 
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prioritized over cancer screening by GPs in France and 
Switzerland [44]. On the other hand, European GPs have 
a positive attitude towards cardiometabolic screening, 
especially through an opportunistic approach [45]. The 
evidence for cardiovascular prevention [27–29] has led to 
the promotion of guidelines in health promotion in some 
countries (Supplementary file 2), which could explain the 
high compliance for cardiovascular screening in primary 
care [46–48].

Differences in the receipt of preventive care based on 
sex were not clinically relevant; however, women were 
more prone to undergo cardiometabolic screening than 
men (OR: 1.17 (1.12–1.22), as previously described [46, 
49]. Another factor associated with compliance with 
preventive care services was household income among 
those who visited a GP in the last year. Disparities based 
on HHI were observed in both sexes, with individuals 
with low HHI receiving fewer preventive care services 
compared to those with middle or high HHI, except for 
influenza vaccination in males. This finding underscores 
the significance of considering the impact of social deter-
minants on preventive care services and the optimal 
management of chronic conditions as the complexity of 
these determinants increases [50]. Similar findings have 
been described for cardiometabolic screening [51, 52] as 
well as influenza vaccination and gynaecological screen-
ing in women [35, 53]. Our study highlights the impor-
tance of visiting a GP to improve the receipt of preventive 
care services. However, household income emerged as 
an independent explanatory factor that warrants con-
sideration in this context. Several considerations should 
be noted. Particularly, addressing inequalities is not a 
straightforward task; factors such as poverty, housing 
insecurity, limited social support, and residing in neigh-
bourhoods lacking adequate services can pose significant 
barriers to accessing the healthcare system [51]. Coun-
tries with medical care co-payments could also delay 
access to some services in low HHI subjects [54]. Addi-
tionally, individuals with low HHI mostly/usually have 
poorer health care experiences, including difficulty in 
access as well as delays in health care delivery [55] and 
shorter consultations [56]. The estimated annual time 
required to provide preventive services ranged from 9.7 
to 26.4 min per year in the primary care setting [57, 58], 
so shorter consultations could make it difficult to receive 
preventive services as an opportunistic screening. It is 
important to analyse these barriers and develop methods 
to improve the receipt of these services in primary care 
by prioritizing low-HHI subjects and vulnerable popula-
tions. Designing community-based cardiometabolic pre-
ventive programs and population-based cancer screening 
programs that are linked to primary care focusing on 
the low-income group could reduce these inequalities 
[59–64].

Strengths and limitations
This study provides a general perspective of the deliv-
ery of preventive care services across Europe in primary 
care. Detailed information by sex and HHI was shared to 
understand how preventive care was provided in a pri-
mary care setting and the role of GPs in these services. 
Several limitations must be considered. First, the infor-
mation on cancer screenings includes tests for diagnos-
tic reasons and not only screening programs. Second, 
the survey did not collect information about health 
promotion activities in primary care, and this informa-
tion could be vital to understand the role of GPs in our 
results. All the answers were self-reported, which could 
lead to social desirability biases. The number of missing 
values differs among variables in some member States. 
We collected the cardiometabolic screening information 
from the main international organizations, but we could 
not record information specific to all of the countries as 
not all the countries had information in English. Other 
variables by country were not included in the analysis as 
they were not available in the EHIS data. Additionally, we 
do not have access to data on the practices, such as panel 
size, the practice volume or visit length, for inclusion in 
the analysis; these data could provide a more detailed 
view of the impact of GPs on the services. Information 
about the roles of primary care staff is not available in the 
survey. We believe administrative staff and nurses play an 
enormous role in prevention, as they have worked with 
the same population solving doubts about these topics 
for years. Thus, it would be desirable to collect public 
statistics about their work in prevention. As we believe 
prevention is a wider field, all health care professionals 
should be included in preventive care services research.

Implications for research and practice
The impact of visiting GPs on compliance with preventive 
care services and the inequalities in those with low HHI 
should be highlighted in public policy in Europe. The 
initiation of new programs, such as The European Can-
cer Inequalities Registry (ECIR), marks the initial stride 
toward enhancing the care provided to citizens with low 
HHI and education [65]. Considerable efforts should be 
made to harmonise the current guidelines and imple-
ment them in primary care offices. This is an essential 
task to improve the quality of preventive care and specifi-
cally to reduce the burden of chronic diseases and medi-
cal costs. Furthermore, primary care physicians must 
have sufficient time to engage their patients in preven-
tive services, especially in the most deprived areas. Our 
results supported the directives of the WHO regional 
office for Europe [64] that challenged the Member States 
to strengthen primary care as the provider for health pro-
motion and disease prevention, among other tasks.
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Conclusions
Visiting the GP in the last year was related to increased 
compliance with all preventive care services (cardiometa-
bolic screening, cancer screening and influenza vaccina-
tion) in Europe. Among those who visited a GP in the 
last year, more affluent individuals had the highest ratios 
for cardiometabolic screening and cancer screening. Pat-
terns of compliance among the sexes were found. Women 
underwent more BP measurements, and men received 
more influenza vaccinations. Inequalities in access to 
preventive care services in those with lower household 
income should lead to an important effort to reduce 
these inequalities. There is variability in screening perfor-
mance across countries, with greater disparities observed 
in influenza vaccination and colorectal cancer screening.
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