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ABSTRACT
Objective and intervention:  To explore contextual factors influencing residents’ intentions to 
register with one of the new-coming GPs established as a result of a municipally driven GP 
coverage intervention in a disadvantaged neighbourhood in Copenhagen with a GP shortage.
Design:  A qualitative study design informed by realist methodology was used to conduct the 
study. Data were obtained through a survey with residents (n = 67), two focus group interviews 
with residents (n = 21), semi-structured interviews with the project- and local community 
stakeholders (n = 8) and participant observations in the neighbourhood. The analysis was carried 
out through systematic text condensation and interpreted and structured by Pawson’s layers of 
contextual influence (infrastructural and institutional). The concept of collective explanations by 
Macintyre et  al. and Wacquant’s framework of territorial stigmatisation were applied to analyse 
and discuss the empirical findings.
Subject and setting:  Residents from five local community organisations in a disadvantaged 
neighbourhood in Copenhagen.
Main outcome measures:  Infrastructural and institutional contextual factors influencing residents’ 
intentions to register with one of the new-coming GPs.
Results: Infrastructural contextual factors included the national shortage of GPs, the administration 
fee for registering with a new GP, and the neighbourhood’s reputation as being feared and 
unattractive for GPs to establish themselves. Institutional contextual factors included mistrust 
towards municipal authorities and the new-coming GPs shared by many residents, the duration 
without a local GP, GPs’ reputation and a perceived lack of information about the GP coverage 
intervention, and an experience of not being involved.
Conclusion and implication:  Infrastructural and institutional contextual factors influenced 
residents’ intentions to register with one of the new-coming GPs. The findings will be helpful in 
adjusting, implementing, and disseminating the intervention and developing and implementing 
future complex interventions in disadvantaged neighbourhoods.

KEY POINTS
GP coverage interventions in disadvantaged neighbourhoods with a GP shortage should address 
contextual factors influencing residents’ intentions to register with new-coming GPs
•	 The neighbourhood’s negative reputation led residents to question the GPs’ motives for 

coming and whether they would stay permanently
•	 Residents’ mistrust of both municipal authorities and the new GPs, combined with a lack of 

information and a feeling of exclusion from the decision-making process, influenced residents’ 
intentions to register negatively

•	 Residents needed more information on the GPs’ ambitions and intentions for choosing their 
neighbourhood to be convinced that they would be there permanently

Introduction

In Denmark, as in many other countries, primary care 

lacks general practitioners (GPs) [1–3]. The GP shortage 

problem is particularly acute in rural and disadvan-
taged urban neighbourhoods [4–8]. A Danish study 
from 2017 showed that nearly every second disadvan-
taged neighbourhood listed on the government’s 
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parallel society list (previously known as the ghetto 
list), lacks a local GP [9]. The lack of local GPs is unfor-
tunate, as a short distance to GPs is essential in pre-
venting, treating and managing diseases [9,10], 
especially because people living in disadvantaged 
neighbourhoods have a greater need for consulting 
their GP due to higher morbidity rates with multiple 
conditions such as type 2 diabetes [11–14]. In addition 
to a high morbidity rate, the residents are also charac-
terised by having low socioeconomic status and great 
ethnic diversity [11,12]. Socio-cultural diversity, low 
health literacy [15,16], and linguistic barriers all con-
tribute to the complexity. Furthermore, residents’ issues 
require specialised knowledge because they may be 
related to trauma from torture or war [6]. Finally, dis-
advantaged areas have a higher crime rate than the 
national average [17]. These complexities increase GPs’ 
workload, making it difficult to attract GPs to these 
areas [4,6].

A needs assessment survey conducted in a disad-
vantaged neighbourhood in Copenhagen with a GP 
shortage revealed that most residents participating in 
the study found the distance to their GP challenging 
and thus, preferred a local GP [18]. In line with this, 
another qualitative study conducted in the same 
neighbourhood focusing on residents’ access to health-
care services addressed the need for a local GP, as the 
distance to the GP outside the neighbourhood made 
it difficult for most residents to access their GP, as it 
required the use of public transport, which they 
described as inadequate and expensive [9].

To improve access to GPs in this neighbourhood, 
the Municipality of Copenhagen, the Capital Region of 
Denmark, and the General Practitioners’ Organisation 
developed a GP coverage intervention to attract local 
GPs. However, it is unclear, whether the establishment 
of local GPs will lead to residents registering with one 
of them. Studies have shown that trust and continuity 
of care are essential for choosing a GP, particularly 
among those with chronic diseases [19]. These factors 
may, therefore, be more important than having a short 
distance. Furthermore, studies, not the least by medi-
cal sociologist Sally Macintyre and her co-authors, 
have focused on neighbourhoods and health, showing 
that contextual factors embedded in the neighbour-
hood, such as the physical and social environment, the 
area’s reputation, the levels of crime, as well as norms, 
traditions, and interests shared by residents of the 
neighbourhood, impact residents’ health, health beliefs, 
and use of health care services [13,20,21]. Thus, these 
contextual factors may also influence residents’ prefer-
ences when choosing health services, including a local 
GP [20,22]. The organization of the Danish healthcare 

system is a highly political issue, however, the public 
debate tends to lack the citizens’ perspective.

To the best of our knowledge, no studies have 
investigated how these contextual factors related to 
the neighbourhood influence residents’ GP preferences. 
With the GP coverage intervention in a disadvantaged 
neighbourhood with a GP shortage as an example, 
this study, therefore, seeks to fill this knowledge gap 
by exploring how contextual factors related to the 
neighbourhood influence residents’ intentions to regis-
ter with one of the new-coming GPs.

Study aim

This study explored residents’ intentions to register 
with new-coming GPs established as a result of a 
municipally driven GP coverage intervention in a dis-
advantaged neighbourhood in Copenhagen with a GP 
shortage. A particular emphasis was placed on how 
contextual factors would prevent residents from regis-
tering with one of the new-coming GPs.

GPs in the Danish healthcare system

Denmark has a universal healthcare system that is 
mainly free of charge, as general taxes finance the 
healthcare services [23]. The healthcare system is struc-
tured at three political and administrative levels: the 
state, regions, and municipalities. The municipalities 
are responsible for rehabilitation outside hospitals, dis-
ease prevention and health promotion [24]. The 
regions are responsible for health services provided by 
GPs. GPs are responsible for the primary and continu-
ous care of the patients affiliated with their specific 
practice. Furthermore, except for emergencies, GPs 
serve as gatekeepers to secondary and tertiary health-
care services, thus playing a critical role in patients’ 
access to healthcare services [25]. GPs in Denmark are 
self-employed and work in singlehanded practices or 
collaboration in clinics with two or more GPs. They are 
reimbursed for their services by the region. Nearly all 
citizens (99%) are listed with a specific GP, which they 
can consult for free. GPs are organised in the 
Organization of General Practitioners.

The GP coverage intervention

The GP coverage intervention was developed shortly 
after the last local GP left the neighbourhood in 2015 
as it was not possible to attract a new GP. It was devel-
oped by the Capital Region of Denmark, the Municipality 
of Copenhagen and the GPs’ organisation and evaluated 
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by researchers from the University of Copenhagen. It 
was a novel collaboration as municipality involvement 
in GP coverage was the first of its kind in Denmark.

The intervention aimed to attract GPs to a disad-
vantaged neighbourhood with a GP shortage in 
Copenhagen. Thereby giving the residents an option 
to register with a local GP. To attract GPs, the munici-
pality’s role was to assist the GPs in finding suitable 
premises, which otherwise often is difficult to find in 
Copenhagen due to high housing prices and a lack of 
premises. Also, as part of the intervention a social- and 
healthcare worker was employed to assist the GPs in 
their work with patients who need help with social 
related issues, such as housing shortage, unemploy-
ment, or serious social problems in the family [26].

The setting

The neighbourhood is one of Denmark’s largest social 
housing neighbourhoods, with around 6,600 residents 
living in 2,500 apartments owned and managed by 
two non-profit social housing associations [27].

Furthermore, it is an area with high diversity, with 
approximately 80% of residents having immigrant 
backgrounds representing more than 80 nationalities 
[27]. The residential composition is considered socially 
vulnerable as many residents have low levels of income, 
education, employment rate, social relations [27] and 
poor health (the neighbourhood has the highest prev-
alence of type 2 diabetes in Copenhagen) [11]. Finally, 
the neighbourhood is challenged by a high crime rate, 
which, combined with the residential composition, 
placed the neighbourhood on the government’s list of 
‘parallel societies’ from 2010 until 2022 [28].

Material and methods

Theoretical framework

The intervention can be described as complex as it 
contains multiple components, outcomes, and stake-
holders [29]. Therefore, we used the Medical Research 
Council’s (MRC) framework for complex interventions 
to investigate residents’ intentions to register with one 
of the new-coming GPs [29]. We drew upon realist 
methodology [30], recommended by the MRC frame-
work, as a theory-based approach [31] to explore the 
influence of context and identify barriers that could 
prevent residents who wish to have a local GP from 
registering with the new-coming GPs.

We defined ‘contextual factors’ as ‘social rules, values, 
sets of interrelationships that operate within times and 
spaces that either constrain or support the activation of 

programme mechanisms’, thus making the intervention 
work [30].

Furthermore, to better distinguish between various 
contextual factors, we applied Pawson’s categorisation 
of contextual influence in layers [32], focusing on the 
infrastructural and institutional layers. The infrastruc-
tural layer is the wider society and welfare system, 
within which the intervention is embedded. Contextual 
factors at this layer include the wider political, social, 
economic and cultural aspects of society. The institu-
tional layer is the setting in which the intervention is 
implemented (in this case the disadvantaged neigh-
bourhood). Contextual factors at this layer include e.g. 
the historical context, culture, sociodemographic char-
acteristics, resources, norms and practices embedded 
in the neighbourhood [32]. To define culture, we drew 
upon the definition by Kleinman stating that:

Culture is inseparable from economic, political, reli-
gious, psychological, and biological conditions. Culture 
is a process through which ordinary activities and con-
ditions take on an emotional tone and a moral mean-
ing for participants [33].

Finally, we employed the concept of collective 
explanations by Macintyre et  al. [20] and the frame-
work of territorial stigmatisation by Wacquant [34] to 
interpret and discuss how the identified contextual 
factors influence residents’ intentions to register with 
one of the new-coming GPs.

Macintyre et  al. [20] define collective explanations as: 

norms, traditions, and interests shared by residents of 
a given neighbourhood that are a result of the histor-
ical and socio-cultural factors that characterize the 
neighbourhood’ [20].

With this concept, Macintyre et  al. go beyond the 
composition of the population (age, educational level, 
ethnicity, etc.) to understand the effect that place can 
have on health [20]. Instead, they shed light on how 
the social practices among people, such as norms, tra-
ditions, the area’s reputation etc. affect residents’ health, 
health beliefs and use of health care services.

To strengthen the perspective on how the collective 
explanations of Macintyre et  al. affect residents’ inten-
tions to register with the new-coming GPs, the frame-
work of territorial stigmatization by Wacquant [34] was 
added. Territorial stigma is defined as a negative and 
stereotypical representation of disadvantaged neigh-
bourhoods that residents partly internalize [34]. According 
to Wacquant, this internalisation of territorial stigmatisa-
tion causes residents to feel guilty and ashamed, to deny 
belonging to the neighbourhood and to distance them-
selves from the area and its neighbours [34].
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Recruitment of participants and data collection

We conducted a qualitative study using various meth-
ods, sources and data material. Understanding of the 
GP coverage intervention was achieved by oral infor-
mation and project documents provided by the munic-
ipality. The municipality assisted in establishing access 
to the neighbourhood through a local gatekeeper who 
worked as a manager at the local senior activity cen-
tre. The manager then assisted the first author in gain-
ing access to five local community organisations, such 
as the local church, a senior activity centre, a social 
activity centre for socially vulnerable men and women, 
a food club for men, and a homework café for adoles-
cents. Representatives from the project stakeholders 
(the region, the municipality, and the GPs’ organisa-
tion) were recruited via an email request.

All data were collected by the first author from 
November to December 2017, approximately 2.5 years 
after the previous GP retired and six months before 
the new GPs opened their clinic in the neighbour-
hood, as shown in the timeline (Figure 1). Data 
included individual interviews with the project- and 
local community stakeholders (n = 8), an open-ended 
survey questionnaire (n = 67) with residents, two 
focus groups with residents and participant observa-
tions of events at the five local organisations). The 
first author visited the neighbourhood several times 
to interview representatives from local community 
organisations, participate in local events at the five 
local organisations, distribute surveys and conduct 
focus groups.

Semi-structured interviews

Semi-structured interviews were conducted with rele-
vant stakeholders, including the project stakeholders 
(n = 3) and representatives from local community 
organisations (n = 5). To gain insights into the GP cov-
erage intervention, its purpose, elements, and 
expected outcomes, and to obtain information on the 
new-coming GPs, we reviewed the project documents 
and interviewed the three project stakeholders. 
Interviews with representatives from the local com-
munity organisations were grouped into three types 
and included: 1) the district political committee 
(political stakeholder), 2) the local social worker (com-
munity worker), and 3) the neighbourhood manage-
ment, the senior activity centre, the social activity 
centre and the social housing association board 
(community leaders). The interviews gave insights 
into the various local organisations and their respec-
tive resident groups. Furthermore, it provided us with 
the local community stakeholders’ perspectives on 
issues such as the duration without a local GP, the 
consequences of the GP shortage, and their perspec-
tives on the GP coverage intervention. As the local 
stakeholders have frequent contact with many of the 
residents, the interviews provided contextual knowl-
edge to understand residents’ intentions to register 
with one of the new-coming GPs and potential barri-
ers inhibiting those who otherwise prefer a local GP 
from registering. The interviews were conducted at 
the stakeholders’ respective workplaces and were 
recorded and transcribed verbatim.

Figure 1. T imeline for the GP coverage intervention and data collection in the neighbourhood.
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Survey

Inspired by the needs assessment survey conducted 
by the municipality in 2015, we conducted a follow-up 
survey to determine whether many residents still 
found the distance to their GP difficult and to get an 
impression of how many residents were planning to 
register with the new-coming GPs. The survey (n = 67) 
entailed six open-ended questions concerning 1) resi-
dents’ current distance to GP; 2) how they experience 
the distance; 3) whether they want to register with 
one of the two new-coming GPs; 4) whether the sex 
of the GPs matters; 5) how they define a good GP; and 
6) what other types of health professionals they would 
like to have in their neighbourhood.

In this study, we used survey data from questions 
two, three and four. The survey was developed in 
cooperation with the senior activity centre manager, 
who also helped the municipality with the needs 
assessment survey from 2015. We used the manager’s 
extensive knowledge of the neighbourhood and its 
residents to improve the content and clarity of the 
questions, making them more understandable to the 
residents. The survey was distributed to five commu-
nity organisations (See Table 1). The selected locations 
also participated in the survey from 2015 and ensured 
a broad representation of men, women, adults, adoles-
cents, the elderly, families with children, and vulnera-
ble and ethnic groups. The survey was conducted from 
the 7th to the 22nd of December 2017. As some resi-
dents could not read or write, the first author and pro-
fessionals affiliated to the five community organisations 
assisted them in translating and understanding 
the survey.

Focus group interviews

The two focus group interviews were with users 
(n = 15) of the social activity centre and with members 
of the senior activity centre (n = 6) (See Table 1). Both 
focus groups arose spontaneously during the survey 
distribution at the two data collection sites because 
the residents expressed a desire to talk about their 
experiences without a local GP and to express their 
thoughts on registering with one of the new-coming 

GPs. The themes of the focus group were based on 
the survey questions.

The focus groups were conducted at their respec-
tive places in December 2017 and lasted approximately 
one hour. The managers participated in both focus 
groups, ensuring that the residents felt safe and helped 
elaborate some of the questions when needed. After 
the focus groups, all participants were invited to 
answer the survey. The focus groups were recorded 
and transcribed verbatim.

Participant observation

Participant observations took place in connection with 
the survey distribution, which was planned in conjunc-
tion with local events in the five organizations. This 
was done to ensure that as many users as possible 
were present when the survey was distributed. The 
first author observed these five events, which included 
a Christmas gathering at the social activity centre, a 
church service and communal meal at the Church and 
House of Dianoia, a bingo arrangement at the senior 
activity centre, a meeting session the men’s food club, 
and a meeting session at the homework café for ado-
lescents. The observation of the events lasted between 
1.5 and 3 hours. The observations gave insights into 
the physical, material, and institutional surroundings, 
residents’ characteristics, and social interactions 
between the residents and local stakeholders [20]. 
Moreover, it allowed for informal conversations with 
various residents regarding their intentions to register 
with the new-coming GPs.

Participant observation is an ideal method to 
explore the more ‘invisible’ and unnoticed contextual 
factors embedded in residents’ daily lives that cannot 
be investigated through interviews and surveys, as res-
idents most often are unaware of them [35,36].

All observations were recorded in field notes, which 
included descriptive and analytical field notes [35] 
(e.g., impressions from the events at the five local 
organisations, characteristics of residents and local 
stakeholders who participated in the interviews and/or 
completed the survey, and relevant information 
obtained through informal conversations with resi-
dents and local stakeholders).

Table 1. D ata sources, resident types, and collection sites.
Collection sites Characteristics of resident type Participant observation Survey Focus group

Church and house of Diakonia Men/women of Danish origin √ (n = 30)
Senior activity centre Older people of Danish origin √ (n = 7) (n = 6)
Social activity centre Socially vulnerable men/women with different ethnic backgrounds √ (n = 15) (n = 15)
Homework café Female adolescent’s descendants of immigrants from low and 

middle-income countries
√ (n = 7)

Men’s food club Men with ethnic minority backgrounds √ (n = 8)
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Data analysis

The survey responses were structured in tables in 
Microsoft Word. All data were collected and managed 
in NVivo 12 [37] and analysed using systematic con-
text condensation and its four steps: 1) Reading all 
the material to get a general sense of the data and 
identify preliminary themes related to the study aim.; 
2) Identifying and sorting meaning units, representing 
residents’ perspectives on new coming GPs according 
to Pawson’s two contextual layers; 3) Condensation of 
units and themes; 4) synthesising data into themes 
with similar code groups [26]. The first author SG 
undertook analytical steps one and two. The remain-
ing analysis was discussed among all authors to 
ensure that categories and subcategories covered all 
the datasets.

Ethical considerations

The study adhered to the Helsinki II Declaration’s eth-
ics codes and was approved by the Danish Data 
Protection Agency. The survey respondents were anon-
ymous to ensure the anonymity of the study partici-
pants. Similarly, informants who participated in the 
interviews were pseudonymised. Finally, the neigh-
bourhood is anonymised.

Results

Residents’ intentions to register with one of the 
new-coming GPs

After three years without a local GP, most residents 
expressed gratitude for the return of local GPs. 
However, when asked if they planned to register with 
one of the new GPs, only 17 out of 67 residents said 
yes (Table 2). 13 respondents said ‘maybe’ or ‘don’t 
know,’ while nearly half (n = 35) said no. Many respon-
dents in the latter group stated that they were satis-
fied with their current GP outside the neighbourhood, 
whom they knew and trusted, and that they would 

only register with one of the new-coming GPs if their 
current GP retired. This was echoed in the 
focus groups.

Another reason why many respondents preferred 
keeping their current GP was that many residents 
have adapted to having a longer distance to their 
GP. The survey results showed that two-thirds (n = 42) 
thought the distance was ‘fine’ or ‘ok’. In contrast 
‘only’ one-third (n = 22) thought it was difficult, which 
is a notable change from a similar survey conducted 
by the municipality after the previous GP left the 
neighbourhood. In that survey from 2015, two-thirds 
of respondents reported the distance as difficult [18].

Contextual factors influencing residents’ intentions to 
register with one of the new-coming GPs

The analysis revealed eight contextual factors that 
influenced residents’ intentions to register with one 
of the new-coming GPs (Figure 2). At the infrastruc-
tural layer (the welfare system), the contextual factors 
included: the national GP shortage, the administra-
tion fee for registering with a new GP and the neigh-
bourhood’s negative reputation as feared and 
unattractive for GPs to establish themselves. At the 
institutional layer (the neighbourhood), the contex-
tual factors included:) mistrust towards municipal 
authorities and the new-coming GPs, the duration 
without a local GP, a perceived lack of information, 
an experience of not being involved, and GPs’ 
reputation,.

The infrastructural layer of contextual influence

National GP shortage and administration fee for 
registering with a GP
Firstly, the fact that Denmark has a national problem 
with a GP shortage was identified as a barrier as it 
made many residents hesitant to register with one of 
the new-coming GPs. They felt the decision to change 
was attached with many uncertainties and no options 
for undoing. If they registered with one of the 
new-coming GPs, they were afraid they would be 
unable to change their decision as access to their cur-
rent GP would be restricted. This concern is exempli-
fied in the following quote from a resident who 
experienced this scenario:

I have tried it before and changed GP; I heard from 
others that she or he was good (…), but he was not 
good, and then you must go back. Then, your GP is no 
longer accepting new patients. And who should you 
then choose? The only GP open to patients is an 
87-year-old GP. (Resident, Social activity centre)

Table 2. R esidents’ answer regarding their intentions to regis-
ter with one of the new-coming GPs.

Yes No
Maybe/

Don’t know

Survey population Number of respondents

Church and House of Dianoia (n = 30) 10 14 5
Senior activity centre (n = 7) 0 7 0
Social activity centre for socially 

vulnerable (n = 15)
2 8 5

Homework café (n = 7) 2 5 0
Men’s food club (n = 8) 3 1 3
(N = 67) 17 35 13
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This resulted in many residents requiring additional 
information about the GPs before deciding, as they 
wanted to ensure that the GPs would be someone 
with whom they could establish trust and confidence.

Another barrier that arose from the analyses, was 
the administration fee of nearly 30 Euros per person 
for registering with a new GP. According to many local 
stakeholders, the fee would prevent some residents 
from registering with one of the new-coming GPs, as 
some residents are financially challenged to the point 
where they cannot afford medicine or bus fare to their 
current GP outside the neighbourhood. In addition to 
being a financial barrier, some residents felt the fee 
was unfair because it was not their fault that they had 
been without a local GP. Some residents with this 
point of view did not want to change because they 
believed they had been unfairly treated.

A feared and unattractive neighbourhood for GPs 
to establish themselves
Following the concept of collective explanations by 
Macintyre et  al. an area’s reputation affects its resi-
dents’ health, health beliefs and use of healthcare ser-
vices [20] and according to Wacquant, residents of a 
given neighbourhood that are being stigmatized at a 
society level, tend to internalize this stigma. Using the 
perspective of territorial stigma from Wacquant et  al. 
[34] to understand the collective explanations of the 
studied neighbourhood, it was evident in the present 
study that the media’s negative and stereotypical rep-
resentation of the neighbourhood as an unsafe area 
with high crime rates influenced the residents’ identity. 
Hence, this seemed to affect the intentions to register 
with the new-coming GPs. Further, the duration with-
out a local GP had enhanced the narrative shared by 

many residents that they lived in a feared and unat-
tractive neighbourhood where liberal professionals 
showed little interest in establishing themselves. 
Consequently, this narrative negatively influenced how 
many residents perceived the new-coming GPs, which 
made some residents question who the GPs were, why 
they were coming, and whether they would reside 
permanently. Many residents, therefore, needed more 
information on the GPs’ ambitions and intentions for 
choosing their neighbourhood to be convinced that 
they would be there permanently:

It must be a bit of a story because otherwise, people 
think, "Why do the GPs come here? Why would any-
one voluntarily expose themselves to the chaos that 
exists here?" (Resident, Senior activity centre)

Apparently, the stigma related to the neighbour-
hood manifested in two ways. First, it was internalized 
by the residents, as expressed in the quote above. 
Second, other features in the dataset revealed resi-
dents’ awareness of the negative reputation, yet they 
rejected it due to their pride and attachment to the 
neighbourhood. Our findings align with similar studies 
conducted in disadvantaged neighbourhoods [38–40], 
demonstrating the presence of both internalized and 
contested forms of territorial stigma.

The institutional layer of contextual influence

Mistrust towards municipal authorities and the 
new-coming GPs
The perspective of territorial stigma [34], also enlight-
ened how many residents were mistrustful and scepti-
cal towards municipal authorities and thus the 
new-coming GPs. This sense of mistrust and scepticism 

Figure 2. C ontextual factors influencing residents’ intentions to register with one of the new-coming GPs.
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was linked to negative interactions with municipal 
authorities such as local job centres, where residents 
receiving cash benefits frequently felt judged and 
unfairly treated. Furthermore, the findings from the 
interviews and observations revealed that many resi-
dents shared an understanding of the healthcare sys-
tem, with hospitals being the most ‘prestigious’, 
followed by GPs and then municipal authorities. The 
fact that the GPs were established as part of a munic-
ipally driven intervention therefore raised questions 
about whether it was a ‘municipal clinic’ and thus not 
an independent ‘real’ clinic with competent GPs. 
According to a local stakeholder, some residents would 
prefer to keep their current GP if they had the impres-
sion that the new GPs were associated with the 
municipality:

It should look as if it is their own practice. It should 
not look like a municipal practice. No way. (Local com-
munity worker)

The impression would thereby create an assump-
tion among residents that the GPs were ‘second-class’ 
GPs who had no choice but to come to their neigh-
bourhood, raising concerns about the GPs’ profession-
alism and competence. Convincing residents that the 
GPs were competent (and not ‘second-class’ GPs) was 
thus a key factor in residents’ decision to register with 
one of the new-coming GPs:

It is important to state that they (the municipality, 
red.) have chosen some highly skilled GPs (…). It is 
vital to tell people that they are the best. (Local com-
munity worker)

Thus, using the concept of collective explanations, 
these findings demonstrate how the area’s negative 
reputation and a shared history of mistrust towards 
municipal authorities affect the residents’ ability to 
establish trust in the new-coming GPs. To establish 
trust, residents must be convinced that the GPs are 
"truly independent GPs", not "municipal GPs", and that 
they are genuinely interested in establishing a perma-
nent practice in their neighbourhood (not just a tem-
porary solution until the GPs find something better).

The duration without a local GP, lack of 
information and an experience of not being 
involved in the intervention
According to documents and interviews with the proj-
ect stakeholders, the municipality and the region 
began developing the GP coverage intervention shortly 
after the previous local GP left the neighbourhood. 
However, residents and most local stakeholders 

described being unaware that the public authorities 
were addressing the GP shortage problem. Several res-
idents explained how during the three years without a 
local GP, they attempted to ask the municipality for 
assistance and inform them about the consequences 
of not having a local GP. However, they felt ignored 
and ‘left on their own’. Residents’ perceptions of the 
GP coverage intervention and the GPs were thus neg-
atively influenced by the duration without a local GP 
and lack of information about the establishment of a 
new GP clinic. This became clear during data collec-
tion, for example, when a resident refused to respond 
to the survey due to disappointment and the percep-
tion that the municipality had been too slow:

If you had asked me to fill in the survey two years 
ago, I might have said yes, but I have struggled so 
much with the municipality to get a GP here that now 
it doesn’t matter. (Resident, Local church)

Lack of community involvement differs from the usual 
practices in the neighbourhood led by the social hous-
ing units. According to many local stakeholders, resi-
dents are used to having their perspectives heard 
regarding local initiatives and changes through processes 
of ‘residential democracy’. Consequently, as illustrated in 
the following quote by a local stakeholder, residents per-
ceived the GPs as the ‘municipal’s GPs’ rather than ‘theirs,’ 
as was previously the case with a municipal culture cen-
tre in which they neither felt involved:

There are some people sitting far away from X (the 
neighbourhood, red) and deciding what X needs. You 
must ask the residents who live here instead (…). It 
will change how well it is received. The culture centre 
out here is the same (…), and right now, the residents 
feel like, "well, it’s not our cultural centre" because 
they have not been involved in the process. (Local 
community leader)

GPs’ reputation
GPs’ reputation was another key contextual factor as 
residents’ decisions on registering with one of the 
new-coming GPs were highly influenced by the GPs’ 
reputation in the neighbourhood. The GPs, therefore, 
had to establish trust among the residents by building 
a positive reputation in the neighbourhood:

You gain trust by hearing from people who have 
changed GP and say, "She was a really good GP", then 
you start to think, ‘Well, ok, she might be very good’. 
So, these are the kinds of recommendations you need 
to hear. (Resident, Social activity centre)

According to the survey results, residents define ‘a 
good GP’ as being trustworthy, skilled, empathetic, 
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available, having sufficient time in the consultation, 
and willing to listen and take the patient seriously. 
Many residents considered these factors more import-
ant than having a short geographical distance to their 
GP. In addition to residents’ GP preferences, several of 
the local stakeholders addressed the fact that the GPs 
had to demonstrate some social and contextual insight 
by being aware of the residential composition and 
type of neighbourhood they were entering. For exam-
ple, it was important that they had a certain level of 
cultural sensitivity as the area included 80 different 
ethnicities. Likewise, it is important that they were 
clear in their communication, as many are linguistically 
challenged and have a low level of health literacy. 
Consequently, the residents had to be convinced that 
the GPs were competent and able to meet the linguis-
tic and cultural challenges they would inevitably 
encounter in this neighbourhood [34].

Discussion

Residents welcomed the return of local GPs, but when 
asked if they planned to register with one of the 
new-coming GPs, most residents were hesitant. Eight 
contextual factors were identified to impact residents’ 
intentions to register with one of the new-coming GPs. 
At the infrastructural layer, contextual factors, such as 
the national GP shortage, the administration fee for 
registering with a new GP, and the neighbourhood’s 
negative reputation as being feared and unattractive, 
were found to be barriers that could prevent residents 
from registering with one of the new-coming GPs.

At the institutional layer, contextual factors, such as 
residents’ mistrust towards municipal authorities and 
the new-coming GPs, their perceived lack of informa-
tion about the GP coverage intervention, experience of 
being excluded from the intervention design, com-
bined with the duration without a local GP, were found 
as barriers that could prevent residents from register-
ing with the GPs. Altogether, these barriers created 
scepticism and mistrust among residents about 
whether the GPs were "real" and permanent (not "just, 
temporary municipal GPs"). Finally, GPs’ reputation 
were found to either facilitate or hinder residents’ deci-
sions. Overall, the findings indicate that factors such as 
trust in the GPs and the GPs reputation are more 
important for residents than having a short geograph-
ical distance.

Although the contextual factors are described sepa-
rately, they are intertwined and influence one another. 
For example, due to the national GP shortage, many 
residents were hesitant to register with one of the GPs 
for fear of being unable to reverse their decision 

because access to their current GP could be restricted. 
Thus, they waited to have the GPs recommended by 
other residents. Similarly, the area’s negative reputa-
tion and the residents’ shared history of mistrust 
towards municipal authorities influenced the residents’ 
perception of the GP coverage intervention and the 
new-coming GPs. The fact that the GPs were estab-
lished as a result of a municipality-driven intervention 
heightened the mistrust and scepticism. Many of the 
identified contextual factors, such as mistrust towards 
public authorities have been reported in similar stud-
ies focusing on socially vulnerable groups and disad-
vantaged neighbourhoods [41,42]. In line with my 
findings, a study by Srivarathan et  al. revealed, for 
example, how previously negative experiences with 
municipal social services in Denmark, such as job cen-
tres, caused mistrust towards the municipality and pre-
vented residents in a disadvantaged neighbourhood 
from accepting new municipally driven interventions 
[39]. Thus, this study supports the notion shared by 
many researchers of the importance of addressing and 
ensuring the community’s trust when implementing 
public health interventions [38,39].

Furthermore, other studies in similarly disadvan-
taged neighbourhoods have used the framework of 
territorial stigmatization by Wacquant [34] to interpret 
how contextual factors influence residents’ perspec-
tives of health-promoting interventions [39,40]. For 
example, the study conducted by Jensen and col-
leagues in a disadvantaged Danish neighbourhood 
found that residents were aware that ‘outsiders’ per-
ceptions of their neighbourhood were negative, but 
residents did not believe these perceptions were rea-
sonable and fair [40]. Likewise, in our study, many 
residents expressed that they were aware of the 
neighbourhood’s bad reputation due to crime, which 
kept the establishment of new professions, such as 
GPs, away. Thus, they acknowledged the reputation 
but did not find it justified. Since the data collection  
from the present study ended, the two GPs have 
established themselves in the neighbourhood. They 
were both females, 55–65 years old, one of Danish ori-
gin and the other with an ethnic minority background. 
Shortly after, a similar GP coverage intervention in 
another disadvantaged Danish neighbourhood with a 
GP shortage resulted in the establishment of a local 
GP [43]. However, six months after the GP was estab-
lished in the other neighbourhood, only a few resi-
dents had registered with the GP, indicating that the 
present study’s findings may also be relevant to 
understanding the mechanisms of implementing GPs 
in other neighbourhoods with similar characteris-
tics [43].
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Strengths and weaknesses

Our research has several strengths. One key strength is 
that we investigate residents from a disadvantaged 
neighbourhood’s perspectives, a group whose per-
spectives are seldom heard as they can be difficult for 
researchers to access [44–46]. The inclusion of Pawson’s 
context definition and categorisation of contextual 
influence [32], provided a useful framework for identi-
fying, analysing and understanding how contextual 
factors embedded in the neighbourhood and society 
could pose a barrier to some residents, who otherwise 
prefer a local GP, for registering with one of the 
new-coming GPs. Furthermore, using the concept of 
collective explanations [9], we were able to shed light 
on how the more "invisible" contextual factors embed-
ded in the neighbourhood and society influencing res-
idents intentions to register with one of the 
new-coming GPs. These novel insights add to a field 
where existing research often focuses on composi-
tional factors, such as individual characteristics among 
the study participants [20,41].

However, the study has some limitations. Firstly  
rather than only discussing the theory of territorial 
stigma, we could have included it earlier in the field-
work or analytical phase. Also, it would have strength-
ened the survey results, if the respondents had indicated 
whether they were among the residents who had to 
change GP, when the previous local GP retired, as sev-
eral of the residents never have had a local GP. This 
information would have provided more nuanced insights 
into their responses, as some residents do not prefer 
having a local GP. Further, even though the survey was 
distributed to five local organisations and thus com-
pleted by different resident groups, the survey results 
are not representative of sex, age, or ethnicity as we do 
not have these background variables on the respon-
dents. This was caused by our wish to ensure a high 
response rate and to make the process manageable for 
the local stakeholders who assisted with the distribu-
tion. Consequently, we prioritised making the survey 
distribution and completion process as simple as possi-
ble by limiting the number of questions. However, 
based on the observations, we know that there is a 
higher proportion of females among the respondents, 
which may have given us different results than if the 
respondents were equally represented. Similarly, only 
two of the twenty residents in the focus groups were 
men, implying that men’s perspectives were underrepre-
sented in the study. Thus, conducting focus groups with 
residents from all five associations may have strength-
ened our analysis. Additionally, it is important to con-
sider that the role and interests of local community 

stakeholders in the neighbourhood may have influenced 
their perspectives on the role of the community and 
the process of establishing GPs in the area. However, we 
primarily used these interviews to supplement our 
understanding of the residents’ perspectives. Another 
point to consider is whether the managers’ presence in 
the focus groups influenced the residents’ participation. 
For example, some residents may have been more hes-
itant to share their opinions freely. However, that was 
not our impression, as the residents seemed engaged 
and provided honest and personal answers [47].

Implications

This study focuses on the perspectives of residents in 
a disadvantaged neighbourhood to illuminate the 
importance of the trust relationship between the GP 
and patient. We find that residents are aware of the 
negative stereotyping of their area and the lack of 
interest from GPs in working there.

The study addresses the importance of researchers 
and practitioners being aware of contextual factors 
embedded in the neighbourhood and society when 
intervening in disadvantaged neighbourhoods. Due to 
the residents’ potential inherent mistrust of public 
authorities, project stakeholders must be aware that 
community trust is essential, which can be attained by 
informing and involving the local community in the 
development of the intervention. If residents had been 
informed and involved in the process, they might have 
been less frustrated, ‘left on their own’, and distrustful 
of the municipality. Furthermore, it is possible that it 
would enhance residents’ adoption of the GP clinic. 
Our findings may be useful in further developing and 
disseminating the GP coverage intervention to other 
disadvantaged neighbourhoods and in developing and 
implementing complex interventions in disadvantaged 
neighbourhoods. As GP shortages in disadvantaged 
neighbourhoods are a complex issue with many influ-
encing factors, the effectiveness of the present GP cov-
erage intervention can be discussed. A follow-up study 
to determine how many residents had actually regis-
tered with one of the GPs would be very interesting. 
Furthermore, more research on how to ensure GP cov-
erage in disadvantaged neighbourhoods is needed, 
including a focus on GPs’ motives, competencies and 
conditions for establishing clinics in these areas.

Conclusion

The organization of the Danish healthcare system is a 
highly political issue and there is an urgent need for a 
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more comprehensive effort to improve equal access to 
healthcare services for all citizens, especially in disad-
vantaged neighbourhoods. However, the public debate 
tends to lack the citizens’ perspective. This study con-
tributes to filling this gap by investigating the resi-
dents’ perspectives.

In this study, we explored how infrastructural and 
institutional contextual factors influenced residents’ 
intentions to register with new-coming GPs established 
as part of a municipally-driven GP coverage interven-
tion in a disadvantaged neighbourhood in Copenhagen. 
We highlight the importance of considering contextual 
factors embedded within disadvantaged neighbour-
hoods and society, when developing and implement-
ing health interventions, such as GP coverage 
interventions in disadvantaged neighbourhoods. These 
factors include the area’s reputation, which can contrib-
ute to internalised territorial stigma among residents, 
and residents’ mistrust towards public authorities. Our 
findings emphasize the crucial role of building trust 
between the residents, the municipality and the GPs.
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