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Abstract

The recently published ‘Research Agenda for General Practice/Family Medicine and Primary Health Care in Europe’
summarizes the evidence relating to the core competencies and characteristics of the Wonca Europe definition of GP/
FM, and its implications for general practitioners/family doctors, researchers and policy makers. The European Fournal
of General Practice publishes a series of articles based on this document. In a first article, background, objectives, and
methodology were discussed. In a second article, the results for the two core competencies ‘primary care management’
and ‘community orientation’ were presented. This article reflects on the three core competencies, which deal with person
related aspects of GP/FM, i.e. ‘person centred care’, ‘comprehensive approach’ and ‘holistic approach’. Though there is
an important body of opinion papers and (non-systematic) reviews, all person related aspects remain poorly defined and
researched. Validated instruments to measure these competencies are lacking. Concerning patient-centredness, most
research examined patient and doctor preferences and experiences. Studies on comprehensiveness mostly focus on pre-
vention/care of specific diseases. For all domains, there has been limited research conducted on its implications or
outcomes.
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Background competencies and characteristics of the WONCA

The ‘Research Agenda for General Practice/Family
Medicine and Primary Healthcare in Europe’ was
published in September 2009 by the European
General Practice Research Network (EGPRN)(1). It
summarizes the evidence relating to the core

Europe definition of General Practice/Family Medi-
cine (GP/FM) (2), and indicates evidence gaps and
research needs. The European Journal of General
Practice presents this document as a series of articles.
Background, objectives and methodology were
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presented in part 1(3). Results on the two core com-
petencies, which deal with organizational aspects of
GP/FM, i.e. ‘primary care management’ and ‘com-
munity orientation’ were presented and discussed in
part 2 (4).This article reflects on the three core com-
petencies that deal with person related aspects of GP/
FM, i.e. ‘person centred care’, ‘comprehensive
approach’ and ‘holistic approach’.

Definition of the research domains

According to the WONCA Europe definition of GP/
FM, ‘person centred care’ includes the ability to

¢ adopt a person-centred approach in dealing with
patients and problems in the context of patient’s
circumstances.

¢ establish an effective doctor-patient relationship,
with respect for the patient’s autonomy.

e communicate, set priorities and act in
partnership.

¢ provide longitudinal continuity of care as deter-
mined by the needs of the patient, referring to con-
tinuing and co-ordinated care management (2).

The research domain also includes studies on
patients’ perspectives and preferences, as well as the
effectiveness of a person- or patient-centred approach
and aspects of patient involvement and shared deci-
sion making, though there is an overlap with aspects
of specific problem solving. Patient-centredness has
been accepted as an important, central value in med-
ical care and it is nowadays universally advocated in
medical education (5).

According to the WONCA Europe definition, a
‘comprehensive approach’ includes the ability to

¢ manage multiple complaints and pathologies
simultaneously.

e promote health and well being by applying dis-
ease prevention strategies appropriately.

* manage and coordinate health promotion, pre-
vention, cure, care, palliation and rehabilita-
tion (2).

The core competency and research domain ‘com-
prehensive approach’ thus includes two aspects: a
focus on management of illness (managing simulta-
neously multiple complaints and pathologies encom-
passing acute as well as chronic health problems) and
another on well-being and health promotion. Gen-
eral practitioners have to manage and coordinate all
of these aspects in a specific long-term general prac-
titioner-patient relationship.

This means that the ‘comprehensive approach’
research domain includes studies on health promo-

tion and prevention, diagnosis, treatment and follow-
up of all diseases but also palliation. It necessitates
the simultaneous consideration of these different
aspects of care, and requires research not linked to
specific diseases, but to patient groups or to health
themes in all their aspects.

The research domains of ‘person-centred care’
and ‘comprehensive approach’ reflect two of Star-
field’s four central components of primary care, i.e.
‘longitudinality’ or ‘continuity’ (defined as person-
focused care over time) and ‘comprehensiveness’
(defined as the extent to which the healthcare pro-
vider actually recognizes all the patient’s needs as they
occur, and offers a range of services broad enough to
meet all common requirements) (6).

According to the WONCA Europe definition
(2), a ‘holistic approach’ includes the ability to use a
biopsychosocial model that takes into account cul-
tural and existential dimensions (7,8). The holistic
approach can be defined as ‘caring for the whole per-
son in the context of his values, family beliefs, family
system, culture and socio-ecological situation within
the larger community, and considering a range of
therapies based on the evidence of their benefits and
cost’. The complexity phenomenon is another aspect
of a holistic approach. Individuals, organizations,
social groups and society have characteristics of com-
plex adaptive systems (9).The more directly involved
the patient or the health care provider is in clinical
or general practice interventional research, the more
sophisticated the design of the trial has to be to take
account of the influence of the individual over the
outcome (10). Finally, ethical issues and cultural
competency are considered an important part of a
holistic approach to health and health care.

Methodology

A general description of the methodology of our
evaluation—key informant surveys, a comprehensive
literature review and expert consensus—was pre-
sented in the first part of this series (3). Literature
on ‘patient centeredness’ was sought using the MeSH
term’patient-centred care’, combined with ‘continu-
ity of patient care’ (MeSH), ‘primary health care’
(Majr MeSH) and/or ‘family practice’ (MeSH). Lit-
erature on ‘comprehensive approach’ was sought
using the MeSH terms and combinations shown in
Table I.

As the MeSH term ‘comprehensive health care’
is a very large term also including primary health care
and patient-centred care as subheadings, different
combinations on sub domains as health promotion,
prevention, palliative care and teaching were used.
For retrieval of literature on ‘holistic approach’, and
the specific aspects of complexity and cultural com-



Table I. Search strategies: Comprehensive approach.

* ‘comprehensive health care’ [MeSH] AND °‘primary care’
[MeSH] OR ‘family practice’ (MeSH)

* ‘comprehensive health care’ [Majr] AND ((‘primary health
care’ [TIAB] NOT Medline [SB]) OR ‘primary health care’
[MeSH Terms] OR primary care [Text Word]) OR ((‘family
practice’[TIAB] NOT Medline[SB]) OR ‘family practice’
[MeSH Terms] OR family medicine [Text Word]) OR
((“family practice’[TIAB] NOT Medline [SB]) OR ‘“family
practice’ [MeSH Terms] OR general practice [Text Word])
AND Meta-Analysis [ptyp] NOT ‘comprehensive dental
care’ [MeSH]

Health promotion

*  (‘Comprehensive Health Care’ [MeSH] OR ‘Primary Health
Care’ [MeSH] OR ‘Family Practice’ [MeSH]) AND °‘Health
Promotion’ [Majr] NOT nursing Limits: meta-analysis

Prevention

e (‘prevention and control’ [Subheading] OR ‘primary
prevention’ [MeSH]) AND (‘comprehensive health care’
[MeSH] OR ‘primary health care’ [MeSH] OR ‘family
practice’ [MeSH])

Palliative care

* ‘comprehensive health care’ [MeSH] AND °‘palliative care’
[MeSH]) AND (‘primary health care’ [MeSH] OR
‘physicians, family’ [MeSH])

Teaching

¢ (‘teaching’ [MeSH] OR ‘education’ [MeSH] OR ‘education’
[Subheading] OR ‘teaching materials’ [MeSH]) AND
‘comprehensive health care’ [MeSH] AND ‘family practice’
[Majr MeSH]

petency, the MeSH terms and combinations were
used as shown in Table II.

Additional searches using ‘seek related articles’
options, MeSH terms of relevant articles, free text
searches or search strings not limited to ‘family prac-
tice’ or ‘primary health care’ were used to extend the
overview. As many retrieved articles focused on nurs-

Table II. Search strategies: Holistic approach.

*  ‘holistic health’ [Majr MeSH] AND (‘primary health care’
[Majr MeSH] OR ‘family practice’ [MeSH])

* ‘holistic health’ [Majr MeSH] AND (‘primary health care’
[Majr MeSH] OR ‘family practice’ [Majr MeSH] AND
‘health services research’ [Majr MeSH])

* ‘holistic health’ [Majr MeSH] AND (‘primary health care’
[Majr MeSH] AND ‘education’ (Subheading) AND
‘research’ [MeSH] OR ‘research’ [TextWord])

* ‘holistic health’ [Majr MeSH] AND (‘biomedical research’
[MeSH] OR “clinical nursing research ‘[MeSH] AND
‘psychology, social’ [MeSH] OR ‘sociology, medical’
[MeSH]) AND °‘primary health care’ [Majr MeSH]

Complexity
*  ‘complexity’ [All Fields] AND (‘primary health care’ [Majr
MeSH] OR ‘family practice’ [MeSH]

Cultural competency

e (‘cultural competency’ [MeSH] OR ‘culture’ [MeSH]) AND
(‘primary health care’ [Majr MeSH] OR ‘family practice’
[MeSH])
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ing were not relevant to family practice, these were
excluded through use of the search string ‘NOT
nursing’. Literature was reviewed and consented
conclusions were drawn according to the procedure
described in part 1 of this series (3).

Results
Person centred care

Many of the retrieved articles dealing with the concept
of patient-centredness were opinion papers, some-
times based on literature review (5). The concept
remains however poorly defined. Although some spe-
cific measures were developed, i.e. on enablement,
satisfaction, and participation, instruments to measure
the complex concept as a whole are still lacking.

Several papers studied patient and doctor expe-
riences, beliefs and preferences of a biomedical ver-
sus a patient-centred approach in communication,
mainly using qualitative research methods (inter-
views, focus groups, videotapes) (11). It appears
that not every situation or each patient group in
general practice cherishes a distinctly patient-
centred communication style, or shared decision
making. A better understanding of the diversity of
patient and doctor preferences in different situa-
tions may lead to more effective and individualized
care.

Other papers have explored the preferences and
experiences of patients on (interpersonal) continuity
of care. Both, patients and doctors valued continuity
in addressing serious and psychosocial issues, and for
routine checks of a chronic illness. However, continu-
ity is considered less important than good doctor-
patient communication. For acute disorders, being
able to achieve fast access to care is more important
than interpersonal continuity for many otherwise
healthy patients. Continuous care performed by the
same doctors seems to be beneficial for regular
follow-up examinations in chronic disorders and to
some extent for compliance with guidelines, i.e. for
diabetes.

The effects of a patient-centred approach or
communication have been studied with regard to
patient satisfaction and treatment adherence, imp-
roved medical outcomes and decreased malpractice
claims (12). Most studies showed effects on patient
satisfaction.

Recently, some research has been done on self-
management education for patients with various
chronic conditions. It appears that these programmes
are more effective than information-only patient edu-
cation; small, short-term effects were recorded with
regard to increased satisfaction, health behaviour,
decreased symptoms and health care utilisation (13—
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15). Despite this relatively weak evidence, it is believed
that the concept of patient self-activation or self-
motivation and establishing a pro-active team-patient
relationship in GP/FM will gain in importance in the
future, especially for chronic diseases (16,17).

There is limited research on the effect of training
programmes for practitioners in person-centred care
on clinical and non-clinical outcomes (18).

In conclusion, the concept of person-centredness
remains poorly defined. Most research examined
patient and doctor preferences and experiences,
whereas implications or outcomes of a patient-
centred approach were hardly studied.

Comprehensive approach

Most research on medical comprehensive care is either
related to care or prevention of a specific disease,
very often mental health (depression, alcohol abuse)
(19,20) and cardiovascular disease, or to specific
activities such as disease screening or complex inter-
ventions (counselling (21-23), implementation of a
chronic care model (24), lifestyle modification (25)).
Concerning prevention and comprehensive care,
there seems to be not much good research in family
practice to date. Often, the setting of studies and their
relevance for general practice are not clarified. This
gives a very scattered view with multiple fragments of
knowledge, highlighting very specific situations (often
without defining the setting of care well), but not
resulting in a good picture on comprehensiveness as
defined by Wonca.

A considerable amount of research on lifestyle
interventions for primary care patients is labelled with
the term ‘comprehensive’. Only some of these studies
are really primary care based, and more often they
were undertaken by specialists on more or less selected
samples. Meta-analyses concluded that there is no
evidence to support an effect of stages-of-change
based interventions on levels of physical activity. With
respect to quitting smoking, interventions such as
telephone counselling might positively affect behav-
iour (26). Some positive evidence was found regard-
ing fat intake at short- and long-term follow-up.
Individual studies on lifestyle interventions often
claim positive effects, but these are usually small and
often described by surrogate or disease-specific out-
come measures and cover only very limited aspects
of health. In conclusion, scientific evidence does not
significantly support lifestyle interventions to modify
health behaviour.

Preventive primary care outreach interventions
aimed at older people were associated with a reduc-
tion in mortality and increased likelihood of continu-
ing to live in the community (27,28). Most studies
on palliative care, another important issue within

comprehensive care, focus on management and are
performed by nurse researchers. Good communica-
tion, meeting both the patient’s and the family’s
needs, with aims to improve quality of life are impor-
tant elements of good end of life care (29-31).

Many studies related to practice management
and organization were found under the heading com-
prehensive and primary care (32—-36). However, most
fell into the domain of primary care management,
discussed in the previous paper (4).

There is limited material on medical education for
a comprehensive approach (37-40). In a review of
educational interventions in primary care, the authors
concluded there were only two articles meeting the
criteria for good research in this field.

Almost all-existing research on a comprehensive
approach is either cross-sectional or prospective with
relatively short follow-up times. Sustainability and
long-term impact on relevant health outcomes are
rarely studied. There is an important lack of meth-
odologies and outcome measures as well as longitu-
dinal studies.

In conclusion, there is very little evidence estab-
lishing this competency as understood in the Wonca
definition. The concept of a comprehensive approach
in general practice is not well defined in terms that
are applicable for designing research, apart from the
Starfield indicator, which is, however, rarely used. We
do not know how well the concept is understood by
primary care doctors, and whether patients share this
view and recognize activities as comprehensive care.
There is almost no research on a generally compre-
hensive approach towards the patient irrespective of
specific medical problems.

Holistic approach

Almost all of the retrieved papers are opinion papers
or non-systematic reviews (41-45). There is virtually
no investigative research. The majority of the papers
relate to nursing; a considerable number to comple-
mentary medicine, a theme that seems to be associ-
ated with a holistic approach. Few articles deal with
‘holistic care’ for various conditions, but usually the
definition does not seem to follow the Wonca Europe
concept. However, many of the reviews and opinion
papers agree that a holistic approach is important
and valuable, and that care providers and patients
hold similar views on this issue.

Daily general practice and primary care often
claim to adopt a holistic approach. From a theoreti-
cal or consensus point of view, it seems that a holis-
tic approach, including the concept of complexity,
becomes ever more important as populations present
with more chronic diseases. To aim for a broad con-
cept of health and well-being, their care requires both



a holistic, comprehensive and person centred view
on the patient. It has been postulated that a holistic
approach improves patients’ satisfaction and coping,
and probably their health, but research evidence sup-
porting these assumptions is lacking (46).

Some aspects of a holistic approach have been
subject to research. There is a limited number of
papers studying the concept of cultural competency
in depth, as well as the influencing factors, obstacles
in practice, measurement instruments, and models
of implementation (i.e. programmes focussing on
cultural competency) (47-54). Furthermore, some
papers focus on complexity, looking at barriers and
facilitators for change in healthcare as complex phe-
nomena. Such research also shows that the metaphor
of ‘removing barriers to change’ is of limited use
when studying the implementation of a certain policy
or programme. The observation and study of the
‘complex’ context and underlying social relations are
proven to be more relevant (55).

In conclusion, the concept of a holistic approach
remains poorly defined, and is very rarely a topic for
research. Both a clear definition in practical terms
and validated instruments to measure it are still lack-
ing. There is almost no research on its implications
or outcomes.

Implications
Research

Given these results, further research in the area of
person centred care, comprehensive and holistic
approach, should focus on:

e Better understanding and clearly defining the
competencies person-centredness, comprehen-
siveness and a holistic approach (or components
thereof).

¢ Developing research instruments and outcome
measures for these competencies (or compo-
nents thereof), taking into account their com-
plexity and interactions.

¢ Understanding of the social, cultural and envi-
ronmental circumstances that may have an effect
on different aspects of health.

¢ Patient and doctor perceptions, perspectives and
preferences on person-centredness, communi-
cation, involvement and shared decision mak-
ing, including social, cultural and environmental
circumstances affecting these preferences.

¢ Evaluating effectiveness and efficiency of a per-
son-centred approach, comprehensive models of
care and a holistic approach with regard to rel-
evant clinical health outcomes and outcome
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measures such as satisfaction, knowledge, and
quality of life.

e Simultaneous delivery of curative care (manage-
ment and rehabilitation of illness) and preven-
tive activities (health promotion and disease
prevention) in the same patients.

e Appreciation of the comprehensive, ‘full-
range’ work of GPs, and a way to reflect this
in electronic medical records and research
databases.

e Effective methods of future GP training to prac-
tice a person-centred, holistic approach and the
sustainability of education effects.

¢ Exploring what kind of need is expressed in the
approval of holistic care, and in demands for
complementary medicine.

Research methodology

For studies on the competencies person centred care,
comprehensive and holistic approach, the following
methodological needs could be formulated:

¢ Qualitative research, to clarify the concepts of
a comprehensive or holistic approach and to
study patients’ and doctors’ concepts and
expectations.

e Instrumental research, to develop measures for
patient-centredness, comprehensive and holistic
approach.

e Longitudinal observational studies with retro-
spective and prospective designs, to assess the
effectiveness and sustainability of (specific
aspects of) a person-centred, comprehensive or
holistic approach, and the effects of training
these competencies.

¢ Interventional studies, to assess effects of person-
centred care or a holistic approach

e Mixed research designs.

Frequently in lifestyle or preventive care interven-
tion studies, ‘usual’ and ‘good’ general practice care
are not well described. In these studies, the expected
added value to the ‘usual’ comprehensive general
practice care and its validity as a comparator should
be considered carefully.

Final comments

It can be concluded that all person related aspects
of family medicine are poorly defined. Validated
instruments to measure these competencies are lack-
ing. Concerning patient-centredness, most research
examined patient and doctor preferences and expe-



118 P. Van Rovyen et al.

riences. For the domains of comprehensive and
holistic approach, there is a striking lack of research.
Studies on comprehensiveness mostly focus on pre-
vention or care of specific diseases. For all domains,
there has been limited research conducted on its
implications or outcomes.

Maybe ‘comprehensiveness’ is an umbrella con-
cept, which should encompass the other five core
competencies of the WONCA definition. It is ques-
tionable if ‘comprehensiveness’ as a whole can be the
focus of research. For research purposes, the concept
needs to be broken down into individual specific
approaches and aspects of comprehensiveness, which
can themselves be subjects of research.

Concerning the holistic approach, care providers
and patients across many countries seem to share a
common view, but this has not been translated into
outcome measures. However, ICPC provides the
possibility to code the social as well as psychological
problems presented or dealt with, which may be
used as a proxy for a holistic concept. There is a
dichotomy between the obvious lack of research
and evidence and the somewhat implicit consensus
about its importance as an essential element for GP/
FM. Therefore, Wonca Europe should reflect and
reconsider the concept and its status as a core com-
petency.
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