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This article is part one in a three-part series 
on whole-person care in general practice.

Background and objective
Whole-person care (WPC) is a core value 
of general practice and is particularly 
relevant with increasing population 
multimorbidity. However, WPC has lacked 
consensus definition, and some argue that 
it is not consistently practised. The aim of 
this study was to determine Australian 
general practitioners’ (GPs’) understanding 
of WPC and factors affecting its provision. 
This article (the first in a three-part series) 
describes GPs’ understanding of WPC.

Methods
Semi-structured interviews were 
conducted with 20 Australian GPs or 
general practice registrars and analysed 
using grounded theory methodology.

Results
Four themes encapsulated GPs’ 
understanding of WPC: 1) treats patients 
as multidimensional persons; 2) length, 
breadth and depth of scope; 3) based on the 
foundation of a doctor–patient relationship; 
and 4) may involve team-based care.

Discussion
WPC encompasses several defining 
characteristics of generalism. Previous 
evidence supports the efficacy of several 
of its dimensions. The current findings 
provide a basis for education, self-reflection 
and assessment of implementation and 
outcomes of WPCs.

THE DISTINCTIVE VALUE of generalist 
care has recently received attention in 
response to increasing population chronic 
multimorbidity.1–3 The importance of 
whole-person care (WPC) in this context 
is recognised.4 WPC (and related concepts 
of holistic or biopsychosocial care) is 
a cornerstone of general practice.5,6 
However, some suggest that it is not 
consistently provided.7,8

Previous research conducted by the 
authors of this article has shown that, in 
general practice literature, WPC considers 
multiple dimensions of the person in an 
integrated way and emphasises the doctor–
patient relationship (Figure 1).9 Additional 
features include recognising patients’ 
individual personhood, acknowledging 
doctors’ humanity, viewing health as more 
than absence of disease, and employing 
a range of treatment modalities. It was 
suggested that the term ‘WPC’ more 
accurately reflects the basis of general 
practice than the closely related terms 
‘biopsychosocial’ and ‘holistic’ care. 
However, as most included literature 
comprised theoretical opinion pieces, 
primary research is required to determine 
whether the current findings accurately 
reflect the understanding of WPC among 
general practitioners (GPs) more broadly. 
Additionally, these researchers’ previous 
study did not elicit factors that influence 
GPs’ provision of WPC.

Therefore, the aim of this qualitative 
study was to determine how GPs 
understand WPC and its facilitators and 
barriers. This is the first of a three-part 
series reporting the findings of this study. 

This article reports GPs’ understanding 
of WPC, the second describes the 
doctor–patient relationship comprising its 
foundation, and the third discusses factors 
influencing its provision. In view of the 
Australian Government’s current Health 
Care Homes (HCHs) trial, the researchers 
also investigated how GPs anticipated that 
this model would affect WPC.10

Methods
Researcher expertise comprised general 
practice, palliative care and ethics. 
Qualitative methodology was chosen to 
allow exploration of GPs’ views. GPs and 
general practice registrars practising in 
Australia were recruited through purposive 
and snowball sampling to obtain variability 
in the cohort. Specifically, participants 
were recruited through Primary Health 
Network advertising, emailing practices 
involved in the HCHs trial,11 and using 
personal, educational and University 
of Queensland teaching networks. The 
researchers provided information on the 
study and obtained informed consent. 
Participants completed a demographic 
questionnaire and one 20–45-minute 
semi-structured interview, conducted 
by HT. The interview related to the 
participants’ understanding of WPC, its 
facilitators and barriers, and how HCHs 
may affect the provision of WPC. Twenty 
interviews, 18 by phone, were conducted 
between May and November 2018, to 
theoretical saturation. Interviews were 
recorded and professionally transcribed. 
Data were analysed using grounded 
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theory methodology.12 Analysis was 
assisted by NVivo 11 software (QSR 
International). Two researchers (HT 
and GM or MB) independently derived 
initial codes from the data. HT performed 
subsequent focused and thematic 
coding, with discussion and consensus 
achieved between the authors. Additional 
demographic information was obtained 
from participants’ practice websites 
and the Australian Bureau of Statistics’ 
socioeconomic indices.13

Ethics approval was obtained 
from The University of Queensland’s 
Human Research Ethics Committee 
(2018000558).

Results
Study sample
Nineteen GPs and one general practice 
registrar were interviewed (Table 1). 
Participants worked in varied practice 
settings, with a range of billing structures 

(bulk, mixed or private billing), 
governance models (corporate, not-for-
profit, doctor-owner), sizes (4–18 GPs 
according to practice websites, with allied 
health and visiting specialist services in 
some practices) and sociodemographic 
areas. Participants included GPs in both 
full-time and part-time practice. Seven 
participants had involvement with HCHs, 
each with differing attitudes toward the 
trial. Several participants volunteered 
during the interview or advertised on 
their practice website that they were born 
and/or trained overseas (England, USA, 
Ireland, Canada and Iran).

Analysis of results
Prior familiarity with the term WPC 
varied. Participants nonetheless described 
similar understandings of the concept. 
Participants considered that WPC is 
important and characterises GP care. 
They described WPC as ‘looking after 
the patient properly’ (GP02) and ‘what 

we provide in general practice’ (GP09). 
However, participants also reflected 
that WPC is difficult to define, and that 
‘because no one’s defined what it is, 
it’s very hard to know whether they are 
actually doing that or not’ (GP13).

The analysis identified four themes 
describing the nature of WPC (Table 2): 
1) treats patients as multidimensional 
persons; 2) length, breadth and depth of 
scope; 3) based on the foundation of a 
doctor–patient relationship; 4) may involve 
team-based care. A model of WPC derived 
from these themes is illustrated in Figure 2.

1. Treats patients as 
multidimensional persons
Participants described WPC as an approach 
that views the patient ‘as a person, not as 
a series of disease entities’ (GP12). One 
GP labelled this ‘the antithesis to disease-
based care’, suggesting that ‘there’s doctors 
who treat patients, and there are doctors 
who treat diseases’ (GP02). Another 
described it as ‘treat[ing] them as a whole 
person, rather than the leg in bed 23, and 
the eye in bed 1’ (GP09).

Treating the patient as a person 
involved considering multiple factors 
that influence health and treatment. 
Participants implied the importance of 
scientifically sound treatment, and several 
stated this more directly when discussing 
complementary therapy. They emphasised 
that the scope of WPC extends beyond 
biomedical concerns to include broader 
factors such as psychological/emotional 
health, social determinants of health, 
family context, culture, spirituality/
worldview, environment, stage of life 
and attitudes toward health. In summary, 
these included ‘everything that impacts 
on a person’s life’ (GP10); ‘the whole nine 
yards’ (GP04). The GP’s role was therefore 
‘looking after everything to do with the 
person or their health at least, as far as 
we can’ (GP13).

One participant initially expressed 
a different view, stating they ‘think 
mostly about the medical conditions … 
and lifestyle of the patient’ (GP19), and 
suggested that factors such as spirituality 
were rarely relevant to care, that discussing 
them was the role of psychologists and that 
patients were reticent to discuss them with 
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Figure 1. Literature review findings – The elements of whole person care, and its relationship to 
biopsychosocial and holistic care.9 Themes placed on circles’ boundaries are features of both terms, 
but more prominent in the term represented by the outer circle.
Reproduced with permission of BMJ Publishing Group Ltd from Thomas H, Mitchell G, Rich J, Best M, 
Definition of whole person care in general practice in the English language literature: a systematic review, 
BMJ Open 2018;8(12):e023758. 
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GPs. However, as the interview progressed, 
the GP reflected that if patients were 
willing to discuss these issues this 
would ‘help me to diagnose better’, and 
suggested a place for patient education 
regarding this option.

Providing WPC involved individually 
tailoring care. One GP stated: 

[T]hat’s the whole reason you want to 
know the patient … each person has a 
different attitude to care, and what 

they’re expecting, and what they want 
from life, and it makes a big difference as 
to how you would deal with somebody … 
different people who’ve got superficially 
similar issues but actually you … deal with 
them quite differently depending on the 
person. (GP13)

Several participants believed that this 
improves outcomes: 

[I]f you tailor [care] to the individual, I 
think you will be more successful. (GP05)

2. Length, depth and breadth of scope
Participants described WPC as having 
length, breadth and depth of scope.

In terms of length, WPC provides 
cradle-to-grave care through repeated 
consultations over time. One GP stated that: 

[L]ongitudinally, it’s the care of someone 
from the … antenatal care when they’re 
still in utero … through the life span … 
cradle to grave. (GP12)

Another stated:

WPC goes from the whole spectrum. So, 
before conception, prenatal counselling … 
all the way through the years from when 
babies are first born until people die ... 
and then even after they’re dead … we’re 
involved in grief counselling for those who 
are left behind. So, WPC … is not just 
from when people are born ‘till they die, 
but before they’re born ‘till after they die. 
(GP09)

In terms of breadth, WPC includes all 
patient groups and problems. One GP 
described this as: 

[Offering] care to all people of all ages 
and sexes for all of their health needs and 
problems … issues, concerns, questions 
… and … try to help with any of those … 
we would not be saying to anybody, ‘We 
don’t treat people like you, or your kind of 
problem’. (GP13) 

Breadth of care also involved considering 
the multiple factors that influence patients’ 
health, as discussed above: ‘looking after 
that person’s health and wellbeing … 

Demographic n (%)

State

Queensland 13 (65)

New South Wales 1 (5)

Victoria 0 (0)

Tasmania 1 (5)

Northern Territory 1 (5)

South Australia 3 (15)

Western Australia 1 (5)

Australian Capital Territory 0 (0)

Australian Statistical Geography Standard 
Remoteness Area34

RA1 15 (75)

RA2 2 (10)

RA3 3 (15)

Index of Relative Socioeconomic 
Advantage and Disadvantage 2016 
(Centile)†13

2nd–4th 4 (20)

5th–7th 6 (30)

8th–10th 10 (50)

Involvement in Health Care Homes pilot

Ongoing involvement 4 (20)

Previous or planned withdrawal 2 (10)

Soon to commence 1 (5)

Not involved 13 (65)

*Two GPs did not return the demographic 
information form; their responses are recorded 
as ‘not stated’.
†Centile 1 represents locations with most 
disadvantage and least advantage, 10 represents 
locations with most advantage and least 
disadvantage
ACRRM, Australian College of Rural and 
Remote Medicine; GP, general practitioner; RA, 
remoteness area; RACGP, The Royal Australian 
College of General Practitioners

Demographic n (%)

Sex

Female 9 (45)

Male 11 (55)

Age (years)

30–45 7 (35)

45–60 9 (45)

>60 2 (10)

Not stated* 2 (10)

Professional memberships

RACGP 15 (75)

RACGP + ACRRM 2 (10)

No college membership 1 (5)

Not stated* 2 (10)

Time practising medicine (years)

5–9 3 (15)

10–19 4 (20)

20–30 5 (25)

>30 6 (30)

Not stated* 2 (10)

Time practising as a general 
practitioner (years)

0–4 2 (10)

5–9 3 (15)

10–19 3 (15)

20–30 6 (30)

>30 4 (20)

Not stated* 2 (10)

Table 1. Participant characteristics (n = 20)
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without limiting it to any one area’ (GP12). 
Participants qualified the GPs’ role in 
providing breadth of care to that which 
was ‘within the appropriate limits of our 
competence and training’ (GP13). Where 
additional care was required, the GP 
retained a leadership/coordination role 
and ‘outsourc[ed] bits of … care as needed’ 
(GP12).

In terms of depth, WPC delves beyond 
the presenting complaint to address 
underlying issues and provide opportunistic 
and preventive care. One GP identified 
the importance of exploring ‘the potential 
underlying issues, not just what’s on 
the surface’ (GP08). Another felt that 
treatment may be futile if these underlying 
issues are not addressed. Using an example 
of poorly controlled diabetes, they stated:

[W]e can pour as many oral 
hypoglycaemics into them as we like … but 
if you don’t understand what … a patient’s 

life is like … you’re just the Band-Aid. 
You’re just the ambulance at the bottom of 
the cliff. (GP15)

Some used government-funded health 
assessments and care plans as an 
opportunity to focus on preventive care, 
while others preferred ‘focused opportunistic 
approaches’ (GP18) to prevention.

3. Based on a doctor–patient 
relationship
GPs consistently expressed that the GP–
patient relationship is foundational to WPC. 
Participants’ responses provided insight 
into the value and nature of the doctor–
patient relationship; because of the volume 
of data obtained, this theme is reported 
separately in part two of this series.

4. May involve team-based care
Many participants emphasised the 
importance of involving multiple providers 

in WPC, and some viewed team-based 
care as fundamental to its definition: ‘it’s 
really … teamwork. There’s no way I can do 
this all by myself ’ (GP08). Advantages of 
this approach included enabling care that 
GPs did not have time or skills to provide; 
improving role delineation; increasing 
patients’ ‘buy in’ (GP17) through 
reinforcing information; enabling patients 
to discuss issues and develop relationships 
with other providers; reducing costs; 
and improving GPs’ longevity of practice 
through ‘sharing the load’ (GP09). 
Some GPs felt that the doctor–patient 
relationship was enhanced by patients’ 
relationships with other team members: 
‘it might be a [GP] … or a mental health 
worker … or a mental health nurse … or a 
… social worker’ (GP01). Others felt that 
the doctor–patient relationship may be 
compromised if the GP’s role is reduced 
to signing off paperwork created by other 
practice staff, their provision of mental 
healthcare is decreased, or other providers 
manage problems that are not referred.

The conceptualisation of team-based 
care varied between participants, and 
according to patients’ needs. Team 
members could comprise practice 
nurses, other practice staff, allied health, 
specialists, trainees and patients’ social 
supports. This varied according to rurality 
and service availability, and several 
participants felt that the five annual 
Medicare Benefits Schedule–funded allied 
health consultations were insufficient for 
some patients’ needs. Participants viewed 
the GP as the team leader and coordinator, 
‘outsourcing bits of … care as needed … 
but … being … together with the patient, 
the conductor of the orchestra’ (GP12). 
Several GPs opposed models of care in 
which other health professionals assumed 
this role: one reflected that while nurses’ 
work usually ‘very much complements 
what the doctors do’, they had stopped 
employing certain nurses who ‘see 
themselves as … independent healthcare 
provider[s]’ and ‘want[ed] to take over 
the patient care’ (GP20). They described 
varied models of interaction between 
team members, from co-located models 
that enabled shared medical records and 
informal interaction, to telephone and 
written communications.

Table 2. The nature of whole-person care – Themes and subthemes

Theme Subtheme

Treats patients as 
multidimensional persons

Views patients as persons rather than a series of 
disease entities

Considers the multiple personal and contextual factors 
that influence patients’ health and treatment

Tailors care to the individual person

Has length, breadth and 
depth of scope

Length: Cradle-to-grave care through repeated 
consultations over time

Breadth: Does not exclude any patient groups or 
problems

Depth: Delves beyond the presenting complaint to 
address underlying issues and provide opportunistic and 
preventive care

Based on the foundation of a 
doctor–patient relationship

Facilitates doctors’ knowledge of the patient

Facilitates patients’ trust in the doctor

Facilitates management

Multifaceted: Encompasses personal, professional and 
business-transactional dimensions

May involve team-based care Multiple people provide patient care

General practitioner’s role as the ‘conductor of the 
orchestra’

Team cohesion
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However, some participants 
reflected that the involvement of 
multiple healthcare providers did not 
automatically comprise team-based 
care. Many identified that the quality of 
communication between team members 
varied and was sometimes absent (this 
topic is discussed further in part three 
of this series). One questioned the 
appropriateness of the term ‘team-based 
care’ to describe health professionals’ 
interactions: 

There are probably groups of … relatively 
independent professionals who are 
together trying to look after somebody … 
so it might be … misleading to call that 
a team … in the sense of a sporting team, 
anyway. (GP13)

Another reflected that involvement 
of multiple providers could reflect 
competition rather than teamwork: 

[A]ll kinds of other people want to get in on 
the act … so it’s all these competing people 
… There’s so many people saying they can 
do parts of the GPs’ job cheaper and/or 
better … that’s definitely not WPC … that’s 
actually making it into fragmented care. 
(GP13)

Discussion
This study found that Australian GPs 
understand WPC as an approach that 
treats patients as multidimensional 
persons; has length, breadth and depth 
of scope; and is founded on the doctor–
patient relationship within the context 
of a healthcare team. This may result 
in a general practice model of WPC 
(Figure 2) that fuses the art of relational, 
individualised and contextualised care 
with the science of biomedical treatment.

The focus on treating patients as 
individual, multidimensional persons 
and the importance of the doctor–patient 
relationship reflect previous literature 
review findings.9 The current findings 
further emphasise a team-based approach 
and the foundational importance of the 
doctor–patient relationship.

The findings share close similarities 
with the core values of general practice 

and the concept of generalism.2,14–16 
These emphasise treating the whole 
person within the context of their illness, 
continuity of relationship, breadth 
of knowledge, compassionate care, 
coordination of care and including 
subjective factors in medical decision 
making. Previous research suggests 
that such values are shared among GPs 
across broad geographic contexts, from 
Europe and the Americas to Sub-Saharan 
Africa.2,5,6,17,18 This suggests that the 
researchers’ model of WPC encapsulates 
a foundational construct of general 
practice care. Additionally, patients relate 
components of this model, including 
feeling valued as an individual and the 
doctor understanding ‘the bigger picture’, 
to the quality of general practice care.19

Several aspects of these findings 
deserve further discussion. It was 
found that GPs believe considering 
non-biomedical factors is integral to 
WPC. However, previous research shows 
differences of opinion regarding the scope 
of these factors and GPs’ role in addressing 
them. Spirituality is one example.20 The 
practice of WPC may vary on this basis.

Second, the findings regarding the 
longitudinal aspect of WPC correlate 
with research that shows doctors and 
patients value relational continuity.19,21,22 
Relational continuity encourages 
trust, enables doctors and patients to 
know each other as persons, underpins 
individualised decision making, improves 
preventive care and reduces investigations, 
hospitalisations and healthcare costs.21–23 
Patients especially value continuity for 
chronic or sensitive problems.22,24 The 
findings imply that general practice should 
facilitate, though not impose, relational 
continuity to support WPC.

Third, the results indicate that GPs 
value team-based care as integral to 
WPC. Team-based care may improve 
outcomes and job satisfaction.25–27 
However, the results are consistent with 
literature suggesting that involvement of 
multiple healthcare professionals does 
not necessarily constitute team-based 
care: outcomes associated with teams 
may not be transferrable to ‘groups’ or 
‘pseudoteams’, as reflected in some 
participants’ descriptions.28–30 It is also 
questionable whether other healthcare 
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Figure 2. A model of whole-person care (WPC). WPC considers patients as multidimensional 
persons, has breadth, length and depth of scope, and is founded on a doctor–patient relationship. 
It may involve team-based care.
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providers and patients would agree 
that the GP (or GP–patient dyad) is the 
‘conductor of the orchestra’ (GP12). The 
resistance of some GPs to others assuming 
their role suggests issues of power and 
conflict influencing team dynamics.31 
These considerations highlight the 
importance of carefully considering the 
nature of providers’ interactions, choosing 
an appropriate model of interaction, and 
deliberately facilitating this model. Factors 
that facilitate team-based WPC are further 
discussed in part three of this series.

Fourth, it is important to note the 
similarity of the findings with Aboriginal 
and Torres Strait Islander views of 
health. None of the participants currently 
practised in an Aboriginal community 
controlled health service (ACCHS), though 
one who had previously done so spoke 
favourably of this context. Similar to the 
suggested model of WPC, Aboriginal 
and Torres Strait Islander views of health 
emphasise intergenerational, cultural 
and environmental aspects in addition to 
biomedical markers of health.32 This is 
reflected in ACCHS design and should be 
explored in future research.

These findings have several implications. 
The researchers have suggested a model 
of WPC as understood by Australian GPs, 
providing a framework that could be used 
for education, evaluation of the extent 
to which WPC is currently practised 
and development of approaches that 
support WPC.

These results raise additional research 
questions. The components of WPC exert 
complex reciprocal influences that deserve 
further exploration. For example, the 
interaction between team-based care and 
the doctor–patient relationship is relevant 
with proposed shifts from ‘GP–patient’ 
toward ‘practice–patient’ models of care. 
Research is also required to evaluate the 
efficacy of the model; however, outcome 
measures should be chosen carefully, 
given the difficulty of quantifying 
non-biomedical results of WPC.

This study has strengths and limitations. 
Theoretical saturation was reached, 
consistent with qualitative methodology, 
suggesting that this model of WPC 
validly represents the participants’ views. 
Limitations include that no participants 

were currently practising in ACCHSs; 
this group may provide additional unique 
insights into the nature of WPC in 
Australia. While participants otherwise 
included a reasonably broad demographic 
of Australian GPs (noting that some 
demographic data were incomplete 
or obtained from practice websites),33 
it is possible that GPs with an interest 
in WPC chose to participate, or that 
participants recruited through similar 
avenues had shared perspectives, and 
that the data reflect their views. Future 
quantitative research could explore 
whether the findings are representative 
of Australian GPs’ views more broadly; 
however, the qualitative results also 
provide valuable information in their own 
right. The research focused only on GPs; 
further studies should investigate other 
stakeholders’, particularly patients’, views.

Conclusions
Australian GPs understand WPC as a 
multifaceted approach encompassing many 
defining characteristics of generalism, 
encapsulated in the suggested model of 
WPC. This enables education regarding 
WPC and provides a basis to assess its 
current implementation and evaluate its 
efficacy. The doctor–patient relationship 
foundational to WPC and factors that affect 
its provision are described in parts two and 
three of this series.

Authors
Hayley Thomas BSc, MBBS, FRACGP, Advanced 
Academic Registrar, Primary Care Clinical Unit, 
Faculty of Medicine, The University of Queensland, 
Qld. h.thomas@uq.edu.au
Megan Best PhD, MAAE, BMed (Hons), ClinDipPM, 
GradDipQHR, Postdoctoral Research Fellow, Clinical 
Senior Lecturer, Psycho-Oncology Cooperative 
Research Group, Sydney Health Ethics, Faculty of 
Medicine, University of Sydney, NSW
Geoffrey Mitchell MBBS, PhD, FRACGP, FAChPM, 
Professor of General Practice and Palliative Care, 
Primary Care Clinical Unit, Faculty of Medicine, The 
University of Queensland, Qld
Competing interests: None.
Funding: This research is supported and HT’s 
position was funded by The Royal Australian College 
of General Practitioners with funding from the 
Australian Government under the Australian General 
Practice Training program. MB is funded by the New 
South Wales Cancer Institute. GM has received 
several Department of Health and National Health 
and Medical Research Council grants.
Provenance and peer review: Not commissioned, 
externally peer reviewed.

References
1. Haslam D. ‘You’re an expert in me’: The role of the 

generalist doctor in the management of patients 
with multimorbidity. J Comorb 2015;5:132–34. 
doi: 10.15256/joc.2015.5.65.

2. Howe A. Medical generalism: Why expertise in 
whole person medicine matters. London: Royal 
College of General Practitioners; 2012.

3. Reeve J, Blakeman T, Freeman GK, et al. Generalist 
solutions to complex problems: generating 
practice-based evidence – The example of 
managing multi-morbidity. BMC Fam Pract 
2013;14:112. doi: 10.1186/1471-2296-14-112.

4. Allen J, Gay B, Crebolder H, et al. The European 
definition of general practice/family medicine. 
Barcelona: WONCA European Council, 2011.

5. The Royal Australian College of General 
Practitioners. What is general practice? East 
Melbourne, Vic: RACGP, 2019. Available at www.
racgp.org.au/education/students/a-career-
in-general-practice/what-is-general-practice 
[Accessed 10 October 2019].

6. Royal College of General Practitioners. 
Core capabilities and competences. 
London: RCGP, 2019. Available at www.
rcgp.org.uk/training-exams/gp-curriculum-
overview/online-curriculum/1-being-a-gp/
core-capabilities-and-competences.aspx 
[Accessed 10 October 2019].

7. Checkland K, Harrison S, McDonald R, Grant S, 
Campbell S, Guthrie B. Biomedicine, holism 
and general medical practice: Responses to the 
2004 General Practitioner contract. Sociol Health 
Illn 2008;30(5):788–803. doi: 10.1111/j.1467-
9566.2008.01081.x.

8. Dowrick C, May C, Richardson M, Bundred P. 
The biopsychosocial model of general 
practice: Rhetoric or reality? Br J Gen Pract 
1996;46(403):105–07.

9. Thomas H, Mitchell G, Rich J, Best M. Definition 
of whole person care in general practice in the 
English language literature: A systematic review. 
BMJ Open 2018;8(12):e023758. doi: 10.1136/
bmjopen-2018-023758.

10. Thomas H, Best M, Mitchell G. Health Care 
Homes and whole-person care: A qualitative study 
of general practitioners’ views. Aust J Gen Pract 
48(12):867–74. doi: 10.31128/AJGP-05-19-4932.

11. Department of Health. Health care homes – Health 
professionals. Canberra: DoH, 2019. Available at 
www.health.gov.au/internet/main/publishing.
nsf/Content/health-care-homes-professional 
[Accessed 10 October 2019].

12. Charmaz K. Constructing grounded theory: 
A practical guide through qualitative analysis. 
London: SAGE Publications, 2006.

13. Australian Bureau of Statistics. 2033.0.55.001 
– Census of population and housing: Socio-
Economic Indexes for Areas (SEIFA), Australia, 
2016. Belconnen, ACT: ABS, 2018. Available at 
www.abs.gov.au/ausstats/abs@.nsf/Lookup/
by%20Subject/2033.0.55.001~2016~Main%20
Features~SOCIO-ECONOMIC%20INDEXES%20
FOR%20AREAS%20(SEIFA)%202016~1 
[Accessed 10 October 2019].

14. Gunn JM, Palmer VJ, Naccarella L, et al. The 
promise and pitfalls of generalism in achieving 
the Alma-Ata vision of health for all. Med J 
Aust 2008;189(2):110–12. doi: 10.5694/j.1326-
5377.2008.tb01933.x.

15. Handford C, Hennen B. The gentle radical: Ten 
reflections on Ian McWhinney, generalism, 
and family medicine today. Can Fam Physician 
2014;60(1):20–23.

http://www.racgp.org.au/education/students/a-career-in-general-practice/what-is-general-practice
http://www.racgp.org.au/education/students/a-career-in-general-practice/what-is-general-practice
http://www.racgp.org.au/education/students/a-career-in-general-practice/what-is-general-practice


THE NATURE OF WHOLE-PERSON CARERESEARCH

60 | REPRINTED FROM AJGP VOL. 49, NO. 1–2, JAN–FEB 2020 © The Royal Australian College of General Practitioners 2020

16. Hashim MJ. Principles of family medicine and 
general practice – Defining the five core values of 
the specialty. J Prim Health Care 2016;8(4):283–87. 
doi: 10.1071/HC16006.

17. Reid SJ, Mash R, Downing RV, Moosa S. 
Perspectives on key principles of generalist 
medical practice in public service in sub-Saharan 
Africa: A qualitative study. BMC Fam Pract 
2011;12:67. doi: 10.1186/1471-2296-12-67.

18. Santos CTBD, Barros IS, Amorim ACCLÁ, 
Rocha DG, Mendonça AVM, Sousa MF. 
Integrality in Brazil and Venezuela: Similarities 
and complementarities. Cien Saude Colet 
2018;23(4):1233–240. doi: 10.1590/1413-
81232018234.16122016.

19. Mercer SW, Cawston PG, Bikker AP. Quality in 
general practice consultations; a qualitative study 
of the views of patients living in an area of high 
socio-economic deprivation in Scotland. BMC 
Fam Pract 2007;8:22. doi: 10.1186/1471-2296-8-22.

20. Appleby A, Wilson P, Swinton J. Spiritual care in 
general practice: Rushing in or fearing to tread? 
An integrative review of qualitative literature. J 
Relig Health 2018;57(3):1108–24. doi: 10.1007/
s10943-018-0581-7.

21. Delva D, Kerr J, Schultz K. Continuity of care: 
Differing conceptions and values. Can Fam 
Physician 2011;57(8):915–21.

22. Rhodes P, Sanders C, Campbell S. Relationship 
continuity: When and why do primary care 
patients think it is safer? Br J Gen Pract 
2014;64(629):e758–64. doi: 10.3399/
bjgp14X682825.

23. Saultz JW, Lochner J. Interpersonal continuity of 
care and care outcomes: A critical review. Ann 
Fam Med 2005;3(2):159–66. doi: 10.1370/afm.285.

24. Frederiksen HB, Kragstrup J, 
Dehlholm-Lambertsen B. Attachment in 
the doctor-patient relationship in general 
practice: A qualitative study. Scand J 
Prim Health Care 2010;28(3):185–90. 
doi: 10.3109/02813432.2010.505447.

25. Goñi S. An analysis of the effectiveness of 
Spanish primary health care teams. Health Policy 
1999;48(2):107–17.

26. Riverin BD, Li P, Naimi AI, Strumpf E. Team-based 
versus traditional primary care models and short-
term outcomes after hospital discharge. CMAJ 
2017;189(16):E585–E93. doi: 10.1503/cmaj.160427.

27. Sommers LS, Marton KI, Barbaccia JC, 
Randolph J. Physician, nurse, and social worker 
collaboration in primary care for chronically ill 
seniors. Arch Intern Med 2000;160(12):1825–33. 
doi: 10.1001/archinte.160.12.1825.

28. Doekhie KD, Buljac-Samardzic M, Strating MMH, 
Paauwe J. Who is on the primary care team? 
Professionals’ perceptions of the conceptualization 
of teams and the underlying factors: A mixed-
methods study. BMC Fam Pract 2017;18(1):111. 
doi: 10.1186/s12875-017-0685-2.

29. Saltman DC, O’Dea NA, Farmer J, Veitch C, 
Rosen G, Kidd MR. Groups or teams in 
health care: Finding the best fit. J Eval Clin 
Pract 2007;13(1):55–60. doi: 10.1111/j.1365-
2753.2006.00649.x.

30. West MA, Lyubovnikova J. Real teams or pseudo 
teams? The changing landscape needs a 
better map. Ind Organ Psychol 2012;5(1):25–28. 
doi: 10.1111/j.1754-9434.2011.01397.x.

31. Janss R, Rispens S, Segers M, Jehn KA. What 
is happening under the surface? Power, conflict 
and the performance of medical teams. Med 
Educ 2012;46(9):838–49. doi: 10.1111/j.1365-
2923.2012.04322.x.

32. Spurling GK, Bond CJ, Schluter PJ, Kirk CI, 
Askew DA. ‘I’m not sure it paints an honest 
picture of where my health’s at’ – Identifying 
community health and research priorities based 
on health assessments within an Aboriginal and 
Torres Strait Islander community: A qualitative 
study. Aust J Prim Health 2017;23(6):549–53. 
doi: 10.1071/PY16131.

33. The Royal Australian College of General 
Practitioners. General Practice: Health of the 
nation 2018. East Melbourne, Vic: RACGP, 2018.

34. Australian Bureau of Statistics. Australian 
Statistical Geography Standard (ASGS). 
Belconnen, ACT: ABS, 2018. Available at www.
abs.gov.au/websitedbs/d3310114.nsf/home/
australian+statistical+geography+standard+(asgs) 
[Accessed 10 October 2019].

correspondence ajgp@racgp.org.au


