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Introduction 
 
In the community, patients consult family physicians, 
nurses, physiotherapists, pharmacists and other allied 
health professionals for all the health problems that 
patients decide to present with. The principle of primary 
health care is that there is no operational selection of health 
problems, in terms of diagnosis, organ system, severity of 
patient category: it is for all patients, with all possible 
health problems, in all stages [1]. The everyday reality of 
primary health care is, nevertheless, that patients seek 
professional care for only a small minority (around 10 %) 
of the health problems they experience [2, 3] and most of 
these are treated within the primary care setting. As the 
community is where most of the people, with most of 
health problems are most of the time, it is the obvious 
place to promote health and prevention and to detect and 
manage diseases. This lends to primary health care its 
quintessential focus: that of individuals, who, in the 
context of their living and family environment, make 
contact for a variety of illness and disease, often over many 
years. This makes person-centered medicine a core 
characteristic of primary health care. This brings to 
primary health care the need to respond to individual 
reasons for contact and to do so consistently over time. 
Consistency is related to ‘continuity of care’ [4]. As 
primary health care is multidisciplinary in nature, the 
challenge for responsiveness and consistency is for the 
team and not only for the individual provider. Here, we 

analyse the role of ‘responsiveness’, ‘continuity of care’ 
and team work’ in securing an approach that is centered on 
the person in the provision of (primary care) medicine. 

 
 

Responsiveness  
 
In the day to day business of primary health care, people 
usually initiate the contact for care, and present with a 
reason for that contact. The decision to visit a (family) 
physician, nurse or other primary health care professional, 
follows often from consultations of their family or ‘trusted 
others’ [3], and this makes it imperative to focus on the 
reason of why they come. Assessing the reason of why the 
patient comes is a key component of primary health care 
information, as defined by the International Classification 
of Primary Care [5]. Reasons for patients to contact can be 
– and often are – symptoms and complaints but ‘reasons 
for encounter’ are much broader than those understood by 
the traditional medical model of presented signs and 
symptoms [6, 7]. They include worries over their health, 
anxiety over a severe disease, a request for a diagnostic test 
or prescription, or the fact that it was an ‘important other’ 
in their environment that urged them to make contact. It is 
therefore imperative to start clarifying and addressing the 
reason of why the patient comes and understand the 
context in which care is provided [8]. 

This first step in this process requires an orientation on 
the person, and his/her family and socio-economic context. 
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It helps an understanding of the patient’s agenda and 
expectations and assists integration into the  physician’s 
agenda. Responding to the person’s reason for contact 
emphasizes the need for interpersonal skills and directly 
enables patient empowerment. The successful outcome of 
the consultation therefore depends on all the above, 
without the (family) physician asserting an a priori control 
over what patients bring to the consultation. That is the 
domain of the patient and it forms part of the uncertainty 
that primary health care has to be able to deal with. 

 
 

Continuity of Care 
 
Continuity of care is an important feature of family 
practice. Health problems may vary, but the person of the 
patient remains the same. Continuity of care is valued by 
patients [9] and is positively related to health outcomes 
[10]. Continuity of care is often regarded as the frequency 
with which the patient is seen by the same health care 
provider – ‘continuity in person’ [11]. This emphasizes the 
person-centered dimension of continuity. But as good 
health care may occasionally require that patients are 
referred or admitted to hospital, this brings with it the need 
for continuity of information: for different providers 
involved in the care of the patient to share the same 
(person-specific) knowledge and information.  This 
demonstrates the objective of continuity: to base health 
care on a person-centered framework of reference that is 
consistent over time and independent of the actual provider 
or the health problem at hand [12].  

 
 

Conclusion 
 
In the community, a number of health care disciplines have 
found their place: next to family physicians, there are 
midwifes, nurses, physiotherapists, dentists, psychologists, 
pharmacists, allied health professionals [13], and this  
extent of health care provision addresses, with social 
workers and pastoral workers, wellbeing as well as health. 
The needs of the community and also national and regional 
factors will determine which of these disciplines will 
actually be available in the community. The disciplines 
have in common that they are available for the variety of 
health problems that are experienced in the community and 
that they work with patients in the context of their 
everyday lives. This makes responsiveness and continuity 
of care shared values. Primary health care is in a transition 
from an individual to a team-based approach that operates 

in unison with people and communities. This makes it 
important to define common objectives for health care and 
common indicators with which to measure the team’s 
achievements.  
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