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“The whole is ‘other’ than the sum of its parts”

- Kurt Koffka

Holistic medicine advocates a gestalt conceptualisation of the patient, such that the evaluation of the patient as a whole is considered to be better than approaching the patient purely in symptomatic or scientific terms. In “treating the whole person rather than just the physical symptoms of a disease”
, practitioners of holistic medicine advocate a view of both patient and patient-experienced disease as entities composed not just of entirely biophysical properties, but of interwoven psychological, experiential and social dimensions. As such, the practice of holistic medicine implies that to only consider a patient and their illness in biophysical terms is to fundamentally neglect integral components of both the patient’s illness and the patient’s experience of that illness. Holistic medicine resists the discussion of disease in generalised abstract terms as it presents a paradigm of understanding in which the experience of illness by person A in their individualised context is never identical to the experience of the same illness by person B. This essay will argue that holistic medicine is important in medical care today because there is a demand from patients for a holistic approach from their clinicians and because there exists a growing body of evidence that suggests optimising a patient’s multidimensional quality of life can improve their physical outcomes. This essay will then go on to propose practical ways of promoting holism, from engendering a holistic approach to medicine at the beginning of a clinician’s career in medical school, to the advocacy and provision of instruments for holistic assessment later on in a practising clinician’s career. 

Holism is important in medical care today because patients want it and because it improves health outcomes

The paradigm of medicine in which the paternalistic clinician acts didactically and in which the patient acts as a passive recipient of healthcare is both outdated and ineffective. Whilst there exists general treatment protocols for the management of certain conditions such as asthma
 and diabetes
, disease management has progressed to a patient-centred process in which the impetus is on the physician to collaborate with the patient to provide evidence-based information that is utilised by the patient to make a tailored informed decision. The decision-making process is informed not just by the scientific evidence base for a particular course of action, but by the pre-held values and cognitions held by the patient, as well as by motivations from their social context
. A holistic approach is important because there is a demand from patients that their clinician collaborates with them in an individualistic way that acknowledges this complexity of decision-making and provides an authentic sense of patient-centred care
,
. 

Using a meta-ethnographic method, Franzel et al, 2013
 systematically reviewed 30 studies to elucidate the motivations for patients undertaking complementary medicine. The review found that the single most common motivational theme was a desire for holism, a desire for “an individual approach to be seen as a whole person”
, as opposed to being viewed as singular accounts of symptoms and biomedical features. Other motivations for seeking out complementary therapies (as seen in figure 1) included a desire for “personal growth” induced by the healthcare encounter, “integrative care” of unique treatments personally tailored to them, and “emotional disease handling” in which the practitioner gives the patient the space and support to emotionally interpret the disease. 
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included fewer side effects, even when this interest was
not shared by COM practitioners [29].



Alliance
One commonly identified expectation concerning
individualised care expressed by patients who sought
help from CAM therapists was the wish for a caring
doctor-patient “alliance”. This concept could be further
subdivided into the two dimensions described below.



Time
A number of papers mentioned time as an important
concept related to patients’ perceptions of individualised
care of CAM therapists. Specifically, patients wanted the
undivided attention of their physicians, individual one-
by-one time, the possibility to get additional appoint-
ments also in between regular visits, time to think about
different treatment options seriously before making a de-
cision and the feeling of the individual of being listened
to [19,32,33,37]. Patients reported that they wished to
have sufficient time for telling their personal history and
for discussing health issues and for asking questions and
obtaining appropriate explanations about disease and
treatment options [17,19,20,22,27,32,33,37,38].



Healing relationship
Patients expected respect from their physician [18,25,
33,37-39]; they also asked for guidance [19,24,32,34,36,40]
and expressed a desire for an emotional bond with their
care providers. The establishment of an effective doctor-
patient “alliance” was directed towards a common goal;
avoided paternalism and stereotypes; included an engaged
and caring, empathetic and non-judgemental attitude on
the side of the practitioner; and allowed for deeper patient
understanding and empowerment [17-19,21,24-27,30,32,
34-36,39,40].



Self-activation
Patients’ perspective on individualised medicine and
their desire for “self–activation” represented the em-
powerment of “personal autonomy” and the “activation
of the self-healing power” of the patient. Here, “personal
autonomy” referred to the patient’s conception of him-
self or herself as a victim (i.e., an ill person) as opposed
to that of a person who has (re-)gained control over
their treatment and health.



Personal autonomy
The dimension of gaining or regaining “personal auton-
omy” described patients’ wish to be enabled through an
individualised approach of “educational empowerment” to
cope with and accept their own health and medical condi-
tion; take responsibility through active control for their
own health; and become actively involved in decision
making related to their condition [17,22,23,27,38,41].



Activation of self-healing power
Several patients were persuaded that the activation of
self-healing resources might have physiological, psycho-
logical, social, spiritual and quality-of-life benefits. Pa-
tients wanted to support their individual self-healing
capacities and subsequently apply CAM to the standard
treatment they received. This corresponds to the
salutogenic idea [42] referring to approaches that sup-
port healing processes and wellbeing rather than fighting
factors that cause disease. Correspondingly, patients
wished for their health care providers to support, guide
and coach them in developing and using self-healing tech-
niques. Patients believed that individualised healthcare en-
forcing psychological processes which facilitated hope,
positive expectations and feelings, relief of anxiety and an-
ticipation of improvement could influence physiological
processes and contribute to healing over and above
pharmacologically mediated processes [17,22,23,27,30,35,
38,39,43].



Wellbeing
Patients expressed a basic need for health and appreci-
ated the benefits of COM options for ameliorating and
curing disease. However, patients at times experienced
disappointment with COM and subsequently sought out
alternative treatments. In the 30 studies synthesised
here, patients turned to CAM and used alternatives
mainly as individually tailored complements to standard
medical treatments in a sense of “wellbeing” or quality
of life. Here, “wellbeing” as a concept of individualised
medicine reflected patients’ wish for a physically and
psychologically healthier feeling, emotional clarification
and the relief from chronic symptoms. This concept
could be further subdivided into the four dimensions de-
scribed below.



Individualised
or personalised



medicine



Personal 
growth 



Alliance



Self activationIntegrative Care
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Figure 1 Third-order concepts and their relationship: a model
of how patients perceive individualised medicine.
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complete; recommended by the MDS-TF on dysautonomia



rating scales for Parkinson’s disease (Evatt et al. 2009).
The NMSS is a 30-item tool, rated by health profes-



sionals through interview with the patient and/or caregiver



(Chaudhuri et al. 2007). Items are grouped in nine
domains: cardiovascular, sleep/fatigue, mood/apathy,



perceptual problems, attention/memory, gastrointestinal,



urinary, sexual, and miscellaneous. Each item is scored
0–12, as a multiple of severity (0, none, to 3, severe) and



frequency (1, rarely, to 4, daily or all of the time) and
domains are individually weighed. A total sum intends



representing the global burden of NMS over the last month.



It has been validated in an international study (Martinez-
Martin et al. 2009a) and is applied in clinical trials and



epidemiological studies.



NMSQuest and NMSS share 23/30 items (77 %) and
used together enable a comprehensive assessment of most



relevant NMS occurring in PD.



Perceived health state and health-related quality of life
(HRQoL) measures



Patient-reported outcomes are indispensable indicators of



disease activity and treatment effectiveness, providing
unique and essential data for evaluation of health state and



interpretation of change. Patients’ perceptions on their



heath state are important and represent holistic
assessments.



Health state measures assess the perceived health in



descriptive terms, whereas HRQoL scales add patient’s
judgments and reactions related with the health state. In the



clinical setting, both types of PRO are frequently used



under the umbrella term ‘‘quality of life scales’’ (QoL).
QoL instruments used in PD studies have been recently



reviewed by an ad hoc MDS-TF (Martinez-Martin et al.



2011). Two of the ‘‘recommended’’ and most widely used
HRQoL scales will be briefly reviewed here.



EQ-5D (The EuroQol Group 1990) is a generic health



state and HRQoL measure, composed of five items, each
one representing a dimension and with three options of



response (1, no problem; 2, some or moderate problems; 3,



unable, or extreme problems). It provides a descriptive
profile (for example 11231) and a summary HRQoL index



value (from 0 = worst possible health, to 1 = perfect



health) for clinical evaluation and health econometrics. A
visual analog scale assesses the global ‘‘health state’’ (from



0, the worst, to 100, the best). Time frame for all compo-



nents is ‘‘today’’. It has been widely translated and used in
multiple studies on PD and norms for general population



are available.



PDQ-39 is a specific HRQoL measure composed of 39
items grouped in 8 subscales: Mobility, ADL, Emotional



well-being, Stigma, Social support, Cognitions, Commu-



nication, and Bodily discomfort (Peto et al. 1995).
Responses refer to difficulties or problems during the last



month and are scored from 0 (never) to 4 (always). For



each subscale, score is given as percentage of the items
score sum on the maximum possible score. The PDQ-39



summary index is the arithmetic mean of the subscales



score (Jenkinson et al. 1997a). The PDQ-39 is widely
available and has been applied as an outcome measure in



epidemiological studies and clinical trials showing to be
responsive. A short-form, the PDQ-8, is also widely



available (Jenkinson et al. 1997b).



Ideally, generic and specific instruments should be used
together. Although generic measures are usually less



responsive than the specific scales, they inform about



important domains of general health not included in the
specific instruments. Self-assessment may be not reliable in



patients with cognitive impairment, but by proxy evalua-



tion of patient’s QoL may be also unreliable.



Table 1 Combination of scales for a comprehensive assessment of
Parkinson’s disease



Example Alternative or additional



Disease stage Hoehn and



Yahr



Unified evaluation MDS-UPDRS SCOPA-Battery (6 scales)



Motor disorder SCOPA-Motor



Impairment



Disability



Dyskinesia and



fluctuations



Non-motor symptoms SCOPA-Cognition



SCOPA-Autonomic



SCOPA-Sleep



SCOPA-Psychiatric



complications



NMS Questionnaire



(screening)



NMS Scale (evaluation)



Clinical global
impression



CGI—severity CISI-PD



CGI—change –



Quality of life/



health statusa
EQ-5D SF-36



PDQ-39



(or PDQ-8)



PDQL



SCOPA-Psychosocial



Questions on Life Satisfaction-



Movement Disorders



Satisfaction
with treatmenta



Questions on Life Satisfaction-
Deep Brain Stimulation



Econometric toolsa EQ-5D 15-D



a For those scales not directly mentioned in the text, see Martinez-Martin



et al. 2011



562 P. Martinez-Martin



123











A potential challenge to holism is whether it is feasible to provide an assessment of all the facets of a person when dealing with large caseloads, limited time and other challenging commitments. However there exists a growing body of evidence that suggests optimising a patient’s quality of life beyond purely biomedical terms can improve their biomedical outcomes. Patients with cardiovascular disease
 and cancer
 whose management strategies incorporated an optimisation of quality of life have been shown to live for longer, as well as report fewer symptoms
. The implication of these findings is that treatment plans that do not cater beyond the purely biomedical do not fully maximise health outcomes. 

This has been reiterated in research detailing elderly patients’ experiences in emergency care in which the immediate and future preventative needs of patients could only be met via an integrated approach that addressed the initial medical presentation as well as the functional, social, emotional and spiritual status of the patient
,
. Crawford et al, 2013
 in their biopsychosocial analysis of controlled positive airway pressure adherence explain that although identifying individual biopsychosocial profiles is time and labour intensive, holistic analysis in the long run improves adherence thereby saving valuable fiscal resources. 

Therefore it is clear that holistic medicine in clinical practice is of the highest importance because when a clinician fails to be holistic in their analysis of an individual patient, patients receive neither the best care nor the care they desire. 

Promoting holism 

Two practical strategies for promoting holism are the targeted raising of awareness of the holistic approach to medical students and the utilisation of holistic assessment tools in clinical practice. 

Promoting holistic medicine by targeting the curriculum at medical schools alludes to the notion that holistic thinking is a paradigm of thought that should be fostered from the beginning of a clinician’s career and applied to their future practice. Clinical teachers should frame clinical teaching with an emphasis on Engel’s biopsychosocial model of disease
, such that medical students are taught to think about the multifaceted components of disease from the offset. Teaching a conceptualisation of how to approach patients lacks the explicit clarity that teaching topics such as asthma management protocols offers. However medical students could receive meaningful feedback from clinicians on their holistic approach via a variety of methods. 

Firstly through the setting up of a journal competition that encourages students to submit extended case reports on a patient they have seen. Accepted submissions would be those where the student has thought reflectively and holistically about how that particular patient has experienced a disease, with the most successful commenting as fully on how the different dimensions of a patient affects their experience of the disease. Secondly during ward-based teaching supervising clinicians could employ methods such as inviting students to take holistic histories from two patients with the same diagnosis and present how a holistic understanding of medicine has affected the different management and outcomes of the two patients. Thirdly the incorporation of a holistic history station in clinical exams, or alternatively the incorporation of holistic thinking into the mark scheme for clinical exams, would be a further method of fostering holism in future doctors from the offset. Berge et al, 2013
 reported the explication of a holistic teaching program on the dentistry course at the University of Bergen in Norway, which demonstrates that this method is feasible in medical education. 

The second broad strategy for the promotion of holism is the utilisation by clinicians of assessment instruments that facilitate a holistic approach to patients in their daily praxis. Medical practitioners occupy a privileged position in their leadership role of the multidisciplinary team. The privilege of this position could be utilised to disseminate a holistic approach throughout the clinical team. To illustrate this with Parkinson’s disease, Martinez-Martin et al, 2013
 proposed that there exists a variety of qualitative assessment tools, such as the Hoehn and Yahr staging assessment and the Non-Motor Symptoms Questionnaire, that serve as useful indicators of patient-reported outcomes such as treatment effectiveness and disease activity. Martinez-Martin demonstrated that the utilisation of patient-reported assessments (as shown in figure 2) helped clinicians to work towards an individualised holistic patient care. By encouraging the use of assessment tools such as these, clinicians can promote individualised patient-reported holism through their clinical practice.



A second example of promoting holism via holistic assessment in clinical practice was outlined by Tempest et al, 2013
, who observed that in an acute stroke multidisciplinary team the implementation of the International

 Classification of Functioning, Disability and Health (a contextual classification system for disability) helped promote holistic thinking amongst the team by prompting the health professionals to consider both context and function; one clinician stated “it makes you…aware of all the different aspects that are affected”. A top down advocacy of the use of formal holistic assessment tools employed by advocates of the holistic method promotes holistic medicine within the health system via dissemination and praxis. 

Conclusion

The importance of approaching patients in a holistic manner as healthcare professionals today cannot be understated. Qualitative research has emphasised that there is a desire from patients for holistic individualised treatment, and such management strategies have been shown to improve health outcomes and treatment adherence. Thus by fostering the importance of holism in medical students and by utilising the roles of clinical practitioners to make holistic assessment tools integral to patient care, it is possible for individualised holistic medicine to fast become the default model of understanding and managing the patient-disease experience.
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