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Abstract 

Background  In recent years, the growing global urbanization and urban population have resulted in the emergence 
of various health problems unique to urban areas. Therefore, training general practitioners and family physicians who 
can tackle the complex health problems of urban areas and improve the health of urban people is one of the most 
important issues of our time. However, findings on competencies for urban general practitioners (GP) and family phy-
sicians (FP) were limited. This study aimed to identify their comprehensive and content-validated list of competencies.

Methods  We used the modified Delphi method to develop a content-validated competency list. First, we analyzed 
and synthesized the competencies extracted from the literature review using qualitative thematic analysis methods to 
create an initial competency list of 34 items. We then assembled 39 expert panelists in four groups of study partici-
pants: physicians, nurses, patients, and medical education specialists. The expert panelists were asked to indicate their 
level of agreement with the lists and provide revised comments on the description of each competency via a web-
based questionnaire. Their responses were analyzed quantitatively and qualitatively by the research team and used to 
revise the list. These processes were repeated, and the survey was completed when it was determined that consensus 
had been reached.

Results  Three rounds of Delphi were conducted. 39 responded in the first round, 38 in the second round, and 36 in 
the third round. The initial list of competencies was revised and consolidated from 34 to 14 items in the first round, 
bringing the total to 20 items along with six new items proposed by the panelists. In the second round, it was revised 
and consolidated into a list of 18 items. In the third round, all 18 items were considered to have been agreed upon by 
the panelists, so the survey was closed.

Conclusion  We identified a comprehensive 18-item list of competencies for urban GP/FP in a content-validated 
manner. Several are newly discovered competencies in this study. The findings of this study will be useful for the 
future training of urban GP/FP and for solving urban health problems.
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Background
In general, general practitioners and family physicians 
(GP/FP) competencies reflect the characteristics and 
social needs of the health-responsible population. How-
ever, the population characteristics are changing. In par-
ticular, a major social change in recent years is the global 
urbanization and concentration of population in cities. 
As of 2018, 55% of the world’s population, or 4.2 bil-
lion people, live in urban areas, and by 2050, the urban 
population is projected to grow to 68%, or 6.7 billion 
people, due to the increasing urbanization of countries’ 
settlements and the growth of the world’s population [1, 
2]. Moreover, various health problems specific to urban 
areas have been pointed out. For example, the risk of 
some diseases due to urban living conditions such as lack 
of housing and exercise space, sanitation problems, and 
air pollution, as well as the lack of adequate health care 
services due to socioeconomic reasons associated with 
increasing disparities in education and economic levels 
[3]. In addition, the aging of the urban population is also 
an issue in developed countries, and care provision for 
the elderly is an important theme in urban primary care. 
For example, in OECD countries, 56% of the elderly over 
65 years old lived in urban areas as of 2010; the percent-
age continues to increase [4].

Therefore, it is necessary to increase the number of 
community-responsive and culturally competent GP/
FP to improve access to primary care for urban residents 
[3]. Clarifying the competencies of urban GP/FP that can 
contribute to improving the health and quality of life of 
urban people is an important issue in both family medi-
cine and medical education.

Competency is a set of practical abilities enabling pro-
fessionals to respond to certain social needs. Compe-
tency-based medical education (CBME) is a method of 
educational design that focuses on ensuring that learners 
have these competencies at the end of the curriculum [5]. 
Competency is one of the most important pedagogical 
concepts in training primary care physicians, including 
GP/FP. Various knowledge about GP/FP competencies 
has been accumulated so far.

However, previous studies on the competencies of 
urban primary care physicians are limited. Some of the 
available literature is limited to examining partial clini-
cal aspects of urban primary care physicians. Few studies 
have attempted to comprehensively identify the com-
petencies of urban GP/FP from a pedagogical perspec-
tive [6]. In addition to research articles, other references 
include the outline of an urban GP/FP educational pro-
gram titled “Urban/Inner-City Training Program in Fam-
ily Medicine” published on the American Academy of 
Family Physicians (AAFP) website [7]. The guidelines call 
for training to provide care to the urban underserved and 

provide culturally effective community-responsive pri-
mary care. However, they have a limitation. They are rec-
ommendations for designing training curricula and not 
comprehensive competencies examined by educational 
research.

Therefore, to train the quality-guaranteed urban GP/
FP, a worldwide requirement in the future, pedagogical 
research clarifying a comprehensive list of competencies 
in a way that ensures a certain level of content validity is 
necessary. We reviewed the existing literature and gath-
ered opinions from experts using the modified Delphi to 
create a comprehensive and content-validated compe-
tency list for urban GP/FP.

Since the data for this study was collected in Japan, a 
brief description of the characteristics of urbanization 
and health care in Japan is provided below to facilitate 
adaptation in other countries. Japan has some of the most 
densely populated cities in the world and is the most 
aging country in the world [4, 8]. One of the features of 
the Japanese healthcare system is that most citizens can 
receive relatively inexpensive, high-quality medical care 
through the universal health insurance system. Another 
feature is that patients can freely choose their medical 
institutions because there is no strict gatekeeper system 
[9]. Until recently, primary care in Japan has been pro-
vided mainly by physicians specializing in other fields, 
such as internal medicine and pediatrics, who moved 
from hospitals to clinics as a second career [10]. The 
bord-certification was established in 2009 by the Japa-
nese Association for Primary Care Alliance to create a 
quality-assured certification and education system for 
primary care. Newly trained physicians are now regis-
tered as family physicians, and some existing physicians 
certified as competent to educate family medicine resi-
dents are registered as supervising physicians. In addi-
tion, in 2018, a general practitioner was added as a new 
19th major clinical discipline in a new bord-certification 
system developed at the initiative of the government.

Methods
The modified Delphi method
This study adopts the modified Delphi method, one 
of the consensus methods. The Delphi method gath-
ers a group of experts on a problem and systematically 
obtains consensus-based opinions using questionnaires 
[11–13]. Its characteristics are that the participants 
(called panelists) answer the questionnaire in several 
iterations (called rounds), the panelists remain anony-
mous, and the panelists receive feedback on their over-
all answers in each round and have the opportunity to 
revise their answers. While adhering to the above basic 
principles, there are various variants of the Delphi 
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method to suit research purposes, which are collec-
tively referred to as the “modified Delphi method” [13, 
14].

In particular, this study employed a modified Delphi 
method to create a list of competencies for urban GPs/
FPs, which differs from the classical Delphi method in 
the following two features. First, due to insufficient exist-
ing knowledge on the topic, our research team conducted 
a literature review in advance and prepared a draft of the 
competency list [15]. Second, the emphasis was on refin-
ing the description of the list by analyzing the qualitative 
revised opinions of the panelists along with the quanti-
tative analysis of the degree of agreement on each com-
petency list presented by the panelists using the Lickert 
scale [11, 15]. The development and implementation of 
these research plans were performed with the advice of 
experts in the modified Delphi method. This study was 
conducted between March 23 and September 6, 2019.

Initial list development through literature review
To begin with, our research team conducted a literature 
review on “competencies specifically needed by urban 
GP/FP” following a general methodology and extracted 
competencies from the literature corresponding to the 
theme [16]. For the literature review, three main catego-
ries were defined: “Urban,” “Competence,” and “Primary 
Care or General Physicians or Family Physicians”; related 
terms were also listed. Literature searches were limited 
to [Title/Abstract] and [MeSH Terms] using PubMed. In 
addition, we added the literature for the three individual 
competencies: “Underserved,” “Integration of care,” and 
“Cultural Competence.” These three were chosen because 
they were competencies derived as representatives in 
our preliminary study [17]. Inclusion criteria were that 
the primary research purpose of the searched article was 
urban GP/FP competency and the article was in English; 
exclusion criteria were that the research setting was not 
urban, not primary care, not GP/FP/Nurse Practitioner, 
and the research topic was not medical education. In 
addition, we excluded cases where the full text was not 
available and was not an English paper. The search for-
mula is shown in Additional File 1.

Subsequently, using the thematic analysis method, one 
of the methods for analyzing qualitative data, descrip-
tions corresponding to the competencies of urban GP/FP 
were coded from the text of each document, and themes 
were defined by linking multiple codes together. After 
translating the extracted themes related to the competen-
cies into Japanese, they were classified and integrated to 
create an initial competency list. These initial lists were 
created through discussions among multiple research 
members [11, 18].

Participants
The sampling of panelists in the Delphi method should 
focus on their quality as panelists rather than on quan-
titative homogeneity by statistical methods. The quality 
of panelists is defined as the importance of having a het-
erogeneous group of people relevant to the research topic 
with diverse attributes and different opinions. In clinical 
research, clinicians, researchers, and patients are often 
considered “expert panelists” [19].

In this study, we selected four groups through purpo-
sive sampling: GPs/FPs and nurses working in urban 
areas, medical education specialists, and patient rep-
resentatives. The overall number of participants was 
targeted to be at least 30, following previous medical 
education studies. In particular, we aimed to secure a 
total of at least 20 GPs/FPs from various urban practice 
areas. In particular, we adopted the most stringent defini-
tion of an urban area as defined by the Statistics Bureau 
of the Ministry of Internal Affairs and Communications 
in Japan: a “central city” of a “metropolitan area” and a 
“municipality with a population density of 4,000 people/
km2 or more” of a “Densely Inhabited Districts” [20, 21].

As a more specific requirement for selection, for urban 
GPs/FPs, the selection was based on a balance of practice 
region, years of experience, and gender ratio, in addition 
to having a certified primary care specialty, working in 
a defined urban area, and extensive experience in urban 
practice. In addition, GP/FP defined in this study were 
Japan Primary Care Association certified family physi-
cians who had completed specialist training in primary 
care and supervising physicians who were certified as 
competent to practice primary care and to educate family 
medicine resident. Since the certification system for fam-
ily medicine physicians began in Japan in 2009, there are 
few veteran physicians on the expert list. Therefore, we 
attempted to incorporate the opinions of physicians with 
a wide range of experience by adding veteran certified 
family physicians as panelists in addition to JPCA certi-
fied family physicians, who are mostly young. For nurses, 
those with urban practice experience were selected based 
on referrals from GPs/FPs of study participants. In addi-
tion, we recruited graduate nursing students with experi-
ence working in urban clinics and hospitals and academic 
backgrounds through the co-researchers to ensure that 
the panelists had experience in diverse settings as nurses. 
For patient representatives, those who belonged to a rep-
resentative patient organization in the urban area were 
asked to participate through the co-researcher. For medi-
cal education specialists, we selected those with experi-
ence in primary care and familiarity with primary care 
education, not limited to urban areas.

As a result, 39 panelists and four groups of stakehold-
ers (26 GPs/FPs, five nurses, five medical education 
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specialists, and three patient representatives) were col-
lected through purposive sampling.

Table 1 shows the profiles of the panelists. The actual 
sampling process for each group of participants is 
described as follows. For GPs/FPs, we used a list of 527 
family medicine specialists and 2511 supervising physi-
cians certified by JPCA published on the society’s website 
as of April 15, 2019 [22, 23]. The list included the name, 
the area of work (prefecture), and the name of the hospi-
tal where they worked. From the list, 129 family medicine 
specialists working in urban areas were selected, and 28 
family medicine specialists were selected according to 
the regional and gender ratios in the list. To compensate 
for the lack of experienced physicians on the list of family 
medicine specialists, we selected 673 supervisors work-
ing in urban areas from the list, and 10 were selected 
based on a balance of location and years of experience. A 
total of 38 of these physicians were contacted, and finally 
17 family medicine specialists and 9 supervising physi-
cians agreed to participate (26 urban GPs/FPs in total). 
For the recruitment of nurses with experience practicing 
in an urban primary care setting, we first obtained three 
participants through referrals from the GPs/FPs of the 
study participants. In addition, through a co-researcher, 
we obtained two graduate nursing students with work 
experience in urban clinics and hospitals and academic 
backgrounds to participate in the study. With the advice 

of the co-researcher, who is familiar with Japanese 
patient organizations, we also approached two represent-
ative organizations to recruit patient representatives and 
obtained three participants as patient representatives. As 
for the medical education experts, there were 135 medi-
cal education specialists certified by the Japanese Society 
for Medical Education as of April 2019, but only a few 
met our requirements, so we contacted them in turn and 
finished the selection process when we obtained partici-
pation from five of them [24].

Data collection
We asked each selected participant to evaluate the com-
petency list using a web-based survey. We used Survey-
Monkey® as the web-based survey instrument. Panelists 
had to rate on a 5-point Likert scale the degree to which 
they agreed that the compiled competency lists were 
“especially necessary for urban general practitioners and 
family physicians.” The rating was defined as “5” being 
totally agreeable, “3” neither agree nor disagree, and “1” 
totally disagree. We also asked the panelists to provide an 
open-ended commentary on the definition and descrip-
tions for each competency list. For the first round only, 
we also asked the panelists to suggest up to five new 
competencies they considered important that were not 
included in the initial list.

Table 1  Profiles of the panelists

Category Subcategory GP/FP Nurse Patient Medical 
education 
specialist

Number 26 5 3 5

Gender male 20 0 2 3

female 6 5 1 2

Age average 42.3 40.6 47.3 45.4

(min-max) (32–62) (30–49) (40–53) (36–57)

PGY average 17.4 17.8 23.3 20.6

(min-max) (9–36) (8–31) (18–27) (13–32)

Clinical setting clinic 20 2 0 0

community hospital 4 0 0 2

university hospital/university 2 1 0 3

others 0 2 3 0

Metropolitan areas Sapporo 3 0 0 0

Kanto 15 5 2 1

Chukyo 2 0 0 0

Kinki 4 0 1 1

Hiroshima 1 0 0 0

Kitakyusyu・Fukuoka 1 0 0 0

Non-urban areas Kumamoto 1 0 0 0

Others – – – 3
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During the entire survey process, only the researcher 
was aware of the study participants and could view 
each participant’s responses. Participants did not know 
the names of other participants or the contents of their 
responses. They could not view the results of other par-
ticipants’ responses or the summary of the results sent by 
the researcher for each round and responded to the next 
round independently of the other participants.

Data analysis
Our research team anonymized the collected responses 
by separating the respondent’s name from the responses 
in each round and then conducted two main levels of 
analysis. First, the list was excluded or ranked based on 
the quantitative data of the mean and standard devia-
tion on the assessment of the degree of agreement by the 
Likert scale. We decided to exclude those with a mean 
value of 3.5 or less or standard deviation > 1 on the Likert 
scale for each competency list in this study, referring to 
previous studies using the Delphi method in the field of 
medical education [25]. Second, the qualitative data on 
the panelists’ revised opinions on each competency list 
and suggestions for new lists were qualitatively analyzed 
using the thematic analysis method; the lists were revised 
and integrated to create a revised proposal for the com-
petency lists [11, 18]. The qualitative analysis results were 
reviewed among the research members at each round.

At the beginning of each round, we sent a summary 
of the results of the previous round’s analysis and the 
revised draft of the new list to the panelists and asked 
them to evaluate the new list again. The process of itera-
tive revision of the list by the researcher and the panelists 
was repeated, and the survey was terminated when no 
exclusion items appeared on the developed competency 
list, and the panelists were considered to have reached a 
consensus.

Results
The initial list by literature review
We conducted a literature review to examine 629 arti-
cles and obtained 53 references according to the inclu-
sion and exclusion criteria between March 23 and April 
20, 2019. Our research team used thematic analysis to 
extract competency statements from these articles, cat-
egorized and integrated them by theme, and created an 
initial list of 34 competencies translated into Japanese 
Table 2. Based on these initial lists of 34 items, we started 
the Delphi round.

Results of the modified Delphi method
Consequently, three rounds were conducted between 
April 26 and September 6, 2019. Initially, 39 panelists 
participated, 39 responded in Round 1, 38 in Round 2, 

and 36 in Round 3. Additional file 2 shows the descrip-
tive statistics data and list editing process for each round 
in the modified Delphi method. An initial list of 34 items 
was consolidated into 14 items in the first round, which, 
together with the six newly proposed items, resulted in 
a list of 20 competencies required for urban GP/FP. In 
the second round, the list was merged into an 18-item 
list. In Round 3, all 18 items were considered to have 
been agreed upon by the participants, and the study was 
closed. We obtained a list of 18 items with high validity 
as competencies specifically needed for urban GP/FP 
[Table 3]. Details for each round are provided below.

Round 1 of the Delphi method
In the first round, we received responses from all 39 
panelists. Of the initial list of 34 items, two items, “Item 
30. Refugee psychiatric problems” and “Item 34. Traffic 
trauma,” were excluded because they had means 3.5 or 
less or standard deviations > 1. Based on the panelists’ 
opinions, the research team then reviewed the list and 
merged it as follows. Items 1–3 were identified as “cul-
tural competence,” 4–6 as “urban underserved care,” 
10–14 as “integration of care,” and 15,16 as “coordina-
tion of care with multiple professions”. In addition, the 
panelists’ revised opinions were used as the basis for the 
analysis. Based on these revised opinions, we re-edited 
the competency descriptions in three levels: “competency 
domain,” “definition of competency,” and “description of 
competency” [26]. Additionally, we reorganized six new 
competencies that were not on the initial list suggested 
by the panelists. As a result, we obtained a list of 20 items 
in the first round.

Round 2 of the Delphi method
In Round 2, 38 of 39 panelists (97.4%) responded to the 
survey. Including the new items suggested by the pan-
elists in Round 1, there were no items on the list that met 
tra each item had a high level of agreement with a mean 
value of 4.0 or higher. The research team qualitatively 
analyzed and discussed the participants’ opinions on 
each competency, revised the descriptions of each com-
petency, and integrated items 12 and 17, mental health, 
and 15 and 16, palliative care, resulting in a list of 18 
items.

Round 3 of the Delphi method
In Round 3, 36 (92.3%) of the 39 panelists responded to 
the survey. In Round 3, all 18 items had a mean value 
of 4.0 or higher, and no excluded items with a standard 
deviation > 1 were found. Therefore, the survey was con-
sidered to have reached a consensus among all partici-
pants and was terminated in the third round. Finally, the 
opinions of the participants on each competency were 
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qualitatively analyzed by two researchers using the the-
matic analysis method, and the wording of the list was 
partially revised. Since the list had already been agreed 
upon, no consolidation or deletion of the list was done. 
The result was a list of 18 items as competencies specifi-
cally needed by urban GP/FP [Table 3].

Discussion
Summary
This study aimed to identify a validated and comprehen-
sive list of competencies specifically needed by urban 

GP/FP. Using a modified Delphi method, we developed 
an initial list through a preliminary literature review and 
conducted a total of three rounds of interactive refine-
ment with 39 expert panelists. These resulted in an 
18-items competency list guaranteeing a certain level of 
content validity in the research process.

Strength of this study
There are two strengths of this study. First, it is a novel 
study examining a validated and comprehensive list 
of urban GP/FP competencies which have not been 

Table 2  Initial list

Round1
-No.

Definition of competency
“Urban GPs/FPs”

R1–1. can provide care that takes into consideration various cultural backgrounds.

R1–2. can understand various occupations and lifestyles in the city.

R1–3. can form an appropriate consensus with patients with diverse values ​​in urban areas.

R1–4. can understand the social context of Urban Underserved Communities.

R1–5. can provide Urban Underserved Communities with comprehensive, integrated care through multidisciplinary collaboration.

R1–6. can provide preventive care for Urban Underserved with integrated complementary and alternative medicine.

R1–7. can communicate effectively with non-living families.

R1–8. can flexibly provide comprehensive care according to the needs of the patient and the situation of the surrounding medical institution.

R1–9. can make appropriate hospital referral decisions according to the patient’s situation.

R1–10. can take responsibility for integrated management for patients who have a division of care due to consultations with multiple specialized 
departments.

R1–11. can provide integrated care by primary care for the division of care in the elderly who visit multiple specialized departments.

R1–12. can work with multidisciplinary and community care resources in mental health to build integrated care teams based on the Patient-
centered medical home.

R1–13. can adequately transition care from pediatrics to young people with disabilities.

R1–14. can provide HIV patients with integrated primary and mental health care.

R1–15. can keep track of local social services and their providers for patients.

R1–16. can collaborate with a wide variety of medical, long-term, and welfare personnel.

R1–17. can identify community issues that are characteristic of the city and implement a community-oriented approach.

R1–18. can tackle the challenges of regional alliances in urban emergency care.

R1–19. can diagnose and treat occupational health problems.

R1–20. can provide an appropriate initial response to patients with suspected tuberculosis.

R1–21. can work with health centers to adequately treat outpatient tuberculosis.

R1–22. can screen for risk factors associated with HIV infection.

R1–23. can consult with HIV patients in consideration of their culture and values.

R1–24. can adequately assess and address the risk of suicide in young people.

R1–25. can screen children for mental health (depression, developmental disabilities, etc.)

R1–26. can effectively collaborate with multiple occupations on pediatric mental health (depression, developmental disabilities, etc.).

R1–27. can provide appropriate assessments and referrals to psychiatry regarding mental health issues in the elderly.

R1–28. can provide psychotherapeutic interventions for culturally diverse older people.

R1–29. can provide adequate mental health care to racial minority groups.

R1–30. can make a systematic assessment of mental problems, including refugee PTSD.

R1–31. can properly diagnose and manage dementia.

R1–32. can improve the quality of life of patients with dementia.

R1–33. can provide guidance to obese patients using behavioral transformation theory.

R1–34. can properly diagnose and treat traffic injuries.



Page 7 of 13Mitsuyama et al. BMC Primary Care           (2023) 24:21 	

Ta
bl

e 
3 

Fi
na

l l
is

t

Ro
un

d3
-N

o.
co

m
pe

te
nc

y 
do

m
ai

n
de

fin
iti

on
 o

f c
om

pe
te

nc
y

ex
pl

an
at

io
n 

of
 c

om
pe

te
nc

y

R3
–1

.
Cu

ltu
ra

l c
om

pe
te

nc
e

ca
n 

un
de

rs
ta

nd
 th

e 
di

ve
rs

e 
so

ci
o-

ec
on

om
ic

 s
ta

tu
s 

an
d 

cu
l-

tu
ra

l b
ac

kg
ro

un
d 

of
 p

at
ie

nt
s 

an
d 

pr
ov

id
e 

ca
re

 th
at

 ta
ke

s 
in

to
 

ac
co

un
t d

iv
er

se
 m

ed
ic

al
 n

ee
ds

.

un
de

rs
ta

nd
 th

e 
di

ve
rs

e 
so

ci
o-

ec
on

om
ic

 s
ta

tu
s 

(s
oc

ia
l s

ta
tu

s, 
ed

uc
at

io
n 

le
ve

l, 
lif

es
ty

le
, o

cc
up

at
io

n,
 in

co
m

e,
 in

su
ra

nc
e,

 e
tc

.) 
an

d 
cu

ltu
ra

l b
ac

kg
ro

un
d 

(ra
ce

, r
el

ig
io

n,
 th

ou
gh

t, 
be

lie
fs

, c
us

-
to

m
s, 

et
c.

) o
f p

at
ie

nt
s 

an
d 

pr
ov

id
e 

ca
re

 th
at

 ta
ke

s 
in

to
 a

cc
ou

nt
 

th
e 

di
ve

rs
e 

m
ed

ic
al

 n
ee

ds
 th

at
 a

cc
om

pa
ny

 th
e 

si
tu

at
io

n.

R3
–2

.
Ca

re
 fo

r p
eo

pl
e 

at
 a

 s
oc

ia
l d

is
ad

va
nt

ag
e

ca
n 

un
de

rs
ta

nd
 s

oc
ia

l d
et

er
m

in
an

ts
 o

f h
ea

lth
 a

nd
 h

ea
lth

 
in

eq
ua

lit
ie

s, 
an

d 
ca

n 
w

or
k 

w
ith

 m
ul

tip
le

 o
cc

up
at

io
ns

 to
 p

ro
-

vi
de

 a
pp

ro
pr

ia
te

 c
ar

e 
to

 a
 w

id
e 

va
rie

ty
 o

f p
op

ul
at

io
ns

 w
ith

 
in

ad
eq

ua
te

 m
ed

ic
al

 c
ar

e.

un
de

rs
ta

nd
 s

oc
ia

l d
et

er
m

in
an

ts
 o

f h
ea

lth
 a

nd
 h

ea
lth

 
in

eq
ua

lit
ie

s, 
an

d 
ca

n 
w

or
k 

w
ith

 m
ul

tip
le

 o
cc

up
at

io
ns

 to
 

pr
ov

id
e 

ap
pr

op
ria

te
 c

ar
e 

to
 a

 w
id

e 
va

rie
ty

 o
f p

op
ul

at
io

ns
 w

ith
 

in
ad

eq
ua

te
 m

ed
ic

al
 c

ar
e 

(s
oc

ia
l i

so
la

tio
n,

 w
ith

dr
aw

al
, p

oo
r 

ar
ea

s, 
lo

w
 in

co
m

e,
 u

ni
ns

ur
ed

, h
om

el
es

s, 
ra

ce
/e

th
ni

c 
m

in
or

iti
es

, 
im

m
ig

ra
nt

s, 
LG

BT
, H

IV
/A

ID
S 

pa
tie

nt
s, 

co
m

m
er

ci
al

 s
ex

 w
or

ke
rs

, 
cr

im
in

al
 h

is
to

ry
, e

tc
.)

R3
–3

.
Fa

m
ily

-o
rie

nt
ed

 c
ar

e
ca

n 
co

ns
id

er
 d

iv
er

se
 v

al
ue

s 
​​an

d 
re

la
tio

ns
hi

ps
 w

ith
 th

e 
fa

m
ily

, 
co

m
m

un
ic

at
e 

eff
ec

tiv
el

y 
w

ith
 th

e 
ne

ce
ss

ar
y 

st
ak

eh
ol

de
rs

, 
an

d 
pr

ov
id

e 
ap

pr
op

ria
te

 c
ar

e 
fo

r t
he

 p
at

ie
nt

.

sh
ar

e 
in

fo
rm

at
io

n 
ab

ou
t t

he
 p

at
ie

nt
’s 

m
ed

ic
al

 c
on

di
tio

n 
an

d 
m

ak
e 

im
po

rt
an

t d
ec

is
io

ns
 b

y 
ta

ki
ng

 in
to

 c
on

si
de

ra
tio

n 
va

rio
us

 
va

lu
es

 a
nd

 re
la

tio
ns

hi
ps

 w
ith

 fa
m

ily
 m

em
be

rs
 (n

ot
 li

m
ite

d 
to

 
bl

oo
d 

re
la

tiv
es

, b
ut

 in
cl

ud
in

g 
co

m
m

on
-la

w
 re

la
tiv

es
 a

nd
 c

lo
se

 
ac

qu
ai

nt
an

ce
s, 

va
rio

us
 h

ou
se

ho
ld

 s
tr

uc
tu

re
s 

an
d 

re
si

de
nt

ia
l 

si
tu

at
io

ns
, e

tc
.) 

an
d 

by
 c

om
m

un
ic

at
in

g 
eff

ec
tiv

el
y 

w
ith

 n
ec

es
-

sa
ry

 p
ar

tie
s. 

By
 c

om
m

un
ic

at
in

g 
eff

ec
tiv

el
y 

w
ith

 th
e 

ne
ce

ss
ar

y 
pa

rt
ie

s, 
th

ey
 a

re
 a

bl
e 

to
 p

ro
vi

de
 s

up
po

rt
 fo

r d
ec

is
io

n-
m

ak
in

g 
th

at
 is

 a
pp

ro
pr

ia
te

 fo
r t

he
 p

at
ie

nt
 a

nd
 a

pp
ro

pr
ia

te
 c

ar
e.

R3
–4

.
A

dj
us

tm
en

t o
f t

he
 s

co
pe

 o
f c

ar
e

ca
n 

fle
xi

bl
y 

ad
ju

st
 th

e 
sc

op
e 

of
 c

ar
e 

th
ey

 p
ro

vi
de

 to
 m

ee
t t

he
 

di
ve

rs
e 

ne
ed

s 
an

d 
pr

ob
le

m
s 

of
 p

at
ie

nt
s, 

ta
ki

ng
 in

to
 a

cc
ou

nt
 

th
e 

ch
ar

ac
te

ris
tic

s 
of

 a
 w

id
e 

va
rie

ty
 o

f s
ur

ro
un

di
ng

 m
ed

ic
al

 
in

st
itu

tio
ns

.

G
Ps

 c
an

 fl
ex

ib
ly

 a
dj

us
t t

he
 s

co
pe

 o
f c

ar
e 

th
ey

 p
ro

vi
de

 to
 

m
ee

t t
he

 d
iv

er
se

 n
ee

ds
 a

nd
 p

ro
bl

em
s 

of
 p

at
ie

nt
s 

in
 te

rm
s 

of
 e

xp
an

di
ng

 o
r c

on
tr

ac
tin

g 
th

e 
sc

op
e 

of
 c

ar
e 

ba
se

d 
on

 th
e 

ch
ar

ac
te

ris
tic

s 
of

 th
e 

va
rio

us
 s

ur
ro

un
di

ng
 m

ed
ic

al
 in

st
itu

tio
ns

 
(s

eg
m

en
te

d 
sp

ec
ia

lti
es

, t
re

nd
s 

in
 tr

ea
tm

en
t p

ol
ic

ie
s, 

ac
ce

ss
, 

et
c.

) w
hi

le
 m

ai
nt

ai
ni

ng
 a

 c
om

pl
et

e 
pi

ct
ur

e 
of

 th
e 

pa
tie

nt
.

R3
–5

.
Co

or
di

na
tio

n 
of

 c
ar

e 
w

ith
 s

pe
ci

al
iz

ed
 m

ed
ic

al
 in

st
itu

tio
n

ca
n 

gr
as

p 
th

e 
ch

ar
ac

te
ris

tic
s 

of
 a

 w
id

e 
va

rie
ty

 o
f m

ed
ic

al
 

in
st

itu
tio

ns
 w

ith
 fr

ag
m

en
te

d 
sp

ec
ia

lti
es

, a
nd

 m
ak

e 
ap

pr
op

ri-
at

e 
re

fe
rr

al
s 

to
 a

nd
 c

oo
rd

in
at

e 
ca

re
 w

ith
 s

pe
ci

al
iz

ed
 m

ed
ic

al
 

in
st

itu
tio

ns
 a

cc
or

di
ng

 to
 th

e 
ne

ed
s 

an
d 

ci
rc

um
st

an
ce

s 
of

 th
e 

pa
tie

nt
.

G
Ps

 c
an

 g
ra

sp
 th

e 
ch

ar
ac

te
ris

tic
s 

of
 a

 w
id

e 
va

rie
ty

 o
f m

ed
ic

al
 

in
st

itu
tio

ns
 w

ith
 fr

ag
m

en
te

d 
sp

ec
ia

lti
es

, a
nd

 m
ak

e 
ap

pr
op

ri-
at

e 
re

fe
rr

al
s 

an
d 

lin
ka

ge
s 

to
 s

pe
ci

al
iz

ed
 m

ed
ic

al
 in

st
itu

tio
ns

 
ac

co
rd

in
g 

to
 p

at
ie

nt
s’ 

di
ve

rs
e 

ne
ed

s 
an

d 
ci

rc
um

st
an

ce
s 

(m
ed

i-
ca

l c
on

di
tio

ns
, u

nd
er

ly
in

g 
di

se
as

es
, s

oc
io

ec
on

om
ic

 s
ta

tu
s, 

tr
an

sp
or

ta
tio

n)
.

R3
–6

.
In

te
gr

at
io

n 
of

 fr
ag

m
en

te
d 

m
ed

ic
al

 c
ar

e
ca

n 
ta

ke
 re

sp
on

si
bi

lit
y 

fo
r t

he
 in

te
gr

at
io

n 
of

 m
ed

ic
al

 c
ar

e 
fo

r p
at

ie
nt

s 
w

ho
 a

re
 e

xp
er

ie
nc

in
g 

th
e 

ne
ga

tiv
e 

eff
ec

ts
 o

f 
fra

gm
en

ta
tio

n 
of

 c
ar

e.

ca
n 

ta
ke

 re
sp

on
si

bi
lit

y 
fo

r o
rg

an
iz

in
g 

m
ed

ic
al

 v
is

its
 a

nd
 

pr
ov

id
in

g 
co

m
pr

eh
en

si
ve

 c
ar

e 
to

 p
at

ie
nt

s 
w

ho
 h

av
e 

m
ul

tip
le

 
di

se
as

es
 a

nd
 a

re
 s

uff
er

in
g 

fro
m

 th
e 

ne
ga

tiv
e 

eff
ec

ts
 o

f f
ra

g-
m

en
te

d 
ca

re
 d

ue
 to

 v
is

its
 to

 m
ul

tip
le

 s
pe

ci
al

tie
s, 

by
 b

ui
ld

in
g 

tr
us

tin
g 

re
la

tio
ns

hi
ps

 a
nd

 c
ol

la
bo

ra
tin

g 
w

ith
 d

oc
to

rs
 in

 s
pe

-
ci

al
tie

s 
an

d 
ot

he
r p

ro
fe

ss
io

na
ls

 in
si

de
 a

nd
 o

ut
si

de
 th

e 
fa

ci
lit

y.



Page 8 of 13Mitsuyama et al. BMC Primary Care           (2023) 24:21 

Ta
bl

e 
3 

(c
on

tin
ue

d)

Ro
un

d3
-N

o.
co

m
pe

te
nc

y 
do

m
ai

n
de

fin
iti

on
 o

f c
om

pe
te

nc
y

ex
pl

an
at

io
n 

of
 c

om
pe

te
nc

y

R3
–7

.
Co

or
di

na
tio

n 
of

 c
ar

e 
w

ith
 m

ul
tip

le
 p

ro
fe

ss
io

ns
ca

n 
gr

as
p 

th
e 

ch
ar

ac
te

ris
tic

s 
of

 a
 w

id
e 

va
rie

ty
 o

f c
ar

e 
an

d 
w

el
fa

re
 s

er
vi

ce
s 

an
d 

co
m

m
un

ity
 s

oc
ia

l r
es

ou
rc

es
, a

nd
 m

ak
e 

ap
pr

op
ria

te
 re

fe
rr

al
s 

an
d 

co
lla

bo
ra

tio
ns

 in
 c

ol
la

bo
ra

tio
n 

w
ith

 
m

ul
tid

is
ci

pl
in

ar
y 

pr
of

es
si

on
al

s 
ac

co
rd

in
g 

to
 th

e 
ne

ed
s 

an
d 

ci
rc

um
st

an
ce

s 
of

 th
e 

pa
tie

nt
.

ca
n 

gr
as

p 
th

e 
ch

ar
ac

te
ris

tic
s 

of
 a

 w
id

e 
va

rie
ty

 o
f c

ar
e 

an
d 

w
el

fa
re

 s
er

vi
ce

s 
(e

.g
., 

nu
rs

in
g 

ho
m

es
, l

on
g-

te
rm

 c
ar

e 
fa

ci
lit

ie
s, 

ho
m

e 
nu

rs
in

g 
ag

en
ci

es
) a

nd
 c

om
m

un
ity

 re
so

ur
ce

s 
(e

.g
., 

ci
vi

c 
ac

tiv
iti

es
, h

ob
by

 g
ro

up
s)

, a
nd

 c
an

 m
ak

e 
ap

pr
op

ria
te

 re
fe

rr
al

s 
an

d 
co

lla
bo

ra
te

 w
ith

 th
em

 a
cc

or
di

ng
 to

 th
e 

pa
tie

nt
’s 

si
tu

at
io

n 
in

 c
ol

la
bo

ra
tio

n 
w

ith
 m

ul
tid

is
ci

pl
in

ar
y 

pr
of

es
si

on
al

s 
(e

.g
., 

ca
re

 
m

an
ag

er
s, 

nu
rs

es
, c

om
m

un
ity

 c
om

pr
eh

en
si

ve
 s

up
po

rt
 c

en
te

r 
st

aff
).

R3
–8

.
Co

m
m

un
ity

 O
rie

nt
ed

 C
ar

e 
-H

ea
lth

 P
ro

m
ot

io
n

ca
n 

id
en

tif
y 

he
al

th
 is

su
es

 th
at

 a
re

 c
ha

ra
ct

er
is

tic
 o

f t
he

 re
gi

on
/

co
m

m
un

ity
 a

nd
 e

ffe
ct

iv
el

y 
co

lla
bo

ra
te

 w
ith

 a
 w

id
e 

va
rie

ty
 o

f 
st

ak
eh

ol
de

rs
 to

 a
dd

re
ss

 th
em

.

ca
n 

id
en

tif
y 

he
al

th
 is

su
es

 th
at

 a
re

 c
ha

ra
ct

er
is

tic
 o

f t
he

 re
gi

on
 

an
d 

co
m

m
un

ity
 in

 w
hi

ch
 th

ey
 p

ra
ct

ic
e,

 a
nd

 w
or

k 
eff

ec
tiv

el
y 

w
ith

 a
 w

id
e 

va
rie

ty
 o

f s
ta

ke
ho

ld
er

s, 
in

cl
ud

in
g 

th
e 

pe
op

le
 

co
nc

er
ne

d,
 s

ur
ro

un
di

ng
 re

si
de

nt
s, 

an
d 

m
ul

tid
is

ci
pl

in
ar

y 
pr

o-
fe

ss
io

na
ls

, t
o 

ad
dr

es
s 

he
al

th
 is

su
es

 th
ro

ug
h 

on
go

in
g 

pl
an

ni
ng

, 
im

pl
em

en
ta

tio
n,

 a
nd

 e
va

lu
at

io
n.

Fo
r e

xa
m

pl
e,

 it
 is

 p
os

si
bl

e 
to

 a
dd

re
ss

 th
e 

he
al

th
 p

ro
bl

em
s 

of
 

sp
ec

ifi
c 

gr
ou

ps
, s

uc
h 

as
 p

oo
r a

re
as

, a
re

as
 w

ith
 fr

eq
ue

nt
 a

m
bu

-
la

nc
e 

us
e,

 e
ld

er
ly

 s
in

gl
e 

ho
us

eh
ol

ds
, f

or
ei

gn
 re

si
de

nt
s, 

ni
gh

t 
sh

ift
 w

or
ke

rs
, a

nd
 s

in
gl

e-
pa

re
nt

 fa
m

ili
es

.

R3
–9

.
Co

m
m

un
ity

 O
rie

nt
ed

 C
ar

e 
-e

m
er

ge
nc

y 
ca

re
ca

n 
co

lla
bo

ra
te

 a
nd

 ta
ck

le
 th

e 
is

su
es

 o
f e

m
er

ge
nc

y 
m

ed
ic

in
e 

th
at

 a
re

 c
ha

ra
ct

er
is

tic
 o

f e
ac

h 
re

gi
on

 a
t t

he
 fi

el
d 

le
ve

l o
f 

pr
im

ar
y 

ca
re

.

ca
n 

sh
ar

e 
is

su
es

 w
ith

 re
la

te
d 

pa
rt

ie
s 

(h
os

pi
ta

ls
, c

lin
ic

s, 
am

bu
-

la
nc

e 
cr

ew
s, 

et
c.

) r
eg

ar
di

ng
 e

m
er

ge
nc

y 
m

ed
ic

al
 c

ar
e 

in
 e

ac
h 

m
ed

ic
al

 a
re

a,
 c

oo
pe

ra
te

 fr
om

 th
e 

fie
ld

 le
ve

l o
f p

rim
ar

y 
ca

re
, 

an
d 

im
pl

em
en

t s
om

e 
m

ea
su

re
s. 

Fo
r e

xa
m

pl
e,

 th
er

e 
ar

e 
di

sc
us

-
si

on
s 

on
 c

as
es

 o
f t

am
pe

rin
g 

w
ith

 e
m

er
ge

nc
y 

pa
tie

nt
s, 

eff
or

ts
 

to
 e

ns
ur

e 
th

e 
co

nt
in

ui
ty

 o
f p

at
ie

nt
 in

fo
rm

at
io

n 
du

rin
g 

em
er

-
ge

nc
y 

co
ns

ul
ta

tio
ns

 o
n 

ho
lid

ay
s 

an
d 

ni
gh

ts
, a

nd
 m

ea
su

re
s 

fo
r 

pa
tie

nt
s 

w
ho

 fr
eq

ue
nt

ly
 u

nd
er

go
 e

m
er

ge
nc

y 
co

ns
ul

ta
tio

ns
.

R3
–1

0.
D

et
ai

ls
-O

cc
up

at
io

na
l h

ea
lth

ca
n 

pr
ov

id
e 

ap
pr

op
ria

te
 c

ar
e 

fo
r o

cc
up

at
io

na
l h

ea
lth

-r
el

at
ed

 
he

al
th

 p
ro

bl
em

s 
th

at
 a

re
 c

om
m

on
 o

r c
ha

ra
ct

er
is

tic
 o

f e
ac

h 
pr

ac
tic

e 
ar

ea
.

ca
n 

pr
ov

id
e 

ap
pr

op
ria

te
 c

ar
e 

as
 a

n 
in

du
st

ria
l p

hy
si

ci
an

 o
r i

n 
co

lla
bo

ra
tio

n 
w

ith
 a

n 
in

du
st

ria
l p

hy
si

ci
an

 fo
r h

ea
lth

 p
ro

bl
em

s 
re

la
te

d 
to

 in
du

st
ria

l h
yg

ie
ne

 th
at

 a
re

 c
om

m
on

 o
r c

ha
ra

ct
er

is
tic

 
in

 e
ac

h 
m

ed
ic

al
 a

re
a.

Fo
r e

xa
m

pl
e,

 n
ot

 o
nl

y 
ch

em
ic

al
 a

nd
 p

hy
si

ca
l h

ea
lth

 d
is

or
de

rs
 

su
ch

 a
s 

or
ga

ni
c 

so
lv

en
ts

, d
us

t, 
no

is
e,

 a
nd

 v
ib

ra
tio

n,
 b

ut
 a

ls
o 

ps
yc

ho
so

ci
al

 h
ea

lth
 d

is
or

de
rs

 s
uc

h 
as

 m
en

ta
l h

ea
lth

 a
nd

 
ov

er
w

or
k,

 e
rg

on
om

ic
 h

ea
lth

 d
is

or
de

rs
 s

uc
h 

as
 V

D
T 

w
or

k 
an

d 
w

or
ki

ng
 a

tt
itu

de
, o

r o
ve

rs
ea

s 
w

or
ke

rs
. I

t i
s 

po
ss

ib
le

 to
 fl

ex
ib

ly
 

re
sp

on
d 

to
 d

iff
er

en
t n

ee
ds

 d
ep

en
di

ng
 o

n 
th

e 
m

ed
ic

al
 tr

ea
t-

m
en

t a
re

a,
 s

uc
h 

as
 b

io
lo

gi
ca

l h
ea

lth
 p

ro
bl

em
s 

lik
e 

m
ea

su
re

s 
ag

ai
ns

t i
nf

ec
tio

us
 d

is
ea

se
s.



Page 9 of 13Mitsuyama et al. BMC Primary Care           (2023) 24:21 	

Ta
bl

e 
3 

(c
on

tin
ue

d)

Ro
un

d3
-N

o.
co

m
pe

te
nc

y 
do

m
ai

n
de

fin
iti

on
 o

f c
om

pe
te

nc
y

ex
pl

an
at

io
n 

of
 c

om
pe

te
nc

y

R3
–1

1.
D

et
ai

ls
-In

fe
ct

io
us

 d
is

ea
se

s
Th

e 
G

P 
ca

n 
id

en
tif

y 
pa

tie
nt

s 
w

ith
 s

us
pe

ct
ed

 fr
eq

ue
nt

 in
fe

c-
tio

ns
 in

 u
rb

an
 a

re
as

 a
nd

 ta
ke

 a
pp

ro
pr

ia
te

 in
iti

al
 a

ct
io

n.
G

P 
ca

n 
id

en
tif

y 
pa

tie
nt

s 
w

ith
 s

ym
pt

om
s 

an
d 

ris
k 

fa
ct

or
s 

th
at

 
sh

ou
ld

 b
e 

su
sp

ec
te

d 
to

 b
e 

fre
qu

en
t i

nf
ec

tio
us

 d
is

ea
se

s 
in

 
ur

ba
n 

ar
ea

s 
su

ch
 a

s 
tu

be
rc

ul
os

is
 a

nd
 s

ex
ua

lly
 tr

an
sm

itt
ed

 
di

se
as

es
 s

uc
h 

as
 H

IV
 in

fe
ct

io
n,

 a
nd

 re
ca

ll 
th

os
e 

di
se

as
es

 a
s 

a 
di

ffe
re

nt
ia

l d
ia

gn
os

is
, w

hi
ch

 is
 n

ec
es

sa
ry

. A
pp

ro
pr

ia
te

 in
iti

al
 

m
ea

su
re

s 
su

ch
 a

s 
co

nd
uc

tin
g 

te
st

s 
an

d 
co

or
di

na
tin

g/
in

tr
od

uc
-

in
g 

w
ith

 h
ea

lth
 c

en
te

rs
 a

nd
 s

pe
ci

al
iz

ed
 m

ed
ic

al
 in

st
itu

tio
ns

 
ca

n 
be

 p
er

fo
rm

ed
.

R3
–1

2.
D

et
ai

ls
-M

en
ta

l H
ea

lth
ca

n 
re

sp
on

d 
ap

pr
op

ria
te

ly
 to

 m
en

ta
l h

ea
lth

 p
ro

bl
em

s 
in

 
pa

tie
nt

s 
of

 a
ll 

ag
es

 a
nd

 c
ol

la
bo

ra
te

 w
ith

 p
sy

ch
ia

tr
is

ts
 a

nd
 

re
la

te
d 

ag
en

ci
es

.

ca
n 

re
sp

on
d 

ap
pr

op
ria

te
ly

 to
 m

en
ta

l h
ea

lth
 p

ro
bl

em
s 

in
 

pa
tie

nt
s 

of
 a

ll 
ag

es
 (e

sp
ec

ia
lly

 c
hi

ld
re

n 
an

d 
yo

un
g 

pe
op

le
 w

ith
 

de
ve

lo
pm

en
ta

l d
is

ab
ili

tie
s, 

sc
ho

ol
 re

fu
sa

l a
nd

 e
ld

er
ly

 d
ep

re
s-

si
on

, d
el

iri
um

, o
r m

ul
ti-

ge
ne

ra
tio

na
l d

rin
ki

ng
, s

m
ok

in
g,

 d
ru

g 
ad

di
ct

io
n,

 e
tc

.) 
It 

is
 p

os
si

bl
e 

to
 d

ea
l w

ith
 v

ar
io

us
 p

rim
ar

y 
ca

re
 

le
ve

ls
 a

nd
 c

oo
pe

ra
te

 w
ith

 p
sy

ch
ia

tr
y 

an
d 

re
la

te
d 

or
ga

ni
za

tio
ns

.

R3
–1

3.
D

et
ai

ls
-D

em
en

tia
 c

ar
e

ca
n 

ca
rr

y 
ou

t a
pp

ro
pr

ia
te

 d
ia

gn
os

is
 a

nd
 tr

ea
tm

en
t f

or
 

pa
tie

nt
s 

su
sp

ec
te

d 
of

 h
av

in
g 

de
m

en
tia

, a
nd

 c
ar

e 
m

an
ag

e-
m

en
t i

n 
co

lla
bo

ra
tio

n 
w

ith
 m

ul
tip

le
 o

cc
up

at
io

ns
.

ca
n 

ap
pr

op
ria

te
ly

 c
oo

pe
ra

te
 w

ith
 s

pe
ci

al
is

ts
 in

 th
e 

di
ag

no
si

s 
an

d 
dr

ug
 tr

ea
tm

en
t f

or
 p

at
ie

nt
s 

su
sp

ec
te

d 
of

 h
av

in
g 

de
m

en
-

tia
, a

nd
 c

an
 c

oo
pe

ra
te

 w
ith

 m
ul

tip
le

 o
cc

up
at

io
ns

 (n
ur

se
s, 

re
ha

bi
lit

at
io

n 
w

or
ke

rs
, c

ar
e 

m
an

ag
er

s, 
ca

re
gi

ve
rs

, e
tc

.) 
in

 c
ar

e 
m

an
ag

em
en

t t
o 

im
pr

ov
e 

th
e 

qu
al

ity
 o

f l
ife

, a
nd

 a
ls

o 
ap

pr
op

ri-
at

el
y 

co
op

er
at

e 
w

ith
 a

dm
in

is
tr

at
iv

e 
pr

oc
ed

ur
es

 a
s 

ne
ce

ss
ar

y 
(s

uc
h 

as
 th

e 
w

rit
te

n 
op

in
io

n 
of

 th
e 

at
te

nd
in

g 
ph

ys
ic

ia
n 

fo
r t

he
 

us
e 

of
 lo

ng
-t

er
m

 c
ar

e 
in

su
ra

nc
e 

an
d 

th
e 

pr
ep

ar
at

io
n 

of
 d

oc
u-

m
en

ts
 fo

r t
he

 a
du

lt 
gu

ar
di

an
sh

ip
 s

ys
te

m
).

R3
–1

4.
D

et
ai

ls
-B

eh
av

io
ra

l t
ra

ns
fo

rm
at

io
n

ca
n 

pr
ov

id
e 

gu
id

an
ce

 u
si

ng
 b

eh
av

io
r m

od
ifi

ca
tio

n 
th

eo
ry

 to
 

pa
tie

nt
s 

w
ith

 li
fe

st
yl

e-
re

la
te

d 
di

se
as

es
.

ca
n 

pr
ov

id
e 

gu
id

an
ce

 to
 p

at
ie

nt
s 

w
ith

 li
fe

st
yl

e-
re

la
te

d 
di

se
as

es
 

us
in

g 
be

ha
vi

or
al

 c
ha

ng
e 

th
eo

ry
 b

as
ed

 o
n 

va
rio

us
 li

fe
st

yl
es

.

R3
–1

5.
D

et
ai

ls
-P

al
lia

tiv
e 

ca
re

ca
n 

pr
ov

id
e 

ap
pr

op
ria

te
 d

ec
is

io
n 

su
pp

or
t a

nd
 p

al
lia

tiv
e 

ca
re

 
to

 p
at

ie
nt

s 
w

ith
 c

an
ce

r o
r n

on
-c

an
ce

ro
us

 d
is

ea
se

s.
ca

n 
co

nt
in

uo
us

ly
 a

nd
 a

pp
ro

pr
ia

te
ly

 s
up

po
rt

 th
e 

de
ci

si
on

-
m

ak
in

g 
of

 th
e 

pa
tie

nt
, t

he
ir 

fa
m

ily
, o

r t
he

 s
ur

ro
ga

te
 d

ec
is

io
n-

m
ak

er
 fo

r p
at

ie
nt

s 
in

 th
e 

tr
ea

tm
en

t s
ta

ge
 to

 th
e 

te
rm

in
al

 s
ta

ge
 

of
 c

an
ce

r o
r n

on
-c

an
ce

r d
is

ea
se

.
In

 a
dd

iti
on

, i
t i

s 
po

ss
ib

le
 to

 p
ro

vi
de

 a
pp

ro
pr

ia
te

 p
al

lia
tiv

e 
ca

re
 

at
 th

e 
pl

ac
e 

(h
om

e,
 a

dm
is

si
on

 fa
ci

lit
y,

 h
os

pi
ta

l, 
ho

sp
ic

e,
 e

tc
.) 

ac
co

rd
in

g 
to

 th
e 

pa
tie

nt
’s 

w
is

he
s 

an
d 

ci
rc

um
st

an
ce

s 
w

hi
le

 
co

or
di

na
tin

g 
an

d 
co

or
di

na
tin

g 
w

ith
 e

ac
h 

pe
rs

on
 c

on
ce

rn
ed

.

R3
–1

6.
O

rg
an

iz
at

io
n 

m
an

ag
em

en
t

ca
n 

w
or

k 
on

 th
e 

or
ga

ni
za

tio
na

l m
an

ag
em

en
t o

f c
lin

ic
s 

an
d 

ho
sp

ita
ls

 b
as

ed
 o

n 
th

e 
ro

le
 o

f p
rim

ar
y 

ca
re

 in
 e

ac
h 

re
gi

on
.

ca
n 

w
or

k 
on

 a
pp

ro
pr

ia
te

 o
rg

an
iz

at
io

na
l m

an
ag

em
en

t o
f c

lin
ic

s 
an

d 
ho

sp
ita

ls
 (i

m
pr

ov
em

en
t o

f p
at

ie
nt

 c
on

ve
ni

en
ce

, i
m

pr
ov

e-
m

en
t o

f q
ua

lit
y 

of
 m

ed
ic

al
 c

ar
e 

pr
ov

id
ed

, d
iv

is
io

n 
of

 ro
le

s 
w

ith
 

su
rr

ou
nd

in
g 

m
ed

ic
al

 in
st

itu
tio

ns
 a

nd
 n

et
w

or
k 

fo
rm

at
io

n,
 e

tc
.) 

ba
se

d 
on

 th
e 

ro
le

 o
f p

rim
ar

y 
ca

re
 in

 e
ac

h 
re

gi
on

.

R3
–1

7.
Li

fe
lo

ng
 le

ar
ni

ng
G

Ps
 c

an
 le

ar
n 

ab
ou

t c
om

m
on

 il
ln

es
se

s 
to

 m
ai

nt
ai

n 
th

ei
r 

ab
ili

ty
 to

 p
ra

ct
ic

e 
re

ga
rd

le
ss

 o
f t

he
 fr

eq
ue

nc
y 

of
 tr

ea
tm

en
t 

op
po

rt
un

iti
es

.

ca
n 

in
te

nt
io

na
lly

 le
ar

n 
to

 m
ai

nt
ai

n 
co

m
pe

te
nc

e 
in

 c
om

m
on

 
di

se
as

es
, i

nc
lu

di
ng

 e
m

er
ge

nc
ie

s 
an

d 
ch

ro
ni

c 
di

se
as

es
, r

eg
ar

d-
le

ss
 o

f t
he

 fr
eq

ue
nc

y 
of

 o
pp

or
tu

ni
tie

s 
to

 p
ra

ct
ic

e 
in

 a
 s

et
tin

g 
w

ith
 g

oo
d 

ac
ce

ss
 to

 s
ur

ro
un

di
ng

 s
pe

ci
al

ty
 c

ar
e 

fa
ci

lit
ie

s.



Page 10 of 13Mitsuyama et al. BMC Primary Care           (2023) 24:21 

Ta
bl

e 
3 

(c
on

tin
ue

d)

Ro
un

d3
-N

o.
co

m
pe

te
nc

y 
do

m
ai

n
de

fin
iti

on
 o

f c
om

pe
te

nc
y

ex
pl

an
at

io
n 

of
 c

om
pe

te
nc

y

R3
–1

8.
Ed

uc
at

io
n

ca
n 

pr
ov

id
e 

op
po

rt
un

iti
es

 to
 le

ar
n 

th
e 

ch
ar

ac
te

ris
tic

s 
an

d 
si

gn
ifi

ca
nc

e 
of

 u
rb

an
 p

rim
ar

y 
ca

re
 in

 s
tu

de
nt

 a
nd

 in
te

rn
sh

ip
 

ed
uc

at
io

n.

ca
n 

pr
ov

id
e 

op
po

rt
un

iti
es

 to
 le

ar
n 

th
e 

ch
ar

ac
te

ris
tic

s 
an

d 
si

g-
ni

fic
an

ce
 o

f u
rb

an
 p

rim
ar

y 
ca

re
 a

t v
ar

io
us

 s
tu

de
nt

 a
nd

 in
te

rn
-

sh
ip

 e
du

ca
tio

n 
op

po
rt

un
iti

es
 in

 c
om

m
un

ity
 m

ed
ic

al
 tr

ai
ni

ng
.

Fo
r e

xa
m

pl
e,

 th
ro

ug
h 

cl
in

ic
al

 tr
ai

ni
ng

 in
 u

rb
an

 a
re

as
, i

t i
s 

po
s-

si
bl

e 
to

 p
ro

vi
de

 a
n 

op
po

rt
un

ity
 to

 le
ar

n 
th

at
 p

rim
ar

y 
ca

re
 is

 
ne

ce
ss

ar
y 

no
t o

nl
y 

in
 n

on
-u

rb
an

 a
re

as
 a

nd
 d

ep
op

ul
at

ed
 a

re
as

 
bu

t a
ls

o 
in

 u
rb

an
 a

re
as

.



Page 11 of 13Mitsuyama et al. BMC Primary Care           (2023) 24:21 	

adequately investigated. While there have been several 
partial or empirical lists of competencies for urban GP/
FP, none have explicitly described the literature review 
and comprehensive list generation through research 
methods. This study reflected the literature review and 
the diverse opinions of panelists from three rounds of 
the Delphi method to obtain a broad and detailed list of 
competencies for urban GP/FPs. Second, we have iden-
tified some new competencies not previously identified 
as urban GP/FP. The ability to coordinate and integrate 
various care resources fragmented due to overconcen-
tration in urban areas and the ability to educate future 
generations about the significance of urban primary care 
are newly identified as important. This will be discussed 
below by comparing representative existing literature.

Comparison with existing literature
We discuss a representative list of 18 competencies 
obtained. One known competency of urban GP/FP is 
“cultural competence” (R3–1). It is the ability to under-
stand cultural diversity and provide appropriate care in 
clinical practice. It is known as an important competency 
in healthcare strategies to reduce inequalities due to cul-
tural differences and provide quality care to all people [7, 
27–31]. Another representative of the known competen-
cies of urban GP/FP is “care for the socially disadvan-
taged” (R3–2.). This is the ability to provide appropriate 
care to the urban underserved communities, especially 
those who have difficulty accessing health care, such as 
the homeless, uninsured, poor, immigrants, and sexual 
minorities. This has been a growing concern with the 
recent accumulation of knowledge on the social determi-
nants of health [32–34].

On the other hand, the four competencies of “coor-
dination of care with specialized medical institutions” 
(R3–5.), “coordination of care with multiple professions” 
(R3–7.), “adjustment of scope of practice” (R3–4.), and 
“integration of fragmented medical care” (R3–6.) indi-
cate the need for GP/FP to have the ability to “provide 
integrated care” in response to “fragmentation of care,” a 
side effect of specialization and overconcentration of care 
resources associated with urbanization [35, 36]. In par-
ticular, it refers to integrating care at the micro (clinical 
integration) and meso (professional and organizational) 
levels [37]. Although integrated care itself is not a new 
concept, it has not received as much attention as cultural 
competency and urban underserved care as a compe-
tency of urban GP/FP. This is a new competency that we 
were able to focus on in this study.

In addition, new competencies added based on the 
panelists’ opinions include palliative care (R3–15), organ-
izational management (R2–16), lifelong learning (R2–17), 
and education (R2–18). Especially for education (R2–18), 

many panelists as urban GP/FP emphasized the impor-
tance of “providing opportunities to learn about the need 
and significance of primary care not only in rural but also 
in urban areas, regardless of future careers,” a distinctive 
competency not found in the existing literature.

Limitations and challenges for further study
This study has several limitations and challenges for fur-
ther research. One is the number of panelists. The num-
ber of panelists in this study was 39, possibly a relatively 
small number. However, since there is no strict standard 
for the number of panelists in the Delphi method [14], we 
set the number based on recent medical education stud-
ies [38, 39]. Also, it could be evaluated to a certain extent 
that this study finally obtained a high response rate of 36 
out of 39 (92.3%). In the future, it is desirable to evalu-
ate the validity of the list with more panelists, consider-
ing the balance between the number of participants and 
the dropout rate. Another limitation is the quality of the 
panelists. Of the GP/FP panelists, 6 out of 26 selected 
the female gender option, and none selected the “nei-
ther” option. As of 2019, when the survey was conducted, 
the percentage of female physicians by gender in Japan 
was 21.9%, which is not significantly different from the 
percentage in this study, but very low compared to the 
OECD average. This gender gap is one of the issues in 
Japan that needs to be improved. Since this gender imbal-
ance may have affected the selection of competencies in 
this study, further research with a more balanced gender 
balance is desirable. There were only three patient repre-
sentatives as panelists, and the opinions of other profes-
sionals were not reflected. It is hoped that a more diverse 
list of stakeholders will be included in the future [19]. In 
addition, this study was conducted in a metropolitan area 
in Japan, and there was a limit to the possibility of trans-
ferring the results to other countries and cities with dif-
ferent demographics and healthcare systems. However, 
by using the results of this study as a comparison, it will 
be easier to reevaluate and compare the validity of the list 
in other countries and cities. There is also the methodo-
logical limitation of the Delphi, which is the selection of 
specific panelists at a specific time. Since the responses 
may be influenced by the situation and interests of the 
panelists at the time of the survey, for example, if a situ-
ation such as a disaster or infectious disease outbreak 
in an urban area occurs, consideration should be given 
to the possibility that these may be listed as candidates 
for competency or given a strong weighting. It is neces-
sary to periodically revise the list among the stakeholders 
involved in the field implementation. In fact, this study is 
both limited and valuable in that the data were collected 
and analyzed before the outbreak of COVID-19 infection, 
which had a significant impact on the GP/FP role [40].
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Prospects for further practice and research
In order to use the list of competencies from this study 
to inform the clinical practice of urban GP/FP, it is nec-
essary to develop an educational curriculum and con-
tent for urban primary care that incorporates specific 
educational strategies and assessment methods. Action 
research is also desired to evaluate whether educational 
practices based on these curricula lead to the training 
of high-quality urban GP/FP. Finally, it is necessary to 
evaluate whether developing quality urban GP/FP can 
contribute to improving health outcomes for people 
living in cities [41].

Conclusion
The competency list obtained in this study covers a 
wide range of competency areas required as a GP/FP 
and is more developed in defining and describing com-
petencies, reflecting the characteristics of urban areas 
compared to general GP/FP competencies. Particularly, 
in addition to the known competencies of an urban GP/
FP, such as cultural competence and caring for socially 
disadvantaged populations in urban areas, we newly 
identified the importance of the ability to coordinate 
and integrate various care resources that are highly 
fragmented in urban areas.

With global urbanization, training GP/FP who can 
effectively practice urban primary care will become an 
important issue in many countries. The comprehensive 
list of competencies presented in this study can serve as 
an indicator for policymakers and education program 
managers to consider what kind of urban GP/FP should 
be trained. For GP/FP who understand their patients’ 
backgrounds and practice patient-centered medicine, 
the list of competencies presented in this study may 
provide them with a bird’s-eye view of their role in 
urban primary care, a way to reflect on their clinical 
practice, and a guideline for providing effective primary 
care. This will ultimately lead to a healthier life for all 
people living in cities.
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