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INTRODUCTION

THE BURDEN OF CHRONIC DISEASE 

Six in 10 adults in the U.S. have at least one chronic disease, and four in 10 have two or more, according 
to the CDC.1 People in underserved communities bear far more of the burden of chronic disease than 

people in more affluent communities. 

The COVID-19 pandemic emphasized these health and health care disparities. More people in underserved 
communities, especially those from racial and ethnic minority groups, got sick or died or were at higher risk 
of getting sick and dying from COVID-19 compared to the general population. 

Even before the pandemic, primary care providers struggled to find the time, tools and resources to help 
patients with chronic diseases—whether affluent or underserved—improve their health and wellbeing. Yet, 
most chronic diseases seen in primary care can be prevented, managed or even reversed by addressing 
their underlying social and behavioral determinants.

A BETTER WAY TO MANAGE CHRONIC DISEASE
Whole-person care and integrative health focus on helping patients achieve health and wellbeing, not 
just on the treatment of disease, illness and injury. It is a better way to manage chronic disease because it 
addresses all the factors that impact health and healing: 

•	 Medical treatment
•	 Mental health
•	 Personal behaviors and lifestyle
•	 Social determinants of health 
•	 Personal determinants of healing 

Integrative primary care providers use all proven approaches:

•	 Evidence-based conventional medicine 
•	 Non-drug treatments (including complementary and alternative medicine) 
•	 Self-care 
•	 They focus on what matters most to each person and establish trusting, ongoing relationships to help 

patients heal. 

Whole-Person Care 

PATIENT PROVIDER TRUSTING  
RELATIONSHIP+ =

Evidence-based  
conventional medicine

Non-drug treatments

Self-care

https://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/racial-ethnic-disparities/disparities-illness.html
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Whole-Person Care 

Helps patients achieve health and wellbeing: 

Integrative primary care providers use a person-centered, relationship-based approach to integrate 
self-care with evidence-based conventional medicine and non-drug treatments. They consider all 
factors that influence healing: 

•	 Medical treatment

•	 Mental health

•	 Personal behaviors and lifestyle

•	 Social determinants of health 

•	 Personal determinants of healing 

Uses proven approaches:

Integrative primary care providers coordinate the delivery of evidence-based conventional medicine 
and non-drug treatments and self-care: 

•	 Conventional medicine is the delivery of evidence-based approaches for disease prevention and 
treatment currently taught, delivered and paid for by the mainstream health care system. 

•	 Non-drug treatments focus on non-pharmacological approaches to care and include what is 
sometimes called complementary and alternative medicine (CAM).

•	 Self-care is all the evidence-based approaches that individuals can engage in to care for their own 
health and wellbeing. Self-care promotes healthy behaviors and a healthy lifestyle to enhance 
health and healing. Approaches focus on the connection between the body, the mind the spirit and 
behavior, and cover food, movement, sleep, stress, substance use and more. Improving one area 
can influence the others and benefit overall health.

Goes beyond the doctor’s office to consider context:

Whole-person care is framed by each person’s social and personal context:

•	 Social determinants of health are the conditions in the places where people live, learn, work and 
play that affect health and quality of life. 

•	 Personal determinants of healing are those personal factors which influence and promote health 
and healing. These include the physical, environmental, lifestyle, social, emotional, mental and 
spiritual dimensions which are connected and must be balanced for a happy and fulfilled life. 

•	 Health Coaching is a delivery method for whole-person care. Health coaches use their expertise in 
human behavior to help individuals set and achieve health goals. They are an increasingly important 
component of whole-person care teams.

INTRODUCTION
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Providers work with patients to create a personalized health plan based on the person’s needs and 
preferences. To do this, they use free tools such as:

•	 The PHI (Personal Health Inventory), which assesses the person’s meaning and purpose in life, current 
health and readiness for change. Patients complete this before or during a primary care visit that 
integrates health and wellbeing.

•	 The HOPE (Healing Oriented Practices & Environments) Note, a patient-guided process to identify the 
person’s values and goals in life and for healing so the provider can assist them in meeting those goals 
with evidence and other support.

Whole-Person Care Works

Evidence shows that whole-person care is effective in meeting the quadruple aim of: 

•	 Better outcomes
•	 Improved patient experience
•	 Lower costs 
•	 Improved clinician experience

Read more about the evidence supporting whole-person care. 

THE INTEGRATIVE HEALTH LEARNING COLLABORATIVE
The Integrative Health Learning Collaborative sought to better manage chronic disease by addressing social 
and behavioral determinants of health to:

•	 Improve the delivery of whole-person care 
•	 Make integrative health routine and regular in primary care 

Seventeen clinics participated in the learning collaborative, held from October 2020 to September 2021. 
The Family Medicine Education Consortium and Samueli Foundation sponsored the learning collaborative.

Read more about the Integrative Health Learning Collaborative.

INTRODUCTION

https://drwaynejonas.com/wp-content/uploads/2018/08/PersonalHealthInventory.pdf
https://drwaynejonas.com/resources/hope-note/
https://drwaynejonas.com/resource/IHLC-Overview
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BRINGING STRUCTURE AND INTEGRATIVE HEALTH  
PRINCIPLES INTO GROUP VISITS

UC Health, the health system of the University of Cincinnati, is an integrated health system and 
Cincinnati’s only academic medical center. It includes:

•	 University of Cincinnati Medical Center
•	 West Chester Hospital
•	 Daniel Drake Center for Post-Acute Care
•	 UC Gardner Neuroscience Institute
•	 Lindner Center of HOPE
•	 Bridgeway Pointe
•	 University of Cincinnati Physicians, an 800-plus physician group

UC Health has 19 primary care clinics, 27 specialty ambulatory clinics, and more than 800 physicians and 
advanced practice providers. 

Internal medicine faculty and residents care for an urban population with a high proportion of medically- 
and socially-complex patients of all ages through three primary care practices at UC Health. Most of these 
patients are on Medicaid, while some are insured by Medicare or dually eligible for Medicaid and Medicare. 
Six to nine providers handle 1,200 to 1,400 patient visits each month.

CENTERING GROUP VISITS
In 2010, UC Health implemented Centering Group Visits to improve patient health and wellbeing. 
Centering Group Visits are a type of group visit that is standardized and patient-centered, and must adhere 
to strict national guidelines. Tiffiny Diers, MD, and Jinda Bowerman, DNP, run the centering program. 
Dr. Diers is Associate Professor and Program Director of the Internal Medicine Residency Program at the 
University of Cincinnati and Centering Program Director at UC Health. Dr. Bowerman is a family nurse 
practitioner and co-director of the Centering Program at UC Health.

“The focus is on the patients as experts in their own lived experience and healing agents 
within their own lives and in the community, not about us as providers coming in as 
experts and telling them what they have to do.”
— Tiffiny Diers, MD

THE CHALLENGE
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Group learning based on the patients’ experiences improves equity. “Patients identify new angles for their 
health management that we as providers in many cases wouldn’t have thought of because our context is so 
different,” says Dr. Bowerman.

Evidence shows that Centering Group Visits improve patient outcomes and the experiences of patients. 
The literature on Centering Group Visits for pregnancy, for example, shows reduction in preterm birth rates 
and increases in breast feeding, according to the Centering Healthcare Institute.2 Centering Group Visits 
lead to more patient engagement, learning and self-confidence.2 

Centering Group Visits benefit providers too. They give providers more time to spend with patients and 
reduce the repetition of information.

“We really get to look at and hear about what really matters to the patient and move 
forward in addressing their health goals in a realistic way.”
— Jinda Bowerman, DNP

Initially, the Centering Group Visits at UC Health focused on pregnancy and then parenting. The team 
added Centering Group Visits for chronic conditions—chronic pain, weight management (obesity)  
and diabetes.

Format and types of Centering Group Visits

Centering Group Visits last about two hours, usually include 6 to 10 patients and have three  
key components:

•	 Health assessment:
	» Each patient completes a health assessment and has a brief assessment with a licensed medical 

provider. This makes group visits billable.
•	 Interactive learning on topics tailored to the group’s interests and needs: 

	» Engaging activities and facilitated discussions where patients learn from each other and from 
providers and providers learn from patients.

	» Activities focus on empowering patients and engaging them in a deeper and more meaningful way 
than traditional medical care.

•	 Community building:
	» Patients are comforted by knowing they are not alone. 
	» Group care lessens feelings of isolation and stress while enabling patients to make friends and  

get support. 

THE CHALLENGE
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The table shows the structure of a typical group visit session at UC Health. 

A Sample In-Person Centering Group Visit Plan

Centering Group Visit Sample In-Person Visit Plan

Pre-Visit (30min) Intake, vitals, 1:1 time with providers.

Welcome and Opener 
(15min)

Welcome and review of group guidelines 
Opener: What’s your name and something that you are grateful for?

Activity 1 (25min) Sleep tile game: Strategies for healthy sleep are put on papers arranged in a 
circle. Patients go to a “tile” showing a strategy they have used successfully. 
Group sharing occurs. Then patients move to a tile showing a strategy they 
would like to try.

Break (20min) Socializing, complete 1:1 time with providers

Activity 2 (25min) Body scan meditation

Goal Setting (20min) Reflection and Goal Setting

Closing (15min) Facilitators ask “What did you learn today?” or “How will you use your new skills 
when you leave?” 
Inspirational Quote or Affirmation

UC Health has basic and advanced Centering Group Visits. Basic Centering Group Visits last four months, 
with one meeting per month. Each session follows the same outline. 

Advanced Centering Group Visits also meet monthly but are ongoing. People attend as frequently or 
infrequently as they want to. Topics are driven by group suggestions. The results section of this case study 
highlights changes to advanced Centering Group Visits made as a result of participating in the Integrative 
Health Learning Collaborative.

Dr. Diers and Dr. Bowerman were ready to expand Centering Group Visits when the COVID-19 pandemic 
occurred. They had to switch to virtual group visits, using Microsoft Teams. This was difficult for many 
patients, who had technology issues ranging from not having a device to use to not knowing how to 
connect for a virtual meeting or how to use the technology. Also, providers had to do the assessments by 
telephone before each Centering Group Visit. 

“Virtual groups are successful once you get through challenges of bridging the digital divide and the 
technological hassle of getting patients on,” says Dr. Bowerman.

While Centering Group Visits are integrative by their nature, UC Health wanted to add more integrative 
health structure and principles to the visits and to their primary care practice. The Integrative Health 
Learning Collaborative provided a way for them to do this.

THE CHALLENGE
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WORK DURING THE INTEGRATIVE  
HEALTH LEARNING COLLABORATIVE 

FOCUSING ON STRENGTHENING  
ADVANCED CENTERING GROUP VISITS

During the Integrative Health Learning Collaborative, UC Health brought more integrative health 
structure and services into group visits. The work focused on the advanced centering groups for 

patients with chronic pain, obesity or diabetes, where the curriculum was less well developed than the 
curriculum for the basic centering groups.

THE INTEGRATIVE HEALTH TEAM
The Integrative Health Learning Collaborative team consisted primarily of the “dynamic duo” of Dr. Diers 
and Dr. Bowerman. Initially, they had planned to have a larger team, including other physicians, residents, 
support staff, and quality improvement and data personnel. However, key program leaders and staff left UC 
Health before the project started. Also, residents and other staff were diverted to handling patients with 
COVID-19.

“We had envisioned our role being directing the improvement work, curriculum redesign to incorporate 
Integrative Health Learning Collaborative topics within Centering Group Visits and doing some work with 
patients on how best to incorporate these changes,” says Diers. “We ended up having to do more of the 
staff roles. Anything that didn’t absolutely have to get done in order for things to proceed didn’t get done. 
We’re lucky to have been able to move forward.”

Patient Case: Lifestyle and Mindset Changes Lead to Better Health

John [not his real name] is a 54-year-old with chronic kidney disease, hypertension, hypersensitivity 
lung disease and depression. In 2017, he was treated for a middle cerebral artery aneurysm. In May 
2020, John was admitted to UC Health with diabetic ketoacidosis. His HbA1c had increased from 6.5  
to 11.3. John also had chronic low back pain. 

In the hospital, John received insulin. A diabetes educator visited John, who was also referred to The 
Hoxworth Center at UC Health for primary care invited to join the Basic Centering Diabetes Group. 
John began attending the group in July 2020 and graduated four months later in October. Then he 
began attending the Advanced Centering Diabetes and Healthy Lifestyles Group. In January 2021, he 
began the HOPE Note process in that same group.

Through the Advanced Centering Diabetes and Healthy Lifestyles Group, and the HOPE Note process, 
John is actively working on lifestyle changes. He is walking every day and eating more fruits and 
vegetables. Also, John has stopped consuming sugary drinks. 

John was able to stop using insulin and is now just on metformin. His blood pressure is controlled. 
After recognizing some cognitive concerns, providers set him up with a mediset and medication app 
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WORK DURING THE INTEGRATIVE  
HEALTH LEARNING COLLABORATIVE 

to help with medication safety and sent him for neuropsychological testing. John is taking his other 
medications as directed.

“Now I know my mindset is one of the most important things about becoming healthy and that my 
mental health and physical health are connected,” says John.

Providers also noticed problems with sleep and sent John for evaluation. He was diagnosed with 
sleep apnea and is now using a CPAP machine. This has improved John’s energy and he is ready to 
try acupuncture and massage for his chronic lower back pain. He continues to see a therapist for 
depression.

John has made friends with other people in the group and feels supported because “they are going 
through the same things that I am.”

EVALUATING WHOLE-PERSON CARE
UC Health evaluated its use of integrative health for practice and clinical improvement. They used the 
Plan-Do-Study-Act (PDSA) cycle and the McKinsey 7S model of change management to plan and manage 
implementation and to evaluate their changes and plan next steps to expand the delivery of  
integrative health.

Read more about PDSA cycles and the McKinsey 7S model of change management. 

Here is what UC Health did. 

A More Comprehensive Evaluation 

Since UC Health has been involved with many quality improvement projects and learning collaboratives, 
Dr. Diers and Dr. Bowerman have substantial experience with practice change methods. They use the 
Model for Improvement, which focuses on accelerated change and uses the PDSA cycle.

They started with a key driver diagram, which showed:

•	 The project aims
•	 The population
•	 Primary drivers that contribute directly to achieving the aims
•	 Secondary drivers
•	 Interventions, or changes, to test.

Using the key driver diagram as a guide, they then conducted several PDSA cycles of small tests of change 
in essential areas.
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The Integrative Health Learning Collaborative, however, required the painstaking collection of data that 
was not automated and tools that were not integrated into Epic. During COVID-19, the coordinator of the 
Centering Group Visits program left and finding a replacement took several months. With less support from 
quality improvement and data personnel staff than expected, Dr. Diers and Dr. Bowerman were unable to 
keep up with data collection and analysis, which limited the ability to collect quantitative data. 

WORK DURING THE INTEGRATIVE  
HEALTH LEARNING COLLABORATIVE 
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ADDING INTEGRATIVE HEALTH TO CENTERING GROUP VISITS 
AND RE-ASSESSING THE PROGRAM

CLINIC HIGHLIGHTS

Despite the challenges, UC Health reported the following accomplishments related to  
integrative health.

The learning collaborative team added integrative health to advanced centering groups.

Dr. Diers and Dr. Bowerman incorporated the PHI, the HOPE Note and integrative health activities into 
Advanced Centering Group Visits for patients with chronic pain, obesity and diabetes who had completed 
a basic centering group. They developed a process to incorporate segments of the PHI during the medical 
assessment before group visits and taught residents how to do this. The segment of the PHI used for each 
visit was based on the topic for the group visit.

Residents diverted to caring for patients with COVID-19 were unable to participate in the project until 
Spring 2021. Sometimes it was difficult for Dr. Diers and Dr. Bowerman to complete the PHI segment also. 
Doing the PHI in segments was helpful for patients but less helpful for providers in measuring the patients’ 
progress or the impact of the advanced Centering Group Visits.

“It would be cleaner if, for example, if we had an individual HOPE encounter at the start of each centering 
cohort and completed the PHI to create a starting integrative health plan,” says Dr. Diers. Lack of time, 
however, is a barrier to doing this.

“I decided to try what worked for other people so I tried the yoga we learned and sleeping 
with body pillows. I have gone from taking one pain pill every day to only taking two pills 
since last [month’s] visit.”
— Patient who participated in group visits

HOPE topics and activities added to the advanced Centering Group Visits included:

•	 Fiber Fun with a registered dietician
•	 Chair and balance exercises with an exercise therapist
•	 A nature and health art activity

KEY RESULTS
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Adding integrative health changed the conversation with patients during Centering  
Group Visits.

Advanced Centering Group Visits now focus more on social support, physical environment and what 
matters most to patients.

“This was a great experience. It changed conversation with patients, especially around 
social support, the impact of the physical environment on health and the importance of 
purpose and meaning on health.”
— Tiffiny Diers, MD

While all group visits naturally provide social support, the Advanced Centering Group Visits had not 
explicitly addressed social support. By focusing more on social support, Dr. Diers and Dr. Bowerman 
learned that many patients lack social support. Some patients, especially those with chronic pain, have 
social support but family and friends don’t understand their pain. Now Dr. Diers and Dr. Bowerman 
highlight the importance of social support to health and how patients can seek out and strengthen 
supportive relationships. 

“Before I would ask how things were going in your life at the end of the conversation. Now 
I do that first.”
— Jinda Bowerman, DNP

The curriculum for the Advanced Centering Groups had focused on lifestyle: diet, exercise, sleep and stress 
management. During the Integrative Health Learning Collaborative, Dr. Diers and Dr. Bowerman also 
added content on the environment (neighborhood and home) and the purpose and meaning of life. 

The learning collaborative team reassessed Centering Group Visits and re-designed the 
advanced centering group curriculum.

Integrative health activities incorporated into advanced Centering Group Visits will be further developed 
and used in both basic and advanced groups. 

Dr. Diers and Dr. Bowerman would like to introduce patients to many different integrative health therapies 
in the Centering Group Visits. Patients will gain some basic self-care skills and will be able to decide if they 
want to pursue specific integrative health therapies. Dr. Diers and Dr. Bowerman will be using materials 
from the Integrative Health Learning Collaborative and bringing in integrative health practitioners as  
guest speakers.

KEY RESULTS
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Along with more focus on integrative health, changes to the advanced centering group curriculum includes 
a four-month structure and more check-ins between the monthly group visits. Both of these changes 
facilitate accountability and momentum, which Dr. Diers and Dr. Bowerman learned are important in 
behavior change during the Integrative Health Learning Collaborative. They introduced the new curriculum 
in November 2021. 

Leaders of the Centering Group Visit program are building an integrative health community 
within UC Health.

Dr. Diers and Dr. Bowerman have been building relationships with “other like-minded practitioners” at 
UC Health’s Center for Integrative Health and Wellness. They are meeting experts who can serve as 
guest speakers during group visits and have learned about mind-body therapies that are available to their 
patients at no cost through philanthropic donations.

Also, Dr. Diers and Dr. Bowerman are negotiating to locate the Centering Group Visit program within the 
Center for Integrative Health and Wellness (as of November 2021).

Qualitative evaluation results are being used to improve integrative health during Centering 
Group Visits.

The evaluation showed results of using segments of the PHI, HOPE activities, monthly goal-setting and 
problems in adding integrative health to Epic. Sample results include:

•	 Lifestyle segment of the PHI: 
	» Sleep was a common problem and patients need more time to discuss this. Dr. Diers and Dr. 

Bowerman added sleep to the template for Centering Group Visits.
•	 HOPE activities:

	» Patients enjoyed doing a forest video meditation and drawing how they interact with nature. If 
there is time, the forest video meditation and the nature drawing could be separated into two 
activities. 

•	 Monthly goal setting:
	» Time sometimes ran short to do this at the end of the group, so goals were not SMART (Specific, 

Measurable, Achievable, Relevant and Time-based). Also, it was difficult to get goals off of paper 
for tracking. In later Centering Group Visits, Dr. Diers and Dr. Bowerman tried other ways to record 
goals, including in Epic and in PowerPoint slides.

The quantitative results are limited due to lack of staff support for data collection and analysis. As of June 
2021, Dr. Diers and Dr. Bowerman reported:

•	 2 completed PHIs out of 30
•	 0 completed PROMISs
•	 26 HOPE activities completed out of 28 planned
•	 0 patients with an integrative health plan

As of January 2022, Dr. Diers and Dr. Bowerman were continuing data collection and analysis.

KEY RESULTS
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LEARNING COLLABORATIVE HIGHLIGHTS 
UC Health reported the following benefits of participating in the Integrative Health Learning Collaborative.

Leaders of the Centering Group Visit program stayed focused on integrative health during a  
challenging time. 

The COVID-19 pandemic and loss of key staff made it very difficult for Dr. Diers and Dr. Bowerman 
to move forward with integrative health. The structure provided by the Integrative Health Learning 
Collaborative and the support of faculty and other participants was key to making progress.

“This community has been invaluable in keeping us focused and inspired to continue 
working on making integrative health accessible and routine for our patients in  
primary care.”
— Jinda Bowerman, DNP

Connecting with other providers doing and interested in integrative health was inspirational 
and educational. 

“I’ve enjoyed being able to meet with like-minded folks across the country and see some of the amazing 
options that other groups are providing in integrative health in a primary care setting,” says Dr. Bowerman. 
She and Dr. Diers were also inspired to look for and build connections with integrative health providers at 
UC Health.

Patients participating in Centering Group Visits are benefitting from the Integrative Health 
Learning Collaborative’s resources.

Throughout the Integrative Health Learning Collaborative, faculty and the clinics shared resources on many 
different integrative health therapies. Dr. Diers and Dr. Bowerman are using these in their group visits.

Key Insights for Implementing Integrative Health 

Introduce integrative health at meetings with a short meditation or stretch. Learning collaborative 
meetings began with a short deep-breathing technique or meditation. Dr. Bowerman now leads 
colleagues in a short meditation or stretch at the beginning of meetings. Along with helping busy 
providers refocus and slow down, this is a nice introduction to integrative health.

Use group visits to bring integrative health to patients. Group visits, whether they are Centering Group 
Visits or other group visits, are a great way to bring integrative health to more patients. Integrative 

KEY RESULTS
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KEY RESULTS

health topics and tools fit easily into group visits, which are naturally somewhat integrative in many 
ways. “With the group, you get an added level of wisdom of the lived experience for group learning and 
problem-solving, a supportive community and accountability,” says Dr. Diers.

When starting group visits, invest in developing facilitation skills, which drives outcomes, and use a 
proven model. 

•	 Learn more about group visits: Chronic Disease Management with Group Visits,  
a case study on how to promote healthy behaviors among patients with chronic diseases

Complete training in and personally use integrative health or medicine. Dr. Diers completed training 
in integrative medicine and began adopting healthier behaviors. This helped her understand the large 
gap between learning and doing. “Translating information into action is the hard part, not getting the 
information into patients’ heads,” she says. Providers who create new lifestyle habits and mindsets will 
empathize with patients who are trying to do this.

Look for partners within your clinic or community. Partnering with others helps providers who are 
new to integrative health learn more about integrative health therapies and resources and can provide 
sources for referrals to lessen the load. By partnering with UC Health’s Center for Integrative Health 
and Wellness, for example, Dr. Diers and Dr. Bowerman have met experts who can serve as guest 
speakers during group visits and learned about therapies that are available to their patients.

https://drwaynejonas.com/wp-content/uploads/2018/09/CS_Group-Visits_FINAL.pdf
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LOSS OF STAFF AND LACK OF TIME 

Loss of staff made adding integrative health to the Centering Group Visit program difficult. Key 
Centering Group Visit program staff left UC Health before the project started and residents and other 

staff were diverted to handling patients with COVID-19. Instead of having a team, Dr. Diers and Dr. 
Bowerman had to do most of the work themselves. They were not able to accomplish as much as they had 
planned during the learning collaborative.

The group visit format makes it difficult to complete the PHI. Dr. Diers and Dr. Bowerman were doing 
segments of the PHI before each group visit. Sometimes, however, they did not even have time to do this. 
One solution would be to do an introductory session to Centering Group Visits and complete the PHI as 
part of this. Lack of time, however, is also a barrier to doing this. 

CHALLENGES
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EXPANDING THE INTEGRATIVE HEALTH LENS AT UC HEALTH

UC Health will continue to use integrative health in Centering Group Visits, add more experts and 
services in both the basic and advanced group visits, assess this work and make improvements.

Dr. Diers and Dr. Bowerman are also bringing integrative health to two other learning collaboratives and 
to two new types of patient visits at UC Health. The learning collaboratives focus on diabetes outcomes in 
the Medicaid population in Ohio and control of hypertension among black people in Ohio. 

UC Health is launching cancer wellness group visits for breast and gynecological cancer survivors and brain 
health group visits for people with cognitive disorders and their caregivers. Dr. Diers and Dr. Bowerman are 
partnering with the providers to use an integrative health approach in these group visits.

A SYSTEMS-LEVEL APPROACH TO INTEGRATIVE HEALTH
Leadership changes at UC Health, including a new chair of internal medicine and the re-design of 
ambulatory care, provide an opportunity to use a systems-level approach to expanding integrative health. 
Wayne Jonas, MD, one of the leaders of the Integrative Health Learning Collaborative and Executive 
Director of Samueli Foundation’s Integrative Health Programs, is consulting on this with Dr. Diers, Dr. 
Bowerman and others at UC Health.

NEXT STEPS
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EVIDENCE SUPPORTING WHOLE-PERSON CARE

Evidence from existing whole-person care supports the effectiveness of this model in meeting the 
quadruple aim:

•	 Better Outcomes
•	 Improved Patient Experience
•	 Lower Costs
•	 Improved Clinician Experience.

This evidence includes a narrative review of several models of whole-person care and studies illustrate the 
business case for whole-person models in primary care3 and the models and studies cited in this section.

BETTER OUTCOMES
Whole-person care: 

•	 Increases the ability to manage chronic pain and decreases opioid doses.4 
•	 Improves patient-reported health and wellbeing.5 
•	 Lowers A1c in people with diabetes.6 
•	 Improves medication adherence.7

•	 Facilitates a healthier lifestyle.8

•	 Reduces the severity of heart disease.9, 10

•	 Reduces loneliness among seniors.11

•	 Lessens symptoms, including pain, depression, low back pain and headaches.12, 13, 14 

IMPROVED PATIENT EXPERIENCE
Whole-person care: 

•	 Improves retention among patients most at risk of switching providers.15 
•	 Improves patient satisfaction with providers and overall care.16, 17, 18 

•	 Improves trust in, and relationships with, providers.15, 16

•	 Improves quality of care ratings.3, 16 
•	 Improves patient input on care decisions.3

APPENDIX 1
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LOWER COSTS
Whole-person care: 

•	 Lowers the cost of drugs.19, 20

•	 Lowers total medical costs.21, 22

•	 Leads to fewer ED visits.14 

•	 Reduces hospital admissions.19 

•	 Reduces length of hospital stay.16, 19 
•	 Decreases outpatient costs.18, 23

IMPROVED CLINICIAN EXPERIENCE
Whole-person care: 

•	 Reduces provider burnout.6, 24, 25

•	 Reduces turnover by providers and employees.3, 26

•	 Improves quality of life for providers.27 

Read more about the evidence supporting whole-person care. 

APPENDIX 1
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PDSA CYCLES AND THE MCKINSEY 7S MODEL OF  
CHANGE MANAGEMENT 

THE PDSA CYCLE

T he PDSA cycle is a tool for documenting change. Clinics participating in the Integrative Health Learning 
Collaborative planned and tested small changes, learned from the results, and modified the changes  

as necessary.

PDSA Cycle

•	 Conduct a number of 
integrative health visits using 
HOPE Note tools

•	 What issues will come up to 
be addressed?

•	 Who, What, Where, When, 
Timeline?

•	 Recruit patients. Engage the 
team. Do the visits.

•	 Document visits and issues that 
need to be changed.

•	 Collect data:
	» Number of integrative health 

visits at the site
	» Number of PHIs, HOPE Notes, 

PROMIS done/collected
	» Number of other integrative 

health “touches” in patients
•	 Enter data into a spreadsheet

•	 What changes will be made? 
List them out

•	 Now: Who, What, Where and 
When for the next integrative 
health cycle?

•	 Do data analysis: Descriptive 
and comparative

•	 Compare what was done to 
what was planned

•	 Summarize issues and 
learnings

     PLAN
               

    
    

    
  A

CT

Source: Slide 9, PDSA and 7S Report Outs v1

STUDY                D
O
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THE MCKINSEY 7S MODEL OF CHANGE MANAGEMENT
The McKinsey 7S model of change management is a good way to plan and manage implementation of 
integrative health. The model considers three structural elements: strategy, systems and structure. It 
also recognizes three “people” elements needed to win the hearts of everyone from front office staff 
to the most senior physicians. These include addressing the types of people who are going to lead the 
change, the skills of the people who will be involved, and the overarching leadership style within the 
organization. These elements are fuzzier, more intangible, are influenced by corporate culture and are 
sometimes more difficult to address.

The McKinsey 7S Model of Change Management

Graphic CC-BY 2.5 Wikimedia

STRATEGY

STAFF

SUPER- 
ORDINATE 

GOALS  
(Shared Values)

STRUCTURE

SYSTEMS

SKILLS

STYLE

Managing change by addressing all these barriers leads to the 7th “S,” creation of shared values 
underpinning the culture of the group. 

APPENDIX 2
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Structural and People Elements in the McKinsey 7S Model of Change Management

Structural Elements:

Strategy: What do you want to do differently? What will it replace?

Systems: What changes in workflow needs to happen to do the new thing?

Structure: How are you going to set up a new system to kick off and then monitor the initiative?

People Elements: 

Style: How are you going to lead the change? 

Staff:
Who can you enlist who will make it happen?  
Who do others in your practice look to for guidance? 

Skills:
Who needs to be trained in the new workflow? What is the training?  
How can you give them ownership? 

Addressing all these issues through careful planning will lead to development of the shared values, the 
commonly accepted standards and norms within the practice that will make the switch to whole-person 
care a success.

USING THE 7S MODEL TO PLAN IMPLEMENTATION
Substantial planning is necessary to make the change to whole-person care. 

Strategy: The obvious changes, as part of this initiative, are to start using the PHI, start conducting 
integrative visits around the HOPE note, and start setting up a way to monitor both your implementation 
and the outcomes you’ve settled on. Who is going to do what? 

Systems: Careful attention is needed to identify new systems to support whole-person care. Most aspects 
of the practice will need to be changed in some way, including front-office, billing, and clinical care 
workflows. Having a Plan B on the shelf will be useful.

Structure: Determine how the roll-out will occur. It may be best to start a pilot project with a single team, 
carefully chosen for their ability to embrace change. Their success must be carefully monitored so that 
processes can change when barriers are discovered.

Style: Decide on whether the change to whole-person care will be incremental or dramatic. Decide on who 
will lead the implementation and how they will approach it. Develop a means of getting staff members 
excited. Decide how much input the staff will have in the implementation. Set up a rapid cycle quality 
improvement plan.

Staff: You will need to enlist key people to make your implementations happen and to make it stick. These 
may be people in key roles, but you will need to identify an opinion leader and a first follower (the first 
person in the organization to support the opinion leader) for the implementation to be widely adopted. 

APPENDIX 2
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Skills: Whole-person care requires a new set of skills and new practices. Identify who will need to receive 
new training and determine how to provide the training. 

The McKinsey model is probably well known to most hospital administrators but less known to clinicians 
and managers. Soon a five-part continuing medical education series for clinicians, staff and managers will 
be available that explains the HOPE note and introduces integrative health to the team and managing and 
monitoring the implementation process. 

APPENDIX 2
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