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from a Year-Long Learning Collaborative

Elena Rosenbaum, MD, Andrea E. Gordon, MD, Jake Cresta, BA,
Allen F. Shaughnessy, PharmD, MMedEd, and Wayne B. Jonas, MD

Purpose: The National Academies of Medicine report on Implementing High-Quality Primary Care
calls for a transformation of the primary care to a “whole person” model that is person-centered, rela-
tionship-based and takes into account the social, spiritual, emotional and behavioral aspects of health.
However, our current delivery tools, such as the SOAP Note, do not sufficiently capture and organize
the delivery of these elements in practice. To explore how to remedy this, an Integrative Health
Learning Collaborative (IHLC) was established to implement and test new tools for changing primary
care practices toward whole person care.

Methods: The IHLC comprised primary care practices committed to changing to a whole person care
model of care along with a panel of experts in integrative health and change management. The IHLC
met virtually monthly. Representatives from each practice and an assigned expert met to strategize and
adapt the tools to their environment and practice. The practices used previously developed tools (the
HOPE Note toolkit), change management tools, and quality improvement techniques to introduce,
implement, and evaluate the changes.

Results: Sixteen clinics completed the process after 1 year. Overall, practices used the HOPE
Note tools in 942 patients. Participants reported changes on the effectiveness of the collaborative
(1) on clinical practice, (2) on the skills and attitudes of participants; and (3) the support in
change management.

Conclusions: This online learning collaborative supported practices implementing a whole person
care model in primary care and improved the understanding, skills, and delivery ability of whole per-
son care in all clinics completing the program. ( J Am Board Fam Med 2023;36:542–549.)
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Introduction
Current delivery of primary care in the United
States does not meet the needs of assuring the
health of the population. In 2021 the National
Academies of Sciences, Engineering and Medicine

(NASEM) compiled a report on Implementing High-
Quality Primary Care.1 The report recognizes that
primary care needs to be – but is not – the backbone
of a high-functioning health care system. The
report defines high quality primary care as “inte-
grated; whole-person health” and “comprehensive
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person-centered, relationship-based care that
considers the needs and preferences of individu-
als, families, and communities.”1 Primary care
needs to switch “from a reactive disease-oriented
medical care system to one that promotes disease
prevention, health, and well-being.”2 This is done
by expanding the traditional focus of the biomedi-
cal model of health to include the individual/fam-
ily behavioral, mental, social and spiritual health
and wellness goals.1 Subsequently, the Academies
published a report, Achieving Whole Health: A New
Approach to Veterans and the Nation, which makes
further recommendations on scaling and spread-
ing whole person care.2

The majority of family physicians (83%) are al-
ready aware that social and behavioral factors influ-
ence health, and that family and community
context are critical.3,4 Many have the desire to treat
patients more holistically. Yet, the systems and
structures that undergird most primary care in the
United States do not provide them the time, skills,
tools, and reimbursement to ask patients about and
address the underlying personal determinants of
health and healing and linking those to what mat-
ters in a patient’s life.4

To make the shift to a whole person model,
primary care practices need to learn and opera-
tionalize new approaches to address the social,
behavioral, mental, and spiritual aspects of indi-
viduals. The SOAP note, with its focus on making
the diagnosis and moving to standard treatment
of identified disease, does not help us consider
these other factors. In an effort to move from a
disease-centered to a person-centered, whole
person approach, The Samueli Foundation
developed the Healing Oriented Practices and
Environments (HOPE) Note approach to explore
patients’ values and goals in life, identify their
personalized determinants of healing, and assist
the patient in meeting those goals and in prevent-
ing and reversing chronic disease.5 It asks the
patient not, “what is the matter,” but, instead,
“what matters?” By knowing what matters to
patients, clinicians can explore, with the patient,
the underlying root causes or personal determi-
nants of health so that they can begin to change
or improve.5

The tools comprising the HOPE Note Toolkit
include the Personal Health Inventory (PHI), a
self-administered survey in which patients can iden-
tify and communicate their meaning and purpose in

life, current health needs and readiness for change
(Online Appendix A). Patients complete this before
or during a primary care visit. Based on these
answers, the clinician, instead of using the SOAP
note format, uses a HOPE note format (Online
Appendix B) to explore patients’ social, behavioral,
mental, and spiritual aspects of health, their values
and goals in life and identify their personal needs
for healing. The third part of the toolkit is the
Personal Health Plan Template, a tool that helps
clinicians and their teams partner with patients to
develop a care plan comprising of conventional,
nonpharmacologic (also called complementary, and
alternative medicine) combined with self-care sup-
port and identified social needs.

In 2020, The Samueli Foundation and the
Family Medicine Education Consortium part-
nered to establish a year-long “Integrative Health
Learning Collaborative” (IHLC) to facilitate
practice changes toward more routine whole per-
son care. The integrative health model, which
predates the whole person care model, includes
the components of care outlined by the NASEM.
Integrative health is a person-centered, relation-
ship-based approach that combines self-care with
evidence-based conventional medicine and non-
drug approaches (complementary and alternative
medicine).6 Integrative practitioners take into
account all the factors that influence healing
including physical. mental health, behavioral and
the social determinants of health. There are
numerous reported outcomes of integrative health
at the Veterans Administration and other prac-
tices,6 making this a good model to spread and
scale as recommended by the NASEM.

The IHLC was an educational approach to
introduce new information, culture, and practice
patterns into primary care practices through the use
of supported teamwork and individual practice-
level work. Since this strategy has previously been
effective at spreading innovation and facilitating
practice improvement, the American Board of
Family Medicine (ABFM) has proposed including
learning networks as part of the residency rede-
sign.7 We experimented with this approach using
an action-research model helping practice-based
team members develop new skills and identify the
tools they need to implement Integrative Health
visits using the HOPE Note Toolkit.8

The goal of this report is to summarize our
findings regarding the success of the IHLC in
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supporting and changing the participating practices.
Specifically, our aims were to (1) evaluate the effect of
the IHLC on clinical practice; (2) the effect of the
IHLC on the knowledge, skills, practices, and atti-
tudes of participants; and, (3) to determine whether
the IHLC support was effective.

Methods
This project evaluated the effectiveness of the IHLC
implementation strategy based on the use of 2 theoret-
ical models of change and change management.
Primary care practices from across the United States
were invited to apply for participation in the IHLC.
Eligible practices could include private practices, prac-
tices within accountable care or hospital systems, com-
munity clinics and FQHCs, and training programs (ie,
residency-based practices). Seventeen practices joined
the IHLC in September of 2020.

Representatives from the clinics were required to
attendmonthly 2-hour meetings, during which the tools
and resources were introduced, as well as attend
monthly faculty-led small group meetings where clinic
representatives discussed implementation strategies and
challenges. All clinics were asked to use theHOPE tools
and standard practice improvement processes to imple-
ment and evaluate their delivery of integrative care.

The IHLC was directed by one of the authors
(Wayne Jonas) who is also the creator of the
HOPE Note approach.5 Logistic support was pro-
vided by the Samueli Foundation and the Family
Medicine Education Consortium. Four board certi-
fied family medicine physicians and a consultant on
change management comprised the faculty. They
presented the content during the large meetings,
facilitated the small group sessions, and served as
consultants to individual practices.

To support implementation efforts, participant
practices had access to a database (shared drive) of
resources. At each monthly large group meeting,
one or more topics would be presented by a faculty
member (see Table 1); these topics comprised both
integrative medicine topics as well as change man-
agement strategies, community asset mapping, and
ideas on how to develop a network of services to
support whole person care. The curriculum and
resources were largely drawn from existing resour-
ces created by the Samueli Foundation.5

Initially plans were to run the IHLC for
12months. However, during this time, there
were various peaks of COVID-19 throughout

the country and a 6-month extension of the
IHLC was offered as an option. Participation in
this extension was not evaluated by this study.

Change management and implementation was
supported through the use of 2 conceptual models
and several tools. The McKinsey 7S model9 was
used as a general conceptual model of change. The
Kotter model10 was used as a guide for change
management of team members. Content was deliv-
ered in the large group sessions and via self-directed
online modules. In addition, tools were provided,
including the Institute for Health care Improvement
(IHI) description of the plan-do-study-act (PDSA)
model, gap analysis, strength-weaknesses-opportuni-
ties-threats (SWOT) analysis, and a Gantt Chart
prepopulated for project management. At the small
group sessions, teams were asked to report on the
conduct of at least 1 PDSA cycle and to describe how
they used other tools.

Clinics were asked to implement the HOPE
Note Toolkit in their practices in a particular
cohort of patients of their choosing. They were also
asked to reflect on the internal and external integra-
tive services that were currently available to them
and what additional services they could add. They
were encouraged to consider hiring or training
health coaches to work with the teams and use
group visits to enhance scalability of the services.

Table 1. Clinical and Delivery Process Topics

Presented to the Learning Collaborative Participants

Clinical Topics Delivery Process Topics

Intro to Integrative Health-
How healing works

Using HOPE/PHI

Social determinants of health
(SDOH) approach-
community asset mapping

Managing change

Mind-body practices Quality Improvement (QI),
outcomes measures and data

Nutritional Supplements Using PDSA process
Sleep Billing and Coding
Food and diet EHR
Treatment of chronic pain Health Coaching
Journaling Behavioral Change
Movement Group visits
External environment
Evidence-Based Decision
Making

Abbreviations: HOPE/PHI, Healing oriented practices & envi-
ronments/Personal health inventory; PDSA, Plan-do-study-act
model; EHR, Electronic health record.
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Small group meetings were led by a dedicated
expert. At these meetings, representatives from
the practices shared progress on implementation.
Practices shared successes as well as challenges in
practice change, supported each other and learned
from each other’s experiences. At the completion of
the first year, practices presented the outcomes of
their PDSA cycle in the small groups.

Analysis

Clinics were asked to track and evaluate the imple-
mentation and use of the PHI, HOPENote and other
resources. They counted the number of Integrative
Health (IH) visits using these tools and other services,
evaluating patient outcome changes using the Center
for Disease Control’s (CDC) “Healthy Days” index11

and the PROMIS-10 (Patient-Reported Outcomes
Measurement Information System)12 scores, and
doing at least 1 PDSA cycle and McKinsey 7S
evaluation on their clinic changes. Descriptive
evaluations of the clinics, the numbers of PHIs,
HOPE Notes and Integrative Health visits com-
pleted, and changes implemented in the clinics
with proposals for next steps were assessed.
Information on the effectiveness of the IHLC
operations were also collected and analyzed.

Evaluation of the program was completed by col-
lecting data via surveys completed by a representative
of each participating medical practice. The first sur-
vey collected basic descriptions and patient demo-
graphic information about the practices, current
integrative health practices, and goals of the practice
for joining the IHLC. The second survey, completed
9months after the start of the project, collected
reports regarding the expansion of integrative health
services, use of the tools provided as part of the
IHLC (the PHI and HOPE note), changes to the
office structure and processes (ie, staffing, electronic
medical record, and team structure), and effects on
billing and revenue. A third survey, administered at
the end of the project, surveyed individual partici-
pants regarding their experience with the learning
collaborative, changes in comfort with providing
integrative health, and achievement of their goals.

Results
Seventeen practices participated in the IHLC at
inception with 16 completing the full 12-month
process. One clinic was unable to complete the pro-
cess because of changes within their organization

limiting time and resources for participation. The
17 clinics represented more than 220 clinicians and
serving approximately 39,000 patients annually
drawn from most regional areas of the US Clinic
types are summarized in Table 2 below. Six of the
practices identified as more than one clinic type cat-
egories. Most of the practices were family medicine
clinics. There was 1 pediatric practice and 2 prac-
tices providing adult care only.

The clinics served people who spoke many different
languages. The top languages spoken were: English,
Spanish, Arabic, French and Portuguese. Other lan-
guages spoken at the clinics included Vietnamese,
Nepali, Japanese, Mandarin, Burmese, Tagalog, and
other. Many of the patients received governmental in-
surance services with Medicaid covering the majority
of their patients, followed by Medicare and then
Commercial insurance, noninsurance or self-pay. Most
of the practices were located in urban areas (13). Six
serviced a suburban area and 3 were rural. Some of
these practices served more than one location type.

IHLC participants included physicians, nurse
practitioners, health coaches, naturopathic doctors,
research associates, dietitians, psychologists, research
coordinators, and practice administrators. The size of
interdisciplinary teams participating in the IHLC
varied. Three participating clinics (18.75%) were
composed of 10 or more team members. Another 6
(37.5%) had teams of 5 to 9 participants.

Effect of the IHLC on Clinical Practice

Number and type of Visits
Fourteen of the 16 practices were able to institute
integrative health (IH) visits using the PHI and the
HOPE note. During the project, the participants
provided 942 IH visits; 67 visits, on average, per
practice. Practices reported less use of the
Personalized Health Inventory with a total of 512
visits; 37 PHIs per practice.

Table 2. Types of Clinics Participating in IHLC

Type of clinic Number of practices in IHLC

FQHC 7
Residency-based practices 10
VA 1
Health systems 4
Integrative centers 2

Abbreviations: IHLC, Integrative health learning collaborative;
FQHC, Federally qualified health centers; VA, Veterans affairs.
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In total, more than 90 clinicians provided IH vis-
its to their patients. IH visits were provided by a
single provider in a majority (67%) of practices,
though 4 practices reported 2 to 4 clinicians using
the HOPE toolkit and 2 practices reported 5 or
more clinicians using the tools.

Four practices (25%) reported using the HOPE
Note for patients with specific diagnoses (eg,
chronic pain or diabetes). Five practices (31.25%)
adopted the HOPE Note for patients specifically
chosen by various team members. Three practices
(18.75%) used the HOPE Note for most, if not all,
patient visits regardless of visit reason. Other
unique uses of the HOPE Note included first-time
IH visits or consults (n = 2; 12.5%) and annual well-
ness visits (n = 1; 6.25%).

Implementation of PHI and HOPE Note
Participants reported administering the PHI in the
examination room before the visit (67%), and 3
practices provided the PHI to patients to be com-
pleted before the visit or in the reception area. The
PHI was also administered via telephone (37.5%)
or after the visit (31.25%). One practice adminis-
tered the PHI via an online patient portal. Other
methods for PHI use were in the room directly
with the patient and a team member (eg, coach or
nurse). Seventy-five percent of clinics conducted
HOPE visits in person and 37% of clinics by tele-
phone. One group reported using the tool during
group visits. Most practices (68.8%) reported they
needed more than one visit to address all aspects of
the HOPE note.

A total of 91% of participants agreed or strongly
agreed with the statement, “I like the PHI” and
83% agreed or strongly agreed with the statement,
“The PHI is easy to use.” Written comments,
include, “excellent tool - warmly received by
patients,” and “I love the structure and the format,”
and, “useful, helps change the doctor- patient
relationship and patient expectations.” Several
participants noted that part of the tool was con-
fusing for patients. One participant mentioned
that, “most patients do not fill out the second col-
umn correctly. I find it best to do it together or
verbally.” Another participant noted that, “the
second part where patients rate willingness to
change needs explanation.”

For the HOPE note, 83% agreed or strongly
agreed with the statement, “I like the HOPE note”
though 52% agreed or strongly agreed with the

statement, “The HOPE note is easy to implement.”
Survey responses regarding the HOPE Note were
similarly varied. One participant mentioned “it is
great organizationally,” another that it is “good.
Easy to implement into a visit overall especially if
you are addressing one or two main areas.” Several
responses mentioned that the HOPE note “pro-
duces useful information but is long and time con-
suming” and “too long. I like it a lot though and
will continue to use various components.” One par-
ticipant did not feel the tool could fit into their
existing model as “it was too difficult to use. . .with
15 minutes visits and patients with so many other
acute complaints and other needs to be addressed.”
Other comments were that “the HOPE note seems
very specific to practitioners (mainly MDs) who are
not used to taking a holistic view of health and per-
haps new to concepts of integrative health.” In
addition, “Plugging it into an existing workflow was
somewhat challenging because doctors are used to
their methods, and they found that introducing the
HOPE note added additional time and/or certain
redundancies. . ..”

Specific Integrative Services
Developing a network of integrative services helps
practices provide whole person care. Through
this process, practices were introduced to differ-
ent topics including community asset mapping
and were provided resources on topics such as
mind-body practices and integrative modalities.
Five participating groups (31%) reported they did
not note any changes to the way they addressed
social determinants of health during the IHLC.
While 2 participants noted increased propensity
to approach social determinants in patient visits.
One of the participants, who performs group vis-
its, noticed the development of a support system
among group participants.

All but one practice (94%) reported the addition
of one or more integrative health practices deliv-
ered in their practice. Food and nutrition services
(6 practices), acupuncture (5 practices), guided im-
agery (4 practices), and health coaching were the
most common added services. In addition, 60% of
practices identified external integrative health serv-
ices that they could provide to their patients. The
most common external services were chiropractic (2
practices), food and nutrition services (2 practices),
and massage therapy (2 practices). Manipulation
(osteopathic or chiropractic), food and nutrition
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services, and acupuncture were categorized by
respondents as the most popular external services.

Incorporation into the Electronic Health Record
The Electronic Health Record (EHR) was identi-
fied by IHLC teams as a useful tool in systems
implementation. For this reason, IHLC’s goal was
for 95% of Integrative Health visits to be docu-
mented in the EHR. The majority of participating
practices (81%) reported using an EHR template or
other EHR capabilities in their implementation of
integrative health. Of those using the EHR as part
of the implementation, more than half (54%) incor-
porated both the PHI and HOPE Note into the
EHR. Additional EHR implementations included
the PROMIS 10 template, CDC Healthy Days
template, and other tracking of measures.

Costs
A formal cost analysis of this initiative was not per-
formed but the IHLC goal was to capture changes in
billing and coding because of IH use. The IHLC
provided resources regarding collaborative billing
codes, group visit billing practices and shared ideas
on how to support internal IH services. The goal was
that notation and coding would be accomplished in

95% of the visits. Most practice respondents (81%)
reported that they were “unsure” or “did not adopt
any changes in billing” as a result of implementing
the HOPE Toolkit. Three practices reported
changing their billing practices. Two of these 3
reported an increase in revenue because of these
changes in billing practices. One practice reported
that the increase in revenue due to billing for
Integrative Health services offset the cost of the
additional services.

Most practices (60%) reported not knowing the
impact of IH visits on costs or revenue. Three prac-
tices reported costs associated with IH visits. These
costs included staffing (2 practices) and clinic serv-
ices & supplies (1 practice each). Three practices
reported there were costs associated with the imple-
mentation of IH visits.

Effect of IHLC on Knowledge, Skills, Practices, and

Attitudes of Participants

Specific aim 3 pertained to the effect of the IHLC
on the knowledge, skills, practices, and attitudes of
participants. The goal was for knowledge about and
skills in integrative health to have increased by
50%. Each participant was sampled by the survey
for these sets of questions on subjective confidence.

Figure 1. Self-assessed confidence level on integrative health knowledge skills before and after learning collabo-

rative.
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Based on a numerically graded conversion of these
subjective confidence reports, the average partici-
pant’s confidence in performing IH visits increased
by 40% following the IHLC, with 78% “very” or
“extremely” confident at the end of the year.
Average scores on a 5-point Likert Scale went from
2.91 to 4.09 where 0 was “not confident” and 5 was
“extremely confident.” See Figure 1.

Ten practices were able to present findings at
the FMEC annual meeting in 2021. Other meet-
ings where practices presented findings included
the Academic Consortium for Integrative Medicine
and Health Conference (University of New Mexico)
and local university research days.

IHLC’s Support Effectiveness

The third aim was to evaluate the ILHC’s support
effectiveness and participants were asked whether
the change management tools used by the groups
were helpful in systems change. The results of this
aim will be reported separately in another article.

Discussion
The expanded use of whole person care models is
essential if the health of the nation is to be
improved and costs brought under control. This
implementation science project13 evaluated the
ability of a nationally coordinated implementation
strategy to introduce simple tools to change
approaches to health care across 17 practices.
Practices successfully implemented the HOPE
Note Toolkit in a cohort of patients in their prac-
tices and met the overall IHLC goal of 25 to 50 IH
visits. Practices were also successful in expanding
integrative health service networks by adding both
internal and external services available to clinicians
to refer patients. In terms of shifting from individ-
ual physicians providing care to teams, several
IHLC practices added health coaches and other
providers to the integrative health teams. Two used
group visits to scale these services. Thus, the IHLC
was effective in building confidence in integrative
health knowledge and skills.

Limitations in the evaluation included that
we did not provide a way to evaluate for integrative
health knowledge and skills before and after the
Collaborative. In addition, though the IHLC some
practices were able to implement CDC Healthy
Days and PROMIS-10 as part of the Integrative
Health visits, we were unable to evaluate whether

the patients participating in Integrative Health vis-
its had improved healthy behavior engagement and
improved self-perceived health and wellbeing
because we did not have access to the individual
clinic patient measure responses. Future studies to
look at the impact of this approach on patient out-
comes are necessary.

Major challenges for whole person care imple-
mentation were COVID, engaging leadership in
organizational buy-in, the need for more time both
with patients and in the practice, integrating the
toolkit into EHR, data tracking and reimbursement
issues. Simple tools such as operational software
and enhanced leadership support were identified as
key needs to address these challenges.

Participating practices also provided feedback on
the ease of implementation of the HOPE Toolkit
components and offered ideas on how to improve
the tools. Through the small and large group dis-
cussions, practices were able to share lessons
learned from their experiences, challenges as well as
successful adaptation to the tools and processes.
Feedback on the Toolkit will allow us to improve
the PHI and HOPE note process. Several practices
simplified the PHI, particularly, for patients who
were non-English primary speakers and for prac-
tices that did the PHI over the phone. As men-
tioned in many survey comments, several practices
felt that the whole person care approach can be
time consuming if done all at one time and break-
ing it up into smaller sections was acceptable to
clinicians and still beneficial for patients. In prac-
tices where clinicians are expected to see a high
volume of patients, breaking the visit into smaller
sections and doing as part of group visits were
ways that they were able to adapt the approach/
tools. In other practices, billing for team time was
another way to offset the revenue and allow for
more time for these visits. Group visits were a
promising way to optimize these tools and topics.
However, only 2 of the participants had experi-
ence in using group visits.

The IHLC had a variety of types of practi-
tioners and levels of experience with whole person
care. Some feedback from participants was that
the IHLC small groups could have been divided
differently to support the different levels of
implementation and integrative health knowledge
and skill.

Overall, many participants felt that the camara-
derie of the IHLC was important to them. One
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participant mentioned the importance of “support
of like-minded professionals.” Many others noted
similar benefits and mentioned it in the surveys.
Perhaps this is particularly true because the
Collaborative was conducted virtually during the
peak of COVID-19. Overall, the evaluation shows
that a virtual Learning Collaborative was successful
at sparking the whole person care process for 16
practices across the country during a difficult time
for many.

Participants have plans to continue expanding
on the whole person care work they had begun with
the IHLC. Several practices plan on recruiting
more patients for the visits and expanding the
population offered integrative health services.
Participants are hoping to train more practitioners
within the practices to do more integrative health
visits. Some mentioned trying to use group visits
to implement the toolkit while several others will
be trying out other processes for use of the tools
in the practice. Most participants are planning to
expand whole person care efforts within their
practices after the IHLC. Many have also asked
for continued opportunities to network. Overall,
the learning collaborative was well received by
participants.

Conclusion
In conclusion, if we are to implement high-quality
primary care as recommended by the National
Academies of Medicine 2021 report, practices will
need to learn ways to operationalize whole person,
team-based care. This evaluation suggests that the
IHLC helped most practices implement whole per-
son care tools, expand integrative health services
available to their patients and was enjoyable for par-
ticipants and they had gained from the experience.
This is a strategy that could be used as we think
about large scale primary care practice change to
whole person and advanced primary care.

To see this article online, please go to: http://jabfm.org/content/
36/4/542.full.
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Appendix.

Appendix A: Personal Health Inventory (PHI)
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Appendix B: HOPE Note Template

E3 JABFM July–August 2023 Vol. 36 No. 4 http://www.jabfm.org

 on 10 M
ay 2026 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2023.230007R

1 on 19 July 2023. D
ow

nloaded from
 

http://www.jabfm.org/


doi: 10.3122/jabfm.2023.230007R1 Implementing Whole Person Primary Care E4

 on 10 M
ay 2026 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2023.230007R

1 on 19 July 2023. D
ow

nloaded from
 

http://www.jabfm.org/

