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Abstract
This paper will discuss the impact of direct-primary care (DPC), using integrative care practices.  For patients seen at Omaha Integrative Care (OIC), a retrospective chart review of the laboratory makers: Hemoglobin A1C levels, Thyroid Stimulating Hormone (TSH) and lipids, specifically low-density lipoprotein cholesterols (LDL-C) was completed.  The laboratory tests were used as measurement tools to review the impact of standard primary care practice with an integrative medicine focus. Integrative medicine practices included lifestyle and behavioral modifications, such as dietary changes as well as complementary alternative methods such as additional supplements.  Although only three participants were evaluated with lab markers, the project shows incorporating integrative medicine with DPC patients may improve A1C, TSH and LDL-C levels.  


Introduction
Problem Description 
In 2016, it was estimated that approximately 27.6 million people in the United States are uninsured. Even with the Affordable Care Act, many people are not obtaining insurance because the costs are still high.  Most of the uninsured people are low-income families with a single worker in the family, and minorities are at higher risk of being uninsured than non-Hispanic whites. When compared to insured people, the uninsured were more likely to be hospitalized with preventable health problems because of lack of outpatient services. Improvements in preventive screening and chronic disease management, access to primary care, and prescription drug coverage might have offset the increased demand for Emergency Department (ED) services. Getting access to primary care can give positive effects to health status (Kaiser Family Foundation, 2009).
In the United States, EDs provide care to all persons regardless of insurance or method of payment, including primary care. Because of this, rates have increased from 94.9 million to approximately 116.8 million between 1997 and 2007. Approximately 30% of EDs have a high proportion of uninsured and Medicaid patients (Tang, Stein, Hsia, Maselli, & Gonzales, 2010). These uninsured patients are presenting to the ED for primary care issues because cost-sharing and deductibles cannot be paid at the time of visit.  There are primary care offices that offer a sliding-scale payment to the uninsured, but the wait times can be as long as 4-6 months (Kaiser Family Foundation, 2017). Preventative screenings, prescription drug coverage and management of chronic disease through primary services might have counterbalanced the increased demand for ED services (Baker, Stevens & Brook, 1996). Patients that have access to health care provider’s office, clinic or health care centers with acute illness or for health advice, are associated with a lower morality risk (Jerant, Fenton, & Franks, 2012)
The American Academy of Family Physicians supports Direct Primary Care (DPC) programs, as a way to offer health care services to the community, and the DPC model is an ethical health care delivery system (AAFP, 2018).  The national organizations for nurse practitioners do not have a position statement that is for or against DPC programs. The average patient population of a DPC provider ranges from 400-1,200 patients, whereas the average patient population in typical primary care practices are around 2,300 patients (Altschuler, Margolius, Bodenheimer & Grumback, 2012). Qliance, a DPC practice in Seattle, Washington states that in 2015, patients’ healthcare costs decreased by 20% when compared to patients covered in insured care (Huff, 2015). 
Omaha Integrative Care (OIC) is a local primary care practice serving Omaha, Nebraska and surrounding communities. There are three board-certified nurse practitioners, managing over 600 patients for medical care. Two psychiatric nurse practitioners work closely with counseling, managing an estimated 600 patients. Approximately 900 people are involved in other services including health and wellness coaching, yoga, massage and acupuncture. OIC is an affiliate of Strada Healthcare, a direct-primary care company.  Together, Strada and OIC’s vision is to provide better access to health care services to the community.  OIC’s goal is to impact healthcare, including costs and highlighting holistic, integrative care and patient satisfaction. With integrative practices and access to care, OIC wants to lead the community with providing well-rounded care with outcomes that positively affect number ED visits and laboratory monitoring. 
Lack of access to health services, increased rate of obesity and increasing time spent with health care providers and patients are just some of the growing concerns of health in society today (Centers for Disease Control [CDC], 2018). Monthly rates for primary visits, through DPC programs focus on providing more access to care for people who have issues with health insurance access.  Addressing acute and chronic health problems with more time during patient visits may eliminate ED visits and improve other factors such as obesity, diabetes and overall health. With regard to integrative medicine, it continues to be a form of care Americans are seeking. The CDC reports that 38% of American adults and 12% of children use complementary alternative medicine in their care (Elwell, White & Zaccagnini, 2017).  Integrative medicine is where patients and the providers have a healing relationship, where care methods are holistic, complementary, alternative practices combined with evidence-based primary care practices. The question this project set out to answer is, with the incorporation of integrative medicine in direct primary care, can we reduce the number of ED visits and improve labs such as Hemoglobin A1C, Thyroid Stimulating Hormone (TSH) and Low-density Lipoproteins (LDL-C)? 
Available Knowledge 
Direct primary-care significance. Healthy People 2020 includes access to health services as their leading health indicators. The goal is to achieve best health outcomes, including patients receiving timely use of personal health services (Healthy People 2020, 2014). DPC patients may reduce some of the burden on the healthcare system.  With easier access to providers, patient’s emergency department, urgent care and specialty visits are decreased when compared to traditional patients (Wu, Bliss, Bliss & Green, 2010).  Frequent ED users do not seem to substitute the ED visits for primary care visits.  Instead, these patients required the emergency care because of multiple chronic issues. The patients perceived the ED visit was needed because their chronic medical needs are not met (Zuckerman & Shen, 2004).  Having more access to providers in DPC programs for acute and chronic issues may help with reducing ED visits.  When patients have more time to spend with providers to address chronic problems, this may reduce ED patient volume (Eskew, 2016).  O’Malley (2012) provided an analysis of the 2010 Health Tracking Household Survey, which the 9577 participants answered a variety of questions such as access to after-hours care and access to their health care provider.  O’Malley (2012) reported that when patients had greater access to a primary care provider, either by email, phone or in-person, and more accessible after-hours care, there were significantly lower rates of ED use.  With the use of electronic medical records and access to medical information remotely care is better coordinated and health care quality is increased (O’Malley, 2012).  
Huff (2016) used a qualitative approach to research the DPC model through retrospective studies on the structure of DPC programs and interviews with current DPC providers.  Huff (2016) found that DPC providers stated they have reduced staff overhead costs, have more time with patients and continue to earn a living while treating a smaller population of patients (Huff, 2016).  Some providers noted that spending more time with patients decreases the concern of “missing something” at 15-minute appointments when compared to other primary care practices.  This could potentially decrease provider work burnout, and increase popularity of family practice (Huff, 2016). 
Rabin (2014) summarized data with patients, physicians and retrospective studies on the quality and structure of primary care visits.  Rabin (2014) detailed that many primary care offices use a third-party payor, fee-for-service system. The insured patient pays a premium or co-pay for visits.  The cost of the visit or medical treatments are then billed to the insurance company, who is the third-party, and pays the actual provider for the services. In this system, providers are paid mostly per visit.  In order to generate income, the provider tries to schedule as many patient visits in a working day. Many primary care providers are seeing patients in 15-minute increments, not leaving enough time to review other medical complaints and manage multiple chronic conditions. When the provider has more time with patients, without feeling rushed, the quality of care and patient interactions improve (Rabin, 2014).   
Patients in a DPC program, are required to pay a monthly fee, generally $25 to $85 and their primary care needs are covered, including annual physical and acute illness visits.  Screening tests and radiologic needs are usually cash pricing and offered at a discounted rate.  Health care insurance is not involved or billed with the patient clinic visits.  Patients are encouraged to carry catastrophic, high deductible insurances for hospitalizations, specialists, or ED visits. (Huff, 2016).  
Chen, Hollenberg, Michelen, Peterson and Casalino (2010) completed a cross-sectional, direct observational study to determine physician perceptions on activities outside of office visits, with 33 general internists in 20 practices as participants.  The study details that DPC contract financial structure allows providers to use other means of communications to spend time with patients, such as through the telephone, electronic mail or text messaging programs. Patient care outside of office visits has demonstrated that electronic communication through email or text messaging increases patient satisfaction and saves time for the provider and patient.  The authors found that using electronic communication possibly saved the providers 5 visits per day (Chen, Hollenberg, Michelen, Peterson & Casalino, 2010).  
Laboratory Monitoring. Annual visits with a primary care provider is important in determining risks and screening for certain diseases and delivery of preventative services.  There are a number of common laboratory tests that are done in the primary care setting but some will see results fairly soon after treatment or lifestyle change. The United States Preventative Service Task Force highly recommends lipid disorder screening and type 2 diabetes screening annually. There is currently insufficient evidence to recommend assessing thyroid functioning annually and during comprehensive visits but should be considered in a case-by-case basis (American College of Physicians, n.d.).  However, the American Thyroid Association recommends routine screening in patients starting at age 35, then every five years thereafter if levels are normal (Garber et al., 2012). 
When laboratory markers for type-2 diabetes mellitus, thyroid functioning and LDL-C are abnormal, monitoring within three months after either treatment or lifestyle changes can be monitored for improvement. In hypothyroidism, once synthetic thyroid hormone is initiated, the TSH levels can change within 6 weeks (Gordon & Gordon, 1999). A measurement of blood glucose control is through glycated hemoglobin, or Hemoglobin A1C.  A newly formed hemoglobin has minimal glucose attached and through their cycle, they are permeable to glucose.  Glucose becomes irreversibly attached to hemoglobin and measuring the A1C reflects the mean blood glucose over the previous 8 to 12 weeks (Nathan, Singer, Hurxthal, & Goodson, 1984).  With regard to lipids, specifically the LDL cholesterol, which is a part of the Lipid Panel, should be monitored every six weeks after the initiation of treatment until the goal level achieved (NCEP, 2002). 
Integrative Medicine. In integrative medicine, the management of patient's care is personalized, incorporating physical, emotional, social, spiritual and environmental factors that could impact their health.  Health promotion, disease prevention, and using all healing sciences is an important basis for treatment. It is imperative to foster a relationship with the patient and their health is the focus by empowering patients to where they are partners in managing their care (Ring & Mahadevan, 2017).  
A study by Bodenheimer, Berenson and Rudolf (2007) retrospectively reviewed studies on the financial structure history of primary care practices.  The authors discuss that dysfunctional financing and delivery systems in many primary practices weaken and minimize the relationship between patients and their primary care provider. Patients have a growing interest in integrative medicine because they want a therapeutic relationship with their provider, who will listen, have time to discuss medical issues and questions, all while incorporating traditional and complementary alternative medicine (CAM) practices in their management plan (Bodenheimer, Berenson & Rudolf, 2007) 
Integrative medicine has a strong counseling referral base.  Providers spending more time with patients may be able to identify patient who may benefit from therapy, which may provide more efficient and effective care.  Many integrative medicine practices also offer nutrition and health coaching to help address risk factors and assist with lifestyle changes. With a team approach, the provider has more time to address the “whole” patient during their office visit times. This can include having more time to clinically assess a patient, develop more differential diagnoses and creating a better plan, including having other disciplines available for further investigation, if needed (Ring & Mahadevan, 2017).  Then the nutrition and therapy specialists provide even more personalized care. 
Integrative medicine has already been introduced to family practice residencies.  Benn, Maizes, Guerrera et al., reviewed an online integrative medicine program, incorporated into family practice residences, designed to make the resident more comprehensive in their training.  The residents who completed the specialized training, felt integrative medicine practices would be useful in management of chronic illnesses, behavioral health and women’s health (Benn, Maizes, Guerrera, et. al, 2009).  	Comment by Schwartz, Misty M.: I’m not sure why this is in the conclusion and not the available knowledge section?? Can you move it and then make a statement about this general idea in the conclusion?? 
Integrative medicine disciplines. Integrative medicine focuses on a dynamic patient management plan, which includes addressing individual diseases as well as the impact of community health.  Integrative medicine is an umbrella term which incorporates other modes of practice such as lifestyle, preventative and functional medicine among others.  Lifestyle medicine focuses on nutrition, physical activity, stress management and sleep. It is a basis for wellness and disease prevention and addressing lifestyle can decrease illness and improve outcomes. Preventative medicine is another discipline that promotes health to prevent disease, disability and death. Functional medicine is a discipline that focuses on biochemical systems within the body to impact the patient’s pathophysiology, using holistic, alternative and complementary practices (Ring & Mahadevan, 2017). 
The manual therapy discipline includes chiropractic care, acupuncture, massage therapy and osteopathic manipulative treatment to improve pain and physical functioning (Ring & Mahadevan, 2017).  Dillard (2011) completed a retrospective study that showed an integrative approach to treatment in osteoarthritis (OA) patients improved outcomes.  Using acupuncture for eight weeks had improvement in pain, function and stiffness when compared to patients who had no treatment. OA patients receiving Swedish massage therapy for 8 and 16 weeks showed significant improvements in pain, stiffness and physical function (Dillard, 2011). Kabat-Zinn (1982) reviewed the outcomes of a 10-week outpatient program focusing on Mindfulness-Based Stress Reduction (MSBR) in chronic pain patients.   The patients who completed the program had a 50% decrease in chronic pain after a mindfulness meditation program (Kabat-Zinn, 1982). MSBR is a form of mind-body medicine, which connect thoughts and emotions to impact physical wellness.  This discipline includes biofeedback, yoga, and meditation to activate relaxation to reduce stress and well-being (Ring & Mahadevan, 2017). 
Integrative Medicine Treatment. The focus of integrative medicine is on healing, using lifestyle changes and the least invasive methods, which includes complementary and alternative modalities to positively impact health (Ring & Mahadevan, 2017). An example of this is, in addition to replacing thyroid hormone for the treatment of hypothyroidism, it is recommended to decrease physical, emotional nutritional and environmental stress, which could promote an overactive immune system. Diet interventions include avoiding soy, which may affective iodine absorption; and following a gluten-free diet, which promotes anti-inflammatory properties in the patient.  The diet also should include foods rich in Iodine, Iron, Selenium, Vitamin A and Zinc, which affect T4 conversions from T3 (Temple, 2012). In addition to dietary changes and pharmacological methods, Integrative practices for treatment of insulin resistance and hyperglycemia includes exercise and behavioral changes.  Exercise including resistance or aerobic activities at least twice weekly has been shown to decrease hemoglobin A1C by 0.6%.  Behavioral changes involve referrals to dietitians, health coaches, therapy and mind-body medicine has been shown to help with diet and lifestyle management (Nahas, 2012). Integrative care for dyslipidemia includes recommending a plant-based diet and increasing soluble fiber in the diet to reduce low-density lipoprotein (LDL) levels.  Other alternative supplements such as Red Yeast Rice, Fish Oil, Vitamin B3, and garlic are recommended for treatment and in some studies have shown to reduce LDL, increase high-density lipoproteins and affect triglyceride levels (Underbakke & McBride, 2012).  
Integrative medicine focuses on modalities where there is limited research in the literature focused on outcomes.  For example, herbal supplements are not best-suited suitable for research through double-blind placebo-controlled trials (Ring & Mahadevan, 2017).  There have been limited studies focused on patient outcomes with the use of integrative medicine practices, specifically laboratory markers and emergency department visits.  As previously stated, there is a gap in research on herbal supplements in treatment of chronic disease because of lack of placebo-controlled trials.  The limited research available on complementary methods has historically shown no clinical benefit when individually studied.  However, the integrative medicine practices at OIC focuses on holism, with addressing problems with multiple modalities of CAM practices.  For example, treating chronic illnesses may incorporate herbal supplements, MBSR, nutrition counseling with the possible addition of conventional prescription medications.  There are many academic institutions that are incorporating integrative medicine departments with growing research on CAM practices and outcomes.  
Rationale
Theoretical Framework. PICOT framework provided context to highlight fundamentals needed to develop the clinical question.  After structuring the clinical question, it was helpful to yield valuable, related literature-search results. (Echevarria & Walker, 2015).  DPC patients, ages 19 years and older, who establish care, regardless of race, sex were included as the population (P). Incorporating evidence-based primary care practices with integrative medicine to affect patient outcomes was the intervention (I).  Examining laboratory marker values such as TSH, LDL-C and Hgb A1C of those patients receiving the intervention (C).  The goal of the practitioners involved in the study is to see an improvement in laboratory markers using integrative care methods as the outcomes (O).  The time frame (T) will be between August to November 2018.  
Pender’s Health Promotion Model (HPM) will provide a framework to guide and inform the methods of the project. Pender’s model examines the relationship and variables that contribute to health-promoting behavior to enhance overall health and quality of life.  HPM is widely used to plan for and change behaviors to promote health and is based on a social cognitive theory. HPM is a guide that researches the biopsychosocial factors that influences their health behaviors (Srof & Velsor-Friedrich, 2006).  Benefits, barriers and self-efficacy, known as cognitive-perceptual factors influence participation in health-promoting behaviors. Demographic, interpersonal and behavioral factors are interrelated and influence cognitive perceptual processes.  HPM incorporates variables that affect the interventions (Khodaveisi, Omidi, Farokhi & Soltanian, 2017). Within integrative medicine patients and providers have a healing relationship, where care methods are holistic, complementary, and alternative practices are combined with evidence-based primary care practices. OIC has many disciplines to refer to within the practice, including psychiatry, therapy, health coaching, yoga, acupuncture and massage that incorporate in the management of disease with DPC patients. These services and more access to primary care providers, which incorporate behavioral and cognitive-perceptual factors, will positively impact laboratory markers.  
Specific Aims
The primary aim of this Doctor of Nursing (DNP) project was to examine individual and aggregate data on patient outcomes in the DPC-integrative medicine practice (DPC-IM). The DPC-IM patients will have improved levels of TSH, Hemoglobin A1C and LDL-C using standard, evidence-based care with the addition of integrative medicine practices.
 


Methods
Participants
The participants included all previous or current DPC patients over the age of 19 who were seen at OIC, located in Omaha, Nebraska.  A retrospective chart review identified all potential DPC-IM patients currently being managed by any of the three Nurse Practitioners at OIC. These patients voluntarily enrolled in the DPC-IM clinic with an integrative medicine focus at OIC (See Appendix A). For laboratory monitoring, any DPC-IM patients who had the identified labs drawn were included in the data collection. Patients who enrolled in the DPC-IM program between August 2018 and November 2018 who have had labs drawn were flagged for follow-up after they have received care based on the DPC-IM model and repeat labs drawn as per standard of care. At the end of the time frame, the Hemoglobin A1C, TSH and Lipids were reviewed.  Patients enrolled in the DPC program, had their follow-up care included in their monthly cost.  The assumption is that the concern for paying for an additional visit would not be a factor with regard to abnormal lab value follow-up. 
Settings
	OIC, a primary care clinic has incorporated integrative medicine with standard practices in primary care.  The practice has three NPs care for patients ages 12 and older, who practice independently without an overseeing physician.  The nurse practitioners provide primary care services with incorporation of integrative practices in the plan of care.   This is the model of care within the practice, used for not only DPC patients, but also for patients who pay per visit either out of pocket or with health insurance.  
The DNP student manually extracted the laboratory data within OIC’s clinic EMR, Athena Health.  The de-identified raw data was collected by the DNP student and entered an Excel spreadsheet for further analysis. On the spreadsheet, the patients were listed by a number, and gender, age, and the other variables included with no identifying information listed (See appendix B). The excel file was on a private, password protected, secure computer with access only by the DNP student.   
Interventions
[bookmark: _Hlk535663899]The overarching goal of this project was to evaluate the laboratory outcomes of patients in a DPC-IM program. OIC follows primary care standards of care and while also implementing the field of integrative medicine into its current practice. The DNP student determined if there was any influence on integrative medicine practices and if the model of care at OIC has impacted healthcare outcomes.   
Results 
The initial steps of the intervention started at the beginning of November 2018.  The DNP student is a practicing nurse practitioner provider at OIC, the DPC-IM clinic. Raw data for the patients enrolled in the DPC-IM clinic, was retrospectively reviewed and collected.  The data was obtained through the DPC-IM EMR.  The initial LDL-C, TSH and A1C starting in November and any follow-up lab markers were reviewed and recorded.  The provider notes were also examined for plan of care and integrative medicine practices used. 
	At OIC, between ?? and November, 2018, 25 patients were enrolled in the DPC program, but only 13 patients had labs drawn.  There were 23% of the patients (n=3) that had at least one abnormal lab element, and 77% of the patients (n =10) normal labs initially and did not require follow up lab work. The age ranges were from 30-60 years old, with the average age of 42 years old.  
The first patient had an initial abnormal A1C of 9.7, and at his 3-month follow up, had a 22% reduction of the A1C levels.  The second patient had a 17% reduction of A1C and an 87% reduction of their TSH levels at the 3-month follow up.  And the third patient requiring follow up had a 1.4% increase in their A1C after the 3-month follow up (see Appendix B).  
Discussion
Patient 1, who had a 22% reduction in their A1C, had an additional antidiabetic medication added within the 3-month timeframe.  He was on a dipeptidyl-peptidase-4 inhibitor and a sulfonylurea and a sodium-glucose-cotransporter-2 inhibitor was added.   Additionally, dietary counseling was noted, where it was recommended he limit Carbohydrates to 45 grams per meal, and 15 grams of carbohydrates per snack.  He was also counseled to exercise 30 minutes at least 5 times per week.  The integrative medicine incorporation of his care was the time to review lifestyle changes, but also including optimization of his Vitamin D levels.  It was recommended to start Vitamin D3 supplements to optimize Vitamin D-25-0H levels.  A study in Greece, showed that optimizing Vitamin D levels can positively affect glycemic control through the secretion and action of insulin (Kostoglou-Athanassiou et, al., date??).   
The second patient who had a decrease in their LDL-C and TSH levels had recommendations of pharmacologic and dietary changes. First, based on the patient’s TSH levels, exogenous thyroid hormone, Levothyroxine was increased from 75 mcg daily to 100 mcg daily, with reiteration of correctly taking the medication.  With regard to LDL-C levels, the patient was started on an intermittent fasting diet.  Santos and Mecedo (2018) studied the effects of intermittent fasting on cholesterol levels during Ramadan.  During this religious event, observational studies shown that the HDL levels and LCL levels decreased.  With intermittent fasting, hepatic production of precursors of HDL increases, thereby decreasing the levels of LDL-C (Santos & Mecedo, 2018).  The integrative medicine practice incorporated in this patient’s plan of care was focusing on dietary changes, using different methods to improve the laboratory markers. 
With regard to the third patient, his A1C increased at his 3-month follow up visit.  He had lab work done at another DPC clinic 3 months prior, was not compliant with his diabetic medications, then presented to the DPC-IM clinic for follow up 3 months later.   It is assumed that the non-compliance of his daily medication regimen likely contributed to his increase in A1C.  
Interpretation 
	The project was a retrospective chart review, reviewing laboratory markers between the time frame?? at the DPC-IM clinic.  The purpose was to review if the integrative treatments made an impact on Hgb A1C, LDL-C and TSH levels.  
	The majority of the patients involved in the project had normal lab work and did not have chronic medical problems that needed follow-up.  Patient’s involved in a membership-based programs such as the DPC and DPC-IM programs are less likely to procrastinate visiting a provider for acute visits (Wu, Bliss, Bliss & Green, 2010).  These patients tend to be more complaint with medications and treatment plans.  Additionally, patients do not want to miss work due to illness (Nevin, 2018).   There was no literature found that discusses the general baseline health of these patients. 
	This DNP scholarly project did not have a financial impact on the patients or the workflow of the DPC and DPC-IM.  This was a retrospective chart review and was HIPAA compliant. 


Limitations 
	The generalizability of the project is limited by the characteristics of these participants. The population consisted of male and female patients, who voluntarily enrolled in the DPC program, and who also selected their provider.  The providers they selected from were at the DPC-IM clinic and providers at the other affiliated DPC clinics.  The literature discusses care from M.D.s or D.O.s, however the direct primary care programs in Nebraska have mid-level providers available, such as through Catholic Health Initiatives group and Strada Healthcare (Nevin, 2018). Additionally, the project participants involved had a limited window for enrollment in the DPC program to only four months between August to November. Considering the project was a retrospective review, the interventions used to treat the patient and abnormal lab values were the standard of care and did not affect the outcome of the study.  
Strada Healthcare and the DNP student anticipated a large company contract would have been completed at the time of the project initiation, increasing the number of project participants.   However, the enrollment for the contract started April 2019 and not during the project time frame.  One of the initial aims was to compare laboratory outcomes to a similar DPC clinic that did not focus on integrative practices.  Their data collection program, KPNinja was not functioning well with the comparison clinic’s Electronic Medical Record (EMR) therefore, the DNP was not allowed access to collect the number of new patients in a comparable timeframe, obtain their individual lab results or determine if they had follow-up in 3 months and if repeat labs were obtained.   
Additionally, the DNP student also wanted to review if there was a decrease in ED visits in patients who had access to care through a DPC program and who had integrative practices incorporated with the management of their health.   Unfortunately, this data was not documented or tracked in the EMR where the data could be easily extracted. 
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Conclusion 
This project can show the importance and effectiveness of integrative medicine in managing chronic disease in primary care settings.   Integrative medicine focuses on the patient and uses different individualized treatment modalities and disciplines to achieve the patient’s best health thereby improving the overall quality of healthcare.  The management of patient's care incorporates physical, emotional, social, spiritual and environmental factors that could impact their health (Ring & Mahadevan, 2017).  Integrative care has growing attention because patients are interested in building a therapeutic relationship with their provider, who can offer time to discuss medical issues and questions, all while blending traditional and other complementary practices in their management plan (Bodenheimer, Berenson & Rudolf, 2007)  
	Introducing integrative medicine should be further studied to determine if these practices could be used in addition to conventional practices as a way to manage chronic diseases.  It is the goal of this clinic for this project to continue as the patient population increases to determine if there is a significant difference when using integrative approaches to treating abnormal A1C, LDL-C and TSH.  
This project has sustainability with in this clinic and as a potential continuing project for future DNP students.  Now that the methodology is developed, when there is an increase in the DPC-IM population, we will be able to collect more data to determine the impact of integrative care in DPC patients.  Of the three patients analyzed, two had an improvement in the laboratory markers measured.  OIC will continue this project as our DPC patient population increases, with the goal of improving overall patient outcomes for their clinic.   
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Appendix A
Flowsheet of process of collected retrospective data  
Primary care standard of care with integrative focus

Patients Enrolled in DPC-IM
Redraw labs if abnormal

3- months
ANALYZE OUTCOMES
RAW DATA COLLECTED retrospectively on all patients ENTERED INTO SPREADSHEET
RECOMMENDATIONS 
FOR 
PLAN OF CARE

DPC-IM = DPC with integrative medicine patients at OIC


Appendix B
Excel spreadsheet of data collected for project
Table 1:  Impact of direct-primary and integrative care on emergency department visits and laboratory markers
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