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Time Item Presenter

9:00 Opening Remarks  Co‐Chairs

9:05
Approval of Minutes – November 2012 & January 
2013

MAC Members

9:10
Oregon Health Authority
• Update on CCO Transformation Plans

Rhonda Busek, OHA

9:20

Oregon Medicaid Expansion 
• Overview of the report 
• Summary of estimated financial effects of the 

ACA 2014‐2020

Gretchen Morley, OHA

9:50 Break

10:00

Practical examples of successful patient engagement 
strategies
• Use of activation to improve the care experience
• PeaceHealth’s Team Fillingame
• Lessons from Washington’s Medicaid program 

and use of the PAM

Mary Minniti, CPHQ
Program and Resource 
Specialist,
Institute for Patient‐
and Family‐Centered 
Care

11:00
Consumer‐Directed Health Care and Medicaid
• Review approaches to CDHC matrix
• Next steps

OHPR staff

11:50 Public Comment or Testimony
11:55 Closing comments
12:00 Adjourn Co‐Chairs
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CCO Transformation Plan: 
Update

Rhonda Busek
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Estimated financial effects of expanding 
Oregon’s Medicaid Program under the 

ACA 2014-2020 

Gretchen Morley

4



2/26/13	
  

1	
  

Successful Examples of Patient 
Engagement Strategies 

 
Mary M. Minniti, CPHQ   

Institute of Patient- and Family-Centered Care  
 

Oregon Medicaid Advisory Committee 
February 27, 2013 

 

Objectives 

▼ Provide framework for patient  and family 
engagement 

▼ Provide examples of practical strategies 
for engaging patients and families 
 Highlight Team Fillingame’s PCPCH  
 Share other local and national examples 

▼ Summarize key considerations to create 
partnerships 
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Patient- and Family-Centered Core 
Concepts  

▼ People are treated with respect and dignity.  

▼ Health care providers communicate and share complete 
and unbiased information with patients and families in 
ways that are affirming and useful. 

▼ Clients/patients and families are encouraged and 
supported in participating in care and decision-
making at the level they choose. 

▼ Collaboration among clients/patients, families, and 
providers occurs in policy and program development and 
professional education, as well as in the delivery of care. 

  

 

 Patient- and family-centered care 
is working with patients and 
families, rather than just doing to 
or for them. 
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Patient and Family Engagement 

Patient and family engagement is a priority 
consideration essential to health reform at four levels 

  At the clinical encounter…patient and family 
engagement in direct care, care planning, and 
decision-making. 

  At the practice or organizational level, patient and 
family engagement in quality improvement, safety 
and health care redesign.  

  At the community level, bringing together 
community resources with health care organizations, 
patients, and families. 

  At policy levels locally, regionally, and nationally. 

 
 
 

 
 

Why Patient- AND Family-Centered Care? 
 

Social isolation is a risk factor. 

The majority of patients have some 
 connection to family or natural support. 

Individuals, who are most dependent on 
hospital care, are most dependent on 
families… 
 

 The very young;  
 The very old; and  
 Those with chronic conditions. 
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Team Fillingame 

Becky  
Health 
Coach Barb 

Care 
Facilitator 

Cathy 
 RN Care 
Manager 

Jacque 
 Wellness 
Coordinat
or 

Dr. 
Ralph  
 
Physician 

Susan 
 Nurse 
Practitioner 

 
 
 
Patient &  
Family 

Mike 
 Health 
Coach 

Building Team  
•  Shared Training Experiences: 

–  Communication and Team Training 
–  Patient Activation Measure and Coaching for 

Activation 
–  Managing Transition and Change 
–  Personality Styles 
–  Quality Improvement -  Plan-Do-Study-Act 

•  Structured Team Meetings: 
–  Ongoing role clarification and problem solving 
–  Development of new processes 
–  Opportunity to develop relationship; share feelings/

experiences 
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Enhancing the Patient Experience 

Building on the 

strengths of the 

individual patient and 

supporting their 

continued growth and 

success in reaching 

their health goals. 

“Fixing is not the 

same as Healing” 

It takes a team to provide 

excellent healthcare 

today.  

  You are its most 

important member! 

 Your values, beliefs, and 

needs help shape the 

choices you make to 

maintain your health. 

•  Patient Advisors recruited from panels of impacted 
patients 

•  Extensive use of advisors in development of: 
–  New Patient Orientation, Focus on Team 
–  Use of Patient Activation Measure and Coaching for 

Activation 
–  Creating welcoming space in the lobby with computer, 

magazines, etc.  
–  Use of Shared Decision-making Programs with patients 

faced with critical decision-making  [back surgery, 
menopause, advanced directives, etc.] 

–  Just-in-time surveys on monthly newsletter, patient 
education materials 

Patient-Centered Medical Home Pilot 
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Tools to Help Patients and the Healthcare Team 

•  Shared Decision-making Programs 

–  Booklets, DVD or VHS 

–  On key topics:  Choosing Healthcare That’s Right for You; 

Living with Heart Failure; Back Surgery, Breast Cancer 

Treatment Options, etc. 

•  Patient Activation Assessment and Coaching for 

Activation website 

•  Knowledge and Access to community resources 

–  Oregon Tobacco Quit Line 

–  Living with Chronic Conditions Classes 

What	
  is	
  the	
  PAM	
  survey?	
  

•  The Patient Activation Measure [PAM]  is a 10-13 
question survey that assesses an individual’s 
knowledge, skills and confidence essential to self 
management 

•  The PAM uncovers  why an individual behaves the way 
they do...while pointing to behaviors most amenable to 
change and how to change them 

•  Existing patients are assessed as they come in for 
office visits 

•  All new patients complete PAM and the PHQ-2 in first 
visit 

•  Team outreach  and referrals are made based on 
scores	
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 Visual Scan of PAM responses 

What is Patient Activation?  PAM 

•  How confident do I feel to manage my health? 

•  What knowledge do I have about my 

conditions? 

•  What skills do I have to do that which is 

necessary to maintain and improve my health? 

•  Assessing and understanding this key “vital” sign can 

help us be better “coaches” for those who seek your 

help… 
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Four	
  basic	
  segments	
  of	
  ‘ac:va:on’	
  or	
  	
  
self-­‐management	
  competency	
  emerge	
  

10-15% of nat’l 
population 

20-25% of nat’l 
population 

35-40% of nat’l 
population 

25-30% of nat’l 
population 

15	
  

Ac#va#on	
  

Level	
  	
  ↓	
  

Coaching	
  For	
  Ac#va#on	
  –	
  	
  
Right	
  Resource	
  for	
  Pa#ent	
  Needs	
  

4	
  

Care	
  Facilitator	
  /	
  Peer	
  
Support	
  

Health	
  Coach	
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NP	
  +	
  Team	
  

3	
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  Coach	
   NP	
  +	
  Team	
   NP,	
  RN,	
  WC	
  

2	
  

Wellness	
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   RN,	
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   MD,	
  RN,	
  WC	
  

1	
  

RN	
  Care	
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   NP	
   MD,	
  RN	
  

Acuity	
  	
  	
  	
  
→	
  

Low	
   Medium	
   High	
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Activation Model = Patient-centered Approach 

►   Giving the patient’s agenda attention and priority 

►   Ask-- don’t tell 

►   The goal is to build capacity– not just compliance  

►   Listening, joint-problem solving, affirmation 

► Addressing the specific challenges associated with the 
individual’s level of activation 

► Developing skills and knowledge that lay a foundation 
for the next higher level 

► Building confidence by a series of small successes 

Coaching for Activation Website 
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Referrals to Community Resources 

14



2/26/13	
  

11	
  

Reduction in Urgent Care- ED Visits 
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Monthly New Interventions by Team Members 

Total: 949  
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Historical Continuum of Patient/Family 
Influence 

COMPLAINING 

   GIVING INFORMATION 

     LISTENING AND RESPONDING  

       CONSULTING AND ADVISING 

   EXPERIENCED BASED CO-DESIGN   

 

        

 

        

Paul Bate, Glenn Robert – Quality and Safety in Health Care 
2006; 15:307-310. Doi:10.1136/qshc.2005.016527  
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•  A Patient Self-Management 
Tool  

•  Facilitates information flow 
across org. boundaries and 
care team members 

•  Has generated intense 
positive interest 

•  Improved safety and 
accuracy between patient/
healthcare team  

•  Built through iterative patient 
input on paper then moved 
to electronic 

	
  

www.sharedcareplan.org 

Impact of Personal Health Record on Patient and 
Family Engagement 
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Partnerships Create Success 
▼ MOMS is funded by Medicaid administrative 

dollars and operated by WVP Health Authority 
in Oregon 

▼ MOMS mentors are recruited within the 
recovery community – effectively through word 
of mouth, newspapers and outreach.  As 
program spread, engaged former MOMs 
clients as a recruitment source 

▼ Training and support are key! 

Personal Mentor  

Primary goal is to activate the client: 
  Role models a success story/enhances client’s belief in self 

  Navigates client through appropriate community/health 
resources 

  Encourages client to focus on reaching personal goals  

  Engages with client in community activities 

  Engages with client in educational activities  

  Monitors compliance of sobriety and maintenance of healthy 
lifestyle 

  Meets at  least weekly with client 

  Assists with transportation and various areas of need 
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Results in Marion County 

The number of babies taken at birth for a 
positive drug screen in Marion county 
has dropped from: 

   114 in 2005  

 12 in 2010 and 

   9 in 2011.   
  None of the babies born positive in 2010 & 

2011 were born to mothers who were involved 
in the MOMS Program. 

•  Member	
  Advisory	
  
CommiFee	
  established	
  –	
  
Fall	
  2010	
  	
  

•  Steering	
  CommiFee	
  creates	
  
by-­‐laws,	
  posts	
  video	
  stories	
  
on	
  the	
  CareOregon	
  website	
  
–	
  Winter	
  2011	
  

•  MAC	
  	
  members	
  par:cipate	
  
in	
  Health	
  Care	
  Ac:on	
  Day	
  at	
  
the	
  Oregon	
  Legislature	
  –	
  
Spring	
  2011	
  

•  MAC	
  	
  hosts	
  a	
  member	
  Open	
  
House	
  to	
  inform	
  members	
  
of	
  their	
  role	
  –	
  Winter	
  2011	
  
&	
  2012	
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CareOregon Member Advisory Council 

CareOregon Outreach & Partnership 
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Control:  Who Really Makes the Decision? 

“Acuity” High 

“Control” 

0

100 

Low 

The “System” 

Patients/Families 
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Understanding Current Reality 

▼ People with the support of their families manage 
their health 24/7  365 days a year 

▼ 6000 hours/year to manage our health  

▼ ~ 3-6 hours/year spent with our health care 
provider.   

▼ Every 2 hours a decision/choice is made that 
impacts overall health of a patient with diabetes 

▼ How  much time/$$$ is spent to support self-
management? 

California HealthCare Foundation 
Team Up for Health 

www.teamupforhealth.org/ 
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 Patient and family advisors at Ocean Park 

Health Center, San Francisco, CA 

Patient and family 

advisors planned 

the “walk and talk 

series.” 

Leadership is KEY . . .  
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 Patient Advisory Board 

Team Up for Health Humboldt Open Door Clinic 

Redesigning the clinic’s 
bulletin boards. 

Helping to improve 
community resource 
referrals. 

Reviewing the telephone 
system. 

Developing a patient/friendly 
business card for clinic 
patients. 

Promoting provider 
engagement. 

Humboldt Open 
Door Clinic 

Most patient visits are 15 minutes. 
You may want to use this form to 
help organize your thoughts.  
 
Give this form to your Medical Assis-
tant or provider. 
 
* Some concerns are best addressed 
over time or may need another visit. 

 

 
Things I want to remember for my appointment 

Things to consider 
Test Results   Counseling   Symptoms   Side Effects 
 
 Forms   Concerns  Referrals   Insurance 
 
Prescriptions  Family Needs My Care Plan  Nutritionist 

What is the main reason for your visit today? 

This form was useful:     YES            NO This form was useful:   YES            NO 

Patient use only Provider use only 

 
Other things you would like your provider to know about 
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2012 Blue Shield of California Foundation Survey  

Results 

Continuity and connectedness foster 
relationships that empower and engage 
patients. 
 

 21 percentage point gap between those who 
have continuity feel  very informed about their 
health than those who don’t. 

 27 percentage point gap between those who 
are well known at clinic feel very informed 
than those without a connection. 

Source: 2012 Blue Shield of California Foundation Survey  

25



2/26/13	
  

22	
  

Results 

Information plays a fundamental role in 
empowerment. 
 
▼ Informed: 67% comfortable asking questions. 
  
▼ Less informed: 33% comfortable asking. 

▼ Strong relationship between being well  informed 
and very confident in decision making (7 out of 
10) drops to 44% when not informed. 

Source: 2012 Blue Shield of California Foundation Survey  

Patient- and Family-Centered Care 
Builds Engagement 

Dignity and Respect   Information Sharing 
Participation    Collaboration  

2012 Blue Shield of California Foundation Survey  

“Notably, the extent to which patients feel informed 
about their health and confident about taking a role in 
their care decisions predicts their engagement 
independently of—and more strongly than— their 
education, income, gender, race/ethnicity, language spoken 
at home, and the type of care facility they use. That 
suggests that clear information can help level the 
healthcare playing field across population groups.” 
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PCPCH Core Attributes 

  PERSON AND FAMILY CENTERED CARE 
 

Recognize that I am the most important member of my 
care team - and that I am ultimately responsible for 

my overall health and wellness. 

 
Communication, education and self-management 

support, experience of care 

The influence of Patient and Family Advisors 

Critical Factors to Keep in Mind as 
Patients and Families are invited 
as partners at all levels  
 
Meaningful Participation  

Appropriate assessment and coaching & matching 
patients to opportunities 

Human anxiety/ fear of retribution- vulnerability  
Communication skill development that emphasizes 

listening/respecting; leadership behavior that acts on 
patient/family information  

Underestimating support for growing new roles 
Education, developmental support, safe opportunities to 

learn new skills; facilitators/coaches 
 

27



2/26/13	
  

24	
  

Key Essentials for Engagement 
Success 

▼ The framework of Patient- and Family-Centered Care 
critical to authentic partnerships 

▼ Engagement is a mutual experience between patients 
and health care professionals 

 Engagement = Doing what doctor says 

▼ Strengths-based focus that listens to what matters to 
patient and family is starting place – too often we 
assume we know  

▼ Advisory roles can help engage patients in their own 
health 

“Patient and family advisors have allowed 
me to step outside the medical system and 
view our service from a fresh perspective.  I 
am humbled by the board member's insight 
and tireless volunteer spirit.  Those in the 
medical system cannot identify patient 
needs as these frequently turn out to be the 
exact opposite of what we believe patients 
want.” 

Dan Murphy, Medical Director 
St. Charles Family Practice 

Redmond, Oregon 2012 
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Washington Medicaid Study 

Taken from the Presentation  Tailoring Coaching and Activation Supports   Health 
Activation Symposium 2009  Washington State Aging and Disability Administration 
Chronic Care Management Project Overview and Findings 

Washington Medicaid Study 

Taken from the Presentation  Tailoring Coaching and Activation Supports   Health 
Activation Symposium 2009  Washington State Aging and Disability Administration 
Chronic Care Management Project Overview and Findings 
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Examining Examples of 
Consumer-Directed 

Healthcare in the 
Oregon Health Plan 

Jason Gringerich

Oliver Droppers
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Presentation Overview

• Orient to and review with the committee several 
approaches to consumer-directed approaches to health 
care (CDHC)

• Offer examples for each approach at different points in 
the health care continuum

• Explore CHDC as another opportunity to activate and 
engage patients in an effort to empower individuals

• Proposed next steps for the committee around this work
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A Multidimensional Framework For Patient And Family Engagement In Health And Health 
Care. 

Carman K L et al. Health Aff 2013;32:223-231

©2013 by Project HOPE - The People-to-People Health Foundation, Inc.
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Approaches to CDHC

• Allocate control of limited Medicaid funds to enrollees
• Remove barriers to the high value care
• Incentivize health behaviors and cost effective utilization 

by individuals enrolled in Medicaid
• Assistance with decision support
• Train patient-centered medical homes and providers in 

techniques for patient engagement/motivation
• Centers of excellence
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A. Allocate control over Medicaid funds to 
enrollees 

B. Address barriers to the healthy choices 
and high value care 

C. Incentivize health behaviors and cost 
effective utilization by individuals enrolled 
in Medicaid

Approaches to 
Consumer Directed Healthcare
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D. Assistance with decision support 
E. Train health care professionals in 

evidence-based techniques for patient 
engagement/motivation

F. Centers of Excellence 

Approaches to 
Consumer Directed Healthcare
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• Health Plans/CCOs
– Plan design, incentive management and 

tracking
• Providers

– Coordinate, educate, track, share
• Consumers

– Learn, respond, engage

Exploring CDHC impact on…
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• Health Plans/CCOs
– Plan design, patient education, provide 

transparent cost information
• Providers

• Less change except where consumers would 
have more provider/service choice

• Consumers
– Learn, shop, prioritize

Approach A: Allocate Cost
37



• Health Plans/CCOs
– Identify and address barriers (system, society, 

consumer)
• Providers

• Restructure practice to eliminate barriers; aid 
in addressing consumer barriers

• Consumers
– The barrier is gone!

Approach B: Eliminate Barriers
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• Health Plans/CCOs
– Create and implement incentive system 

around consumer behaviors where change 
would improve health/lower costs

• Providers
– Work with patients to encourage them to 

respond to incentives
• Consumers

– Engage and receive rewards

Approach C: (Dis)Incentives
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• Health Plans/CCOs
– Provide/acquire decision support 
– Incentivize providers to use them

• Providers
– Incorporate decision support tools

• Consumers
– Participate with providers in shared decision-

making

Approach D: Decision Support
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• Health Plans/CCOs
– Provide/acquire tools/educational materials
– Incentivize health care professionals to use 

them
• Providers

– Measure and change patient interactions  
order to maximize meaningful activation

• Consumers
– Engage/Activate

Approach E: Patient Activation
41



• Health Plans/CCOs
– Identify Center of Excellence(s) (COEs) and 

structure plans to encourage their use where 
appropriate

• Providers
– Specialize, raise standards, become COE

• Consumers
– Use COEs 

Approach F: Centers of Excellence
42



• Continue to learn about patient engagement, activation, 
and shared-decision activities using examples in Oregon

• Assess gaps and opportunities in our state that may help 
to inform and enhance consumer directed approaches 
statewide from a Medicaid policy perspective

• Solicit information from key stakeholders
– Invite additional perspectives to the conversation

• Over the next several months
– Staff will perform additional research and develop an 

Oregon environmental assessment 
– Work with committee to formulate draft 

recommendations

Next Steps
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Public Comment
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Closing remarks
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Adjourn
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