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Project Background and Overview

CCA is seeking to summarize leading practices across the care continuum in consumer
engagement as defined by leading health industry stakeholder experiences

Project Objectives & Key Activities

Project Objective

» Develop a compendium of best practices, key components and leading thinking on health care
consumer engagement, leveraging both research and interviews with select industry
stakeholders

» Use this summary of best practices as the background reading for a future summit to explore
opportunities to improve consumer engagement capabilities and research

Key Activities
e Interview a select group of CCA members and other health care continuum constituents to
define the following:
e Key components / levers of consumer engagement
e Specific leading practices in consumer engagement

e Details on the best practices including, definition and reasoning behind various approaches,
quantitative and qualitative impacts and lessons learned, and identification of leading practices and
emerging practices

e Our team made our best efforts to interview a representative sample of industry players but
our summary is not exhaustive at this point. We are open to any suggestions of additional
industry players to include in this on-going research
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Key Engagement Components

The discussions with experts pointed to key components being developed to support consumer
engagement

1. Identification

Predictive
Modeling
. Receptivity
Health Risk & On-line
Ass_essmer]t - Portal,
/ Biometric Willingness Virtual tools
Screening

Employer
Based Social
On-site Networking

Programs

Consumer

Telephonic/ Engagement Mobile

Virtual
Health
Coaching

Technologies
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Provider Monitoring
SENCTe Devices
Programs

4. Interventions / Communications

Incentive Gaming
Programs Motivation-

3. Incentives
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Populations and Levers

As we approach consumer engagement, it is key to consider that different segments of the
population will have different needs and engagement levers

N

I

\'_’ 0% membpers
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At Risk Acute | Chronic Catastrophic | End of Life
Physician | Diabetes
Obesity Visits 5 Multiple Head Injury Terminal
Smoking ER Visits | Sclerosis Transplant lliness
— Health risk - Coordination of - Disease/ _Complex case - Palliative
assessment Care +  Condition Management - Hospice
— Lifestyle i Management - Advanced
management ' _ Drug Therapy Directives
— Health . Management
coaching | _ Monitoring

» Medication Management (i.e. adherence)
» Early symptom ID and personal mgmt

e Diet .
» Weight management

e Stress Management .
e Co-morbid complication coordination .
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Resolve gaps in care

Exercise — activity level

Regular clinical evaluation and follow
up

Home environment issues

Work environment issues
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Population Characteristics to Address Key Dynamics

There are opportunities for the industry to maximize engagement across key population
characteristics utilizing key engagement levers

|
|
Insurance Access . ... I
Key Population Characteristics B KeyLevers §
Channels : I
—————————— - |
|
. Government/ "« : |
' subsidized | :
: populations ,” - N Intervention W@
---------- / Clinical Socio Age g Methods I
-------- - == iti i |
. Commercial Condition =conomic i :
: Health Plan 7 * Greatest || Technologies ~ |
- -_--_------:Z * Location Gen. |
: S  Education geographically b | !
i Provider based > Urb * Baby I
b e e e e e e s * Race 8 Sler?Jr:ban Boomers : Incentives |
1= === i “. |+ Health . . !
I Individual o> A Risky Income o Rural GenX |, FOEEEEET .
e e - - - * « Family structure + GenY
. Chronic 1y StUet * Accessto « Areas of focus
- Population health care * Gen Next for opportunity
« Un managed » Work status « Governmental « Potential areas
« Complex « Historical regulation of future focus,
« Palliative member attrition ||+ Access to « Current focus
and receptivity technology areas to
» Use of « Home and work eliminate
technology environments
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Why it Matters
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Health Care Management is in Transition

Consumer engagement is a crucial element in the progress of care management efforts that
include increased provider collaboration

Pavyer / Provider Collaboration Models

>

Delegated
(Provider Based)

Integrated
(Payer Based)

Programs
(Payer Based)

Alignment and Accountability

Engagement and Collaboration

» Health care reform will put more accountability upon individuals and providers

» As providers are assuming more accountability for population level care, they are
becoming more interested in care management efforts and best practices for patient
engagement

» Changing health behaviors and engaging the individual is a crucial element impacting
the outcomes of all of the efforts within health reform
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Consumer Health in the US

Even with 66% of the U.S. population being overweight, we have a very optimistic view of our
health relative to the rest of the world

In general, how would you rate your overall ° The US Iead na'“ons globa”y |n
health?? : perceptions of good health, with 61%
US 0% 61% of individuals rating their health as
UK W 56% excellent or very good
Canada . 55% _
B/ ai 0 530 * Yet, the US also had the leading rate of
razl 7 0 chronic disease, with 55% of
Luxembourg 50 S3% individuals having been diagnosed with
Mexico W 48% one or more chronic conditions
Switzerland W 43% o
39  Only 25% of US individuals had
France " 0 - .
participated in a wellness program
Belgium g 39%
Portugal g 38%
Germany gy 34%
China 65804
0% 20% 40% 60% 80%

m Excellent / very good (ratings of 1 or 2)

Source: Deloitte’s 2011 Survey of Health Care Consumers TH E
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Economic Pressures are Impacting Consumer Behavior

The cost of health care, coupled with the state of the economy, is of growing concern to consumers

Which of the following have you

30% ,  doneinthe last 12 months? « Consumers are avoiding care due to high

costs. 3in 4 (75%) consumers say the recent
25% : :

25% | 24% economic slowdown has had some impact
on how much they are willing to spend on

20% 20% health care services and products: 20% have
cut back on spending

15% : :

* 1in 4 (25%) consumers says they decided

not to see a doctor when sick or injured,

i - and 1in 5 (19%) delayed or skipped
treatment recommended by a doctor

5% -
» Cost is increasingly cited as a motivating
0% factor
Decided not to see a doctor / Delayed and/or decided not
medical professional or get to follow a course of
health care services when treatment
you were sick or injuried
2009 m2010 ®=2011
Source: Deloitte’s 2011 Survey of Health Care Consumers TH E
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Findings



Source: *Center for Advancing Health 2010. A New Definition of

atient Engagement:What is Engagement and Why is it F RUM1"|
Important? T .

P

Foundational Behavioral Science

The center for Advancing Health attempted to develop a comprehensive definition of Patient
Engagement

Patient engagement is defined by the actions individuals must take to obtain the greatest benefit
from the health care services available to them.

1.Find Safe, Decent Care 6. Participate in Treatment

* Learn about any newly prescribed medications

» Find provider(s) who meet personal criteria SO : . ;
P ) P and devices including possible side effects

* Use available comparative performance «  Monitor symptoms/condition including danger
information (lnCIUdlng cost data.) to |dent|fy Signs that require urgent attention
2. Communicate with Health Care Professionals 7. Promote Health

» Set priorities for changing behavior to optimize
health and prevent disease and act on them
8. Get Preventive Health Care

3. Organize Health Care  Evaluate recommended screening tests in
discussion with health care provider

* Prepare in advance of provider - patient contact a
list of questions/issues for discussion

* Make appointments; and assess whether facility

can accommodate unigque needs 9. Plan for the End of Life
4. Pav for Health C * Complete advance directives and medical
. Pay for RHealtnh Care power of attorney, file with personal/home
« Before seeking treatment: ascertain cost, benefit records
coverage restrictions 10. Seek Health Knowledge

» Assess personal risks for poor health, disease
and injury and seek knowledge

» Gather additional expert opinions on any serious * Know personal health targets (e.g., target
diagnosis prior to beginning any course of treatment blood pressure) and what to do to meet them

5. Make Good Treatment Decisions

|!ll
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Foundational Behavioral Science
Intrinsic Motivation has shown to be a powerful source of change

Self-Determination Theory * Extrinsic vs. Intrinsic Motivation

q 5 » Extrinsic motivation is simply defined
\ as motive forces that are experienced

as a result of external reinforcements

Intrinsic Motivation o .
e Intrinsic motivation on the other

hand is considered to be internally
driven and reinforced by the individual
rather than relying on external
reinforcements

e Research indicates that motivation
that is closer to the intrinsic end of

. o the spectrum is more likely to be
Extrinsic Motivation maintained over time

Impact on Health

» There is also evidence that the two
types of motivation can work well
together with intrinsic helping lead to
extrinsic motivation

Time

Source: *SDT; Deci & Ryan, 2000; Ryan & Deci, 2000 TH E
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Foundational Behavioral Science

Helping participants build the motivation and self-confidence to change is a key goal for most
change efforts

Motivation and Self-Efficacy

>

Haughty Heroic

“I can do it but | don’t want “I'want todoitand | can.”
to.”

Hopeless Helpless

“lcan’'t do it and | don’t want “l want to do it but | can’t.”
tO.”

Self-efficacy
(Self-confidence to change
behavior)

Motivation to change behavior

Motivation must precede Confidence

* Source Health Media, A J&J health & Prevention Company THE
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Activation leads to lower costs

Patients who are informed, active participants in their own care have better outcomes, and their
health care is apt to cost less. Activation models are a way of assessing the underlying behavioral
motivations that are supporting or impeding consumer engagement

Patient Activation Measure (PAM)

Starting to take a role Building knowledge and  Taking action Maintaining behavior
Patients do not yet grasp  confidence Patients have the key Patients have adopted
that they must play an Patients lack the basic facts and are beginning  new behaviors but may
active role in their own health related facts or to take action but may not be able to maintain
health. They are have not connected lack the confidence and  them in the face of
disposed to being these facts into larger the skill to support their  stress or health crises
passive recipients of care understanding of their behaviors

health or recommended

health regiment

10- 15% of Pop. 20- 25% of Pop. 35- 40% of Pop. 25- 30% of Pop.

* An AARP study found that low activation score patients reported having more problems,
appeared sicker and less likely to follow their provider’s advice

« The PAM can be used at the individual patient level to tailor intervention and assess changes

Source: 1: Insignia Health; Hibbard, et all. Development of the Patient Activation Measure (PAM): Conceptualizing and
Measuring Activation in Patients and Consumers Health I;:](Efi-aResearch 2004.
2. AARP Public Policy Institute. Beyond 50:09 Chronic care:

F RUCUﬁ 1‘_1 _1Ith reform. 2009.
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Foundational Behavioral Science Models

Behavioral Economics findings are proving to be useful tools in changing behavior

Behavioral Economics = Nudges* Dr Fogg Stanford Behavior

Viodiication Theory

» Triggers- Increasing the frequency
or effectiveness through prompts,
reminders, and timely
communications

Gains & People are loss averse = Loss

aversion produces inertia
Losses

People have a tendency to stay
Statu_s Quo with the current situation as
Blas default

The Herd People follow the herd and do
] what others do — even when
Mentality  they know the herd iswrong

Ability: Enhance the ability to
complete the behavior — “make it

: easier”
Anchors influence people

Anchoring  starting point in a negotiations
and their point of view

More difficult to impact

Motivation: Enhance the core
motivators sensations, anticipation
or belonging

) Self-control issues arise when
Benefits choices and consequences are
Now & Costs separated in time — immediate
benefits and long term penalties

Later
* . i i i
Ziggrce. Nudge, written by Richard Thaler and Cass Sunstein, TH E *Source: Behaviorwizard.org
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2%e
1. Ildentification: Finding the most “impactable” =

opportunities
HRASs have become a core tool in assessing risk and collecting information needed to launch
health interventions — though some disagree

» Dee Eddington’s research shows an HRA does help
_ define many of the key risk categories that will help
HRA On-Line facilitate the launch of a coaching effort

« Attempting to start a coaching effort without an
HRA leads to a “pure cold call”

» Several wellness companies have nicely blended HRA
& biometric screening & generate a comprehensive
summary onsite ready for a short consultation

» Several firms are attempting to add other receptivity
factors

Yet some are worried that HRAs can actually impede
health efforts:

« Without a sizeable incentives, HRA completion
rates are very low

e (Can create a “Delusion of Health”
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1. Receptivity, Readiness and Willingness to Change @@

Health Dialog is using a three tier approach to member identification that includes a multi-
variable risk score, as well as a receptivity score and personalized outreach strategies &
messages.

POPULATION Insight™

o
High Financial Risk %
= Targeted
17 Mailers/
@) Email
&
Chronic _J | (D) @ . ;}
Coniions S Community p—
< .
. == Grid™
[ High Risk for S 9 O A ialog®
Elective Surgery = o % Ut8D|I|a 0g
>g2 Information used to A
o 2 © develop personalized
8 = messages and
(DR outreach strategies. ( )
X
> Outbound
g Health
High Lifestyle Risk 8 Coach Calls
]
=
(]
)

Health Dialog //“

=i
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1. Emerging Practices in ldentification — Speech Behavior Analytics

Cogito has a voice recognition software and speech behavior analytics that can assess receptivity
and non receptivity with a 73% and 84% accuracy respectively

CogitoHealth

\ 4

Quantitative
measurement

\ 4

Reporting and
workflow

Normal telephone
calls (Human and
IVR)

Depressed Not Depressed
Engaged Engaged

Welcome Calls
Service Calls

EAP Calls —
Outbound Calls

Not Depressed
Not Engaged

CARE CONTINUUM ALLIANCE F (:I:’* fj RU M ﬂ
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Technology Solution Support



2. Technology Solutions & Support: Decision Support Tools S

Several firms have developed decision support tools in many formats that present information
that is compelling, easy to follow, and sometimes delivered by former patients in a testimonial
format. Health Dialog’s library of Shared Decision Making® aids is described below.

» Frame the decision, present available options and explain what is
known about treatments

« Shared Decision Making® booklets can be viewed online, printed
* Quizzes test and teach users key facts about the decision

» Real decision aid users describe their decisions and real doctors
explain key insights

« Animated graphics show disease processes, surgeries, and study
findings

 Information is presented in various formats: DVD, online video,
interactive quizzes, printable booklets, text, graphics

» Printable patients check lists and questions are offered for patients
to consider with their doctors

Health Dialog /| | THE

F(RUMT1

CARE CONTINUUM ALLIANCE SEPT. 7-8, 2011 « SAN FRANCISCO



2. On-line & Portal Virtual Solutions )
'.‘ Health/Vledia’a (ehmronafehmen company
Depression ”_"'"“‘“"--——.- § f——--""'“ Confidence
Although you don't normally feel depressed, you don't feel confident in your ability to resist
drinking when you do feel down or worried. Alcohol may seem to help these feelings, but it can
make things worse in the long run. Think about it. After a night of drinking, do you wake up feeling
Triggers happy and less worried — or just as wormied and even more depressed?
¥You might find it hard to avoid drinking when socializing. Just remember that drinking can make Transtheoretical
us feel more outgoing, but it can also lead us to say or do things we might regret]rﬁ"ajfir:l’/ Model
Step 2: Expernment with change. Change doesn't happen overnight. It takes e. For the next 2 :
i weeks, &xperlr‘l"nent wﬁh Change Keep track of how many alcoholic drinks you have each day
\l_ls_em efore | drink." COffer to be the designated driver during a night out with Bera ;
e ehaviora
! friends. See if !,rou can have fun without alcohol, and notice how you feel the next day. "‘—-________‘ Kadificatian
Step 3: Enlist social support. Think of someone who's concerned about you and your health. Ask '
‘w&eﬁ: What can this person do to help me change my drinking? Tell your support person
what you come up with, and ask them to help.
You can do it
Acceptance & You're giving serious thought to making some changes in your alcohol use. Use these three
Commitment |y Steps to help you make an informed and responsible decision. Makethe eommitrment for
Theur!p' vourself. Invest in your future._
» Virtual solutions are moving to more customized » HealthMedia tailors content at the sentence fragment
information level to create personally meaningful and highly
«  Several portal solutions have thousands of articles relevant behavu;r chgngegntt:]rvlt—?n_tlolns. Lhese
and content to available electronically. Articles are mterr?cltlor_]s ?re aseaon dOt ¢ mmi_ ar;l desianed f
posted based on specific member interest collected pﬁyg g_ogdlcalexpertlsde and are specitically designed tor
by the web-site (Aviva, Healthrageous, HealthMedia the individual respondent.
screenshot shown above) » Employer studies have shown reductions in medical
0 0 i
Source: Source: Schwartz, S.M., Day, B., Wildenhaus, K., cost of 9% from actual and 18% from predicted trend
Silberman, A., Wang, C., & Silberman, J. (2010). The Impact of an
Online Disease Management Program on Medical Costs Among TH
Health Plan Members. American Journal of Health Promotion, 25(2), E

— CARE CONTINUUM ALLIANCE F (: .I?.j RU M -1-1 BT
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2. Leading Practice in Monitoring Devices 198
Blood Pressure Monitoring

Study Description

Condition Hypertension

Objective Improvement in Blood Pressure 60 1

Methodology

6-Month Program

Set BP Goals;

Submit 3 BP readings/wk,

log into the personal Website 1x/wk

| Intervention Group

Percent

Device Blood pressure cuff by iMetrikus® = Control Group

via modem
Number of 404 out of 576 eligibles screened
Participants
Drop-Out Only 3 employees voluntarily

Rate withdrew (<1%)

<
&
0(

" Healthrageous’

=i
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2. Technology Solutions & Support: Monitoring Devices

|
"BEc

Leading Practice- Sonic Boom
SonicBoom has a accelerometer that collects
active motions, including

o Steps

e Swimming

» Elliptical trainers
e Bicycling

Allows for transmittal of the data by standing near
the blue tooth receptor set up in a central
location

No buttons to push, noting to plug in and no self
reported data - Completely passive data transfer

The ease of the system removes many barriers
from earlier versions of pedometers

CARE CONTINUUM ALLIANCE
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2. Mobile Technologies Leading Practices — WellDoc ©

Add Entry

| 4 ‘ 321 _ N
Betore Lunch JEI;,EOB DlabeteSManager

..... AT&T = 1:17 PM

Attention!

Metformin s Q

1 ill{s) —
30 grams fast 15 mins:
acting carbs Recheck

E Notes

& Don't know or guessed carbs

The 30-15 tip is a common way to
treat low blood glucose. If you need
immediate medical attention call 911.

€9 WellDoc

CARE CONTINUUM ALLIANCE

F(zrRuMT1

Mobile Diabetes Intervention Study (MDIS)
Estimated Mean Alc over 12 months

105 == Control-Usual Care (UC) — Coach-PCP Portal with Decision Support (CPDS)

10
Decrease 1.9%

©
2]

©

1
| l

o
o

Glycated Hemoglobin (%)
~
o @
—e

o h

0 3 6 9 12
Months since Study Enrollment

uinn, C.C., Shardell, M, Terrin, M., Barr, E., Ballew, S., Gruber-Baldini, A.L., A Cluster Randomized Trialof a Mobile Phone Personalized Behavioral Intervention for Blood Glucose
Control, Diabetes Care (Accepted)

» FDA Cleared Class Il Medical Device

* Provides real-time coaching feedback and
trending messages to patient

» Delivers clinical decision support to providers

» Acts as the facilitator for change and inserts
DM into people’s lives

» WellDoc currently only available for Diabetes;
working on integrated applications for:
Hypertension, Smoking cessation, Obesity,
Oncology

¥y
m
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2. Technology Solutions & Support: Social Networking e

@
@@
Consumer health engagement through social networking is still in its infancy
Member Communit . PatlentsL_lkeMe a!low_s more than 71,000
R I T s = users to find medical information by
patientslikeme e ) . :
N — disease information, treatments,

e Eovs— symptoms or patient characteristics.

Home = Find Patients

Quick searches Showing 1 to 15 of 867 public patients

Newest patients

- » Members organized a comprehensive
- e e T clinical trial on the impact of a drug on

Sort by: Most it it - . i
7o e = ort by: at recent update M It I S I
A T ultiple-Sclerosis
Ay B asiiy [ 000 omptoms legsansed u6/57
od (less than  Dx: 02
Years snce ansst day ago) Type: ALS/Mator Neurcn Disease

Onsst Location

o R Research on Treatments

Functional Rating Scale

P Treatments  Symptoms
Any
Genetics
A updated (1853 thar 7. pe: aLs/Motor G vidual oh | Side-Effects
1 day ago) Filter Patients By... Summary | Individuals srap! Side-Effects | Map
Filtor Patients | Rsset This is a collabarative project which was first initiated by Karan Falzer, PhD. and Humberto Macedo, along with all the patients invelved
this community. This project is for and about you so please send us your suggestons and ideas and we will wark hard to incorporate th
Type of Onset
1 Ay (including Lithium Population ALS Population Resources on Lithium
Bulbar
Limb Type of Onset Lithium and ALS FAQ
. - - Breathing Bulbar 668 21%
» Facebook is not a popular site for chronic e
4 Any (ncud

condition networking e R ———

More than 5 years 205 0%

1420 45%

« Overall utilization largely limited to rare ) - oW
conditions Peien e r—
« To succeed have to have better information =4 o

60-69

th at a We b SearC h 70 or older :::E:::ue at Diagnosis

Treatment Variations

7] ny (including snknow 50-59

"ITTT
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Incentives
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ow Mu hls eing S

3. Incentives: The search to push toward long term

behavior change

r Person Per PPPY)

n Incan lives for pecqﬁmlre Ith & elluagﬂ’rrgurams?

$0

$192

Weight
Mﬂll&ﬂ!ﬂ'le il

Health Risk
Assassment

Physical
Activity

Overall Srmoking
(H&W Pragrams) Cossation

Saures: 2008 Spring Survay ef NAM and ERIC membarship

Employers are attempting a large range of
programs in an attempt to transform the
accountability of employees in health care
management and costs

Points and dollar based incentive programs that
pay for activity or completion of tasks are
common. Customization per employer is
common

Almost all agree that dollar incentives for HRA
completion and one time efforts work well

Some incentive firms also use significant large
random awards/drawings to motivate compliance
with individuals for a longer periods of time

Some employers are willing to go directly to
outcomes based incentives or disincentives (i.e.
bring Alc below 7 or pay additional for health
insurance)

Some experts suggesting that once incentives are
removed the behaviors may be worse than pre-
intervention

=i
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3. Incentives: Team Challenges ee

Several firms discussed the value of team based challenges in the office and support
those efforts

Sonic Boom is largely focused on this mechanisms with numerous daily and weekly
challenges to help keep the publicity and interest going

Humana has piloted a pedometer challenge at schools called Horse Power Challenge
with positive results

Office based peer pressure as well as support is showing to be a very impactful
incentive even with lower spend

It has the value of influencing group norms of what is acceptable and unacceptable
and changing a corporate culture permanently

An enterprise-wide health competition with one employer has had engagement
above 60% of higher for 4 straight years

But one employer found as high as 30% of a population unwilling to participate in
these public competitions. An online support option with more privacy is also
available.

THE
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3. Incentives : Health Focused Video Games S

@8
Gaming is promising tool in its early stages of development

Health Game Category Examples

Exergames WiiFit, Dancetown(geriatric) , Switch2Health
Brain fitness games Nintendo Brain Age, Brain Training Happy Neuron
Health eating games Incredible adventures of the Amazing Food
Detective
Condition management games for kids | Escape from Diab, Re-Mission, Packy & Marlon
— (diabetes), GlucoBoy

HUMANA.

« Patients become more engaged _ = Patients more knowledgeable
Engagement in their treatment Self-Efficacy about condition and treatment

2 < Results in higher adherence to * Removes stigma & allows

Adherence treatment regimen Socialization discussion about condition with
peers and family

it
CARE CONTINUUM ALLIANCE FQ& RUM-1-1
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3. Incentives : Health Focused Video Games

Carefully designed video games can have a positive impact on health behavior
in young people with chronic illness

§ Re-Mission is a video game for teens and young adults
with cancer and was developed by the nonprofit
company Hopelab, distributed by CIGNA

§ It allows cancer patients to control a virtual “nanobot”
that kills cancer cells and battles treatment side effects

§ Hopelab conducted a randomized clinical trial of the
game, involving 375 male and female patients at 34
medical centers in the United States, Australia, and
Canada

§ The study concluded that patients who played the
game significantly improved treatment adherence and
Indicators of cancer-related self-efficacy and
knowledge, compared to patients who did not play

* Carleen Hawn Games For Health: The Latest Tool In The Medical Care Arsenal, Health Affairs, 28, no.5 (2009):w842-w848
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3. Incentives : Health Focused Social Gaming

Carefully designed social games can have a positive impact on health behavior of
individuals by creating virtual peers teams, and resources to support your progress

M OneRecovery

Addiction support peer network. Ongoing Solufions for Life

Real-time support from trusted peers.

Text messages to peers ““""QIT“‘:“"'; . —
when a member logs-in .

‘H ' ‘ ’ ‘ ’ e ‘ " '
“at riSk’,. Afraid Ashamed Bared I:;'n C-r:;v-u-
Real-time “HRA” based ‘) ) @9 @ @) (O &
on online use (or lack Do M el Gk e B
thereof). B o <) €9 (o ;: B

_ » =

Natlon al Pllot Stu dy Hopeful F'.=n |i..5nir%:| .ir':,a.i:-le Lanely Lovesinuck  Misunderstsod
showed 67% reduction %) G @ © O OV G
In treatment B o I s M 0 O s e 1
readmissions. THE
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Interventions
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4. Interventions and Communications o ©
Provider Intervention ©

There is a strong belief among experts that provider based interventions should be a key
component of any future model but the best support mechanisms to create engagement have not

yet been established
Key Enablers

« Communication tools to support one on one
The Patient Physician Relationship conversations — including videos and on-line tools
« Case managers to support care outside of the visit
and spend more time educating (in person or
telephonic)

« Health information tools that provide actionable data
in a compelling format to influence and focus the
discussion with patient
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» Tools/ capability to support cellular, web, or e-maill
communications with providers

Research has shown that patients with strongly positive assessments of their
providers were substantially more confident in self-care. Further, patients with
diabetes and high assessments of provider support were significantly associated
with better performance of self-management tasks.
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4. Interventions: Face to Face Coaching in Diabetes™ ®

» The Diabetes Prevention Program (DPP), was a study of more than
3,000 people diagnosed with pre-diabetes

» Itshowed that a carefully designed, intensive lifestyle intervention
reduced the incidence of type 2 diabetes by 58 percent in individuals
with pre-diabetes who lost just five percent of their body weight
and participated in certain physical activities

» The costs of the DPP intervention were high ($2,500+/3 years) due to
one-on-one counseling with clinical personnel and nutritionists

» Subsequently, the CDC provided funding for research to translate the
original DPP into a group model and gave funding to the Y (formerly
known as YMCA) for 10 sites to implement the program

» The group-based model program offers a 16-session core program
that is delivered over 20 weeks by a health coach, with monthly
maintenance sessions for reinforcement

« By delivering an intensive group lifestyle intervention in community
settings for less than $400 per person over a two-year period, they
hope to significantly improve health outcomes among the
participating population

*United Health Center for Health Reform and Modernization, TH [_
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4. Population Solutions : Community Health Worker

Public health efforts have shown very promising from models using professional and trained
volunteer models to impact patient behaviors

» Promotoras specifically serve their own Hispanic Spanish-speaking communities. The
communities may be rural or urban.

» Astrong sense of interdependence, family values and collectivism prevails in these
communities.

* Promotoras are able to increase the cultural competence of formal health care services
Promatoras through the critical characteristics or attributes that define their role: 1) community co-
sanguinity, 2) healthcare bridge, 3) culture broker, 4) appreciation for and involvement with
the healthcare system, 5) credibility among the community, and 6) trust.

« Community co-sanguinity is the most important characteristic : the non-judgmental sharing
of common ties in all dimensions: physical, ethnic, linguistic, cultural, disease process,
residence, income, values, and community ownership. .

Several state public health agencies have trained and deployed CHWs to help:
Community « Health Educator « Referral Agent

Health « Health Counselor « Developer of Support Groups
Workers « Navigator or Advocate « Trainer of Volunteers

The 2004 Center for Disease Control community health advisor database listed profiles of over 200
programs representing more than 10,000 community health workers

Internet Journal of Allied Health Sciences practitioners Dr. TH [
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4. Interventions and Communications
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Telephonic Leading Practice- Staywell

é

Information alone does not equate to change; which was initially the
industry hypothesis

Must ‘meet the person where they are’. Provide new learnings
about exercise, nutrition, etc, to which the participant can relate.
Align coaching with their level of knowledge in relation to their
condition.

Focus on intrinsic motivation to promote sustained behavior change.

Lifestyle management coaching is based on theories of behavior
change and, for participants with chronic conditions, in alignment
with their condition and EBM guidelines.

Coach to the participant’s level of Activation & readiness to change.
Support the participant to create a realistic personalized action plan
prioritizing actions and behavior change to close gaps in care

Total coaching: telephonic coaching plus other outreach — webinars,
face-to-face onsite, on-line support

Apply Progressive Improvement Approach. Not all participants
achieve all of the key indicators; celebrating incremental success
further promotes intrinsic motivation.
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Population Based Efforts

There has been very little analysis of the engagement best practices by sub-population to date

Medicare

» The types of efforts have not varied but the intensity of support is higher

* Interventions that involve in person and in home assessments and consultations are
believed by several care management organizations to improve compliance and
outcomes

» Care management programs can be successful in changing behaviors by creating a
bond of trust

Medicaid

» While we heard of several promising practices, we found no leading practices

« Community health workers can help individuals navigate the system and manage
their condition

» Cell phone and texting programs are believed to help high risk pregnancies become
more compliant with preventative programs

Literacy

o Literacy is a significant factor in achieving engagement to many experts and illiteracy
as a big impediment to self-efficacy and motivation
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Population Based Efforts

More analysis is needed on underlying barriers to behavior change

» The research shows low engagement and low levels of activation do lead to poorer
health status and a lower likelihood of self-managing the underlying condition &
higher costs

» What is unclear is the underlying attitudes, behaviors and intentions that are
impeding or supporting activation:
* Knowledge?
 Fear of failure?
» Temptation for the short term pleasure is greater than the perceived gain from

healthy measures?
 The logistics, planning and coordination required to live a healthy lifestyle?

e The complexity of it all?

» Many consumer product companies (Starbucks) have done detailed research and
analyses on consumer perceptions and behaviors related to their products — no
equivalent exists for health care consumers

* Defining the right sub-populations frameworks is needed to organize the effort

» But more detailed analysis of behavior impediments and solutions is required
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Health Care Consumer Segmentation Insight - Sample

There are marketing firms that are attempting to refine health care consumer categories and using
consumer data (credit card data) to assign categories and predict better approaches for
engagement and communication (Deloitte version included as sample)

Selected Content Sick Online Shop Casual
Distinctions & Compliant & Savvy & Onboard & Save & Cautious
% of Pop. 28.5% 25.3% 8.0% 2.4% 8.2% 27.6%
System use Medium Highest High Medium Medium Lowest
Care Traditional, Traditional, Traditional, Traditional, Alternative, Disengaged,
preferences most likely to but wants to be but open to non- but open to non- prefers holistic and | but currently leans
prefer authoritarian engaged with conventional conventional, seeks | natural remedies, toward traditional,
doctors providers in making | (e.g., retail clinics) | lower cost doctors open to non- seeks lower cost
decisions conventional doctors
Satisfaction Most satisfied Satisfied Satisfied Less satisfied Least satisfied Less satisfied
Adherence Most compliant Compliant Compliant Less compliant Least compliant Less compliant
Information Least likely to Strongest sense of Most likely to Likely to compare | Least likely to trust | Weakest sense of
seek information quality differences, | compare doctors, doctors, use doctor’s advice quality differences,
and compare likely to seek use cost/quality cost/quality and less likely to seek
alternatives coverage details, | info, trust websites, | coverage info, have information
trust websites, have have PHR PHR
PHR
Innovation Most likely to prefer [ Most receptive to High interest in No strong Most receptive to Likely to prefer
standard approach new treatments, innovative devices preference new treatments standard approach
devices
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Conclusion and Key Messages



What are the gaps?

» There were strong promising capabilities in every category but not as many firms
providing them in the market place. Faster adoption will accelerate the development
of the next generation of solutions in:

* |dentification

e Gaming

* Virtual on-line solutions

 Affordable “face to face” intervention models
* Mobile and monitoring solutions

» We do not understand the sub-populations of consumers well enough to predict
what is the highest probable change model — we struggle to define the sub-
populations using the most impactful categorization

* In other consumer fields the underlying attitudes, behaviors and intentions that lead
to action are well researched by corporations — we have not done that to understand
health care purchasing

 Public health has developed and tested several models that could support the engage
patients in their care on a larger scale with more work to commercialize the findings

THE
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What are the next steps?

» Continue to build more knowledge on key areas, by reviewing literature and closely
tracking industry leaders developing new capabilities in engagement.

 Continue to interview firms and organizations with promising practices
» Address key questions for the future, including:
» How to best offer population specific models of change and engagement

* How to apply behavioral science and economics knowledge to the health care
settings

» Organize a summit to further discuss how to make progress in this arena and engage
organizations from across the health care ecosystem

» We are hoping this project will be an on-going effort of collaboration to document
and identify leading practices to address the core challenge of engaging healthcare
consumers.
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Please Contact

Please reach out with any questions, suggestions, or best practices:

Mike Van Den Eynde, Jeanette May,

Director, Vice President, Research & Quality
Deloitte Consulting Care Continuum Alliance

404 631 2393 815270 0013
mvandeneynde@deloitte.com [may@carecontinuum.org
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Literature Review — Overview of Approach

A review of academic literature suggests that consumer engagement in healthcare is a
developing field in which best practices are yet to be consolidated

e Our team conducted a review of the academic literature to identify best practices in consumer
engagement in key clinical areas, and identify areas for further exploration*

e General observations include:

o The field of consumer engagement in care management is broad and diverse. Search results
presented a huge range of materials identified over a short period of time.

o The depth of the literature is uneven with some fields (e.g. chronic conditions) containing a
greater depth of relevant materials than others.

0 Much of the literature focused at a general level on consumer engagement rather than
condition specific applications as had been originally envisioned.

* The search of academic literature was completed using PubMed, Google Scholar, and Cochrane Database of Systematic Reviews
for searching and the Internet to identify relevant trade/sector publications and reference lists to back-search articles
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