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How Engaged Are Consumersin Their Health and Health Care, and Why
Does It Matter
Research Brief No. 8

October 2008
Judith H. Hibbard, Peter J. Cunningham

Patient activation refers to a person’s ability neanage their health and health care. Engaging
or activating consumers has become a priority fonpiyers, health plans and policy makers.
The level of patient activation varies consideraiplfthe U.S. population, with less than half of
the adult population at the highest level of adiima, according to a new study by the Center for
Studying Health System Change (HSC) Geere 1). Activation levels are especially low for

people with low incomes, less education, Medicambléees, and people with poor self-reported
health. Higher activation levels are associatedhwituch lower levels of unmet need for medical
care and greater support from health care providersself-management of chronic conditions.

Figure 1
Level of Activation of U.S5. Adults, 18 and Older, 2007

LEVEL 1
(LEAST ACTIVATED)
6.8%
LEVEL 2
14.6%
LEVEL 4
(MOST ACTIVATED)
41.4%

LEVEL 3
37.2%

Mote: Four levels of patient activation have been identified through the Patient Activation Measure (PAM]. A1
Lewel 1, the least-activated level, people tend 1o be passive and may not feel confident enough to play an active
riele im their own health, At Level 2, people miay lack basic knowledge and confidence in their ability to manage
their health, At Level 3, people appear to be taking some action but may still lack confidence and skill to sup-
port all necessary behaviors. At Level 4, the most-activated level, people have adopted many of the behaviors to
support their health but miy not be able to maintain them in the face of Tife stressors.

Sererroe: HSC 2007 Health Tracking Houwsehiold Siervey
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ConsumersKey to Health Care Reform Efforts

There is a growing consensus that activating aga@ng consumers is an essential component
to health care reform in the United States. Thdtheare choices of individual consumers and
daily management of their own health can profouraifect health care utilization, costs and
outcomes. While there are sharp differences betaeencates of a strong government role in
health care reform and those who believe refornmulshbe achieved primarily through the
private sector, most health care reformers at laekhowledge that improvements in quality,
cost containment and reductions in low-value caille et occur without more informed and
engaged consumers and patients. Payment refornstauctural changes to care delivery only
address one side of the equation. The other sidmnsumers and patients becoming more
informed decision-makers and managers of theirtiheal

From a policy perspective, this represents a serahallenge, with limited evidence and few
strategies available to achieve this end. A fitgp$s to understand what it means to be activated
and engaged and the current extent of activatiothenU.S. population. This Research Brief
examines patient activation, how it varies by kegciseconomic characteristics, and how
activation is related to other aspects of patieexgeriences with the health care system.

M easuring Patient Activation

Activation refers to people’s ability and willingseto take on the role of managing their health
and health care. The Patient Activation MeasureMP®as designed to assess an individual's
knowledge, skill and confidence in managing theialthl The PAM consists of a 13-item scale
that asks people about their beliefs, knowledge amlidence for engaging in a wide range of
health behaviors (se@ppendiy. Based on responses to the 13-item scale, eadomes
assigned an “activation score.”

The PAM has been shown to be a valid measure o¥ation. For example, individuals
identified as highly activated according to the swga are more likely to obtain preventive care,
such as health screenings and immunizations, aneixhibit other behaviors known to be
beneficial to health. These include maintaining djodiet and exercise practices; self-
management behaviors, such as monitoring theiritondind adherence to treatment protocols;
and health information seeking behaviors, suchskm@ questions in the medical encounter and
using quality information to select a provider.

Most importantly, studies show that activation gegeable over time. One study showed that
gains in activation over a six-month period werbofeed by improvements in several health-
related behavior8.Another study showed that consumers who get suipobeing proactive
about their health from their care team, from tloeworkers and supervisors, and from friends
and family tend to be more activated and to engagealthier behaviors and choicés.

Activation Levelsin the U.S. Population

Prior research using the PAM has relied on reltigenall samples or groups, such as health
plan enrollees, Medicaid enrollees in several loaedas, and older adults with chronic
conditions. HSC’s 2007 Health Tracking HouseholdrvBy is the first large nationally
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representative survey to include the PAM to astesdevel of activation in the U.S. population
(seeData Sourck

Research on patient activation suggests that itdals go through phases or levels on their way
to becoming effective self-managers. These levasatso useful for designing interventions to
help people improve their ability to self-manageuf levels of activation based on the
individual's overall activation score have beemiifeed. At the first or lowest level, people tend
to be passive and may not feel confident enougiiap an active role in their own health. At the
second level, people may lack basic knowledge amdidence in their ability to manage their
health. At the third level, people appear to benglsome action but may still lack confidence
and skill to support all necessary behaviors. Atftsurth level, people have adopted many of the
behaviors to support their health but may not bke @ maintain them in the face of life
stressors.

Less than half of all adults in the United Sta#%.4%) are in the highest level of activation,
according to findings from HSC’s 2007 Health TrakiHousehold Survey. Even at this level,
people still struggle to maintain healthy behavious tend to have the skills and confidence to
manage their health in a more proactive way. Orother hand, relatively few people (21%) are
in the lowest levels of activation (Levels 1 and @here basic skills and knowledge are
lacking5

Activation LevelsVary by Population and Health Status Characteristics

There is a substantial amount of variation in atton levels across the U.S. population. Those
who are younger, more educated and have highemiesdend to be more activated (Jedle

1). Similarly, those with private health insuranead to have higher activation than those with
Medicaid or those with only Medicare. Racial antingt differences in activation are also
apparent, with Hispanics having much lower actoratevels compared with other groups.

Most of the differences in activation by educatioace/ethnicity, age and insurance coverage
remain after controlling for other characteristitfie one exception is that income differences
narrow considerably after controlling for educatiomeaning that most of the income difference
in activation reflects differences in educationthiament that are correlated with income.

Activation also varies by the type and number gbait conditions, as well as other measures of
health status. Overall, people with chronic cowdisi are more likely to have lower levels of
activation—about 26% in Level 1 or 2—compared wgdople without any chronic conditions—
about 18% in Level 1 or 2 (findings not shown).

However, among people with chronic conditions, ¢here considerable differences by condition
and other health characteristics. For example, Ipeapth depression tend to be the least
activated, while those with cancer tend to havehdigactivation (se@able 3. People with
multiple chronic conditions, who report their hba#ts fair or poor and who are obese are less
activated than people with a single condition asthwith better health indicators.

However, the adjusted activation scores indicas #fter accounting for differences in health
status, obesity and other characteristics, peojle mwultiple chronic conditions tend to have
higher activation scores compared with those witly @ single chronic condition. All other
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things being equal, having multiple conditions nregcessitate greater self-management and
more careful monitoring of one’s own health. Moregvhealth care providers may be more
proactive about teaching self-management skilfgateents with multiple conditions.

To some extent, activation reflects the degreehizhvone feels “in charge” of one’s own health.
People with more resources in the form of educadioth income score higher on the activation
measure, while people who have experienced repdailedes in their ability to manage their
health, such as those who are obese or who smuke, lswer.

It is important to note that it is difficult to diern the direction of causality in the observed
relationships as the data were collected at aesimgiment in time. Longitudinal data are needed
to determine whether poor health status causesr laetevation, or whether low activation and
passivity contribute to poorer health. Likely theusality operates in both directions, although
low activation resulting from poor health may lgada vicious cycle that precludes behaviors
that could improve health.

Moreover, while there are significant associatidde&tween demographic and health status
characteristics and activation levels, there i® alensiderable variation in activation within
categories of education, income and health stdfas. example, while there is a strong
correlation between education level and activatim,percent of college graduates are in the
lowest two levels of activation, while 23 percehtlmse with less than a high school education
are in the highest level of activation. This suggdmth that lower educational attainment need
not be a barrier to higher activation and that kimgwthe socioeconomic characteristics of a
population is insufficient to identify their actiwan level.

www.manaraa.com
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Table 1
Level of Activation, U.5, Adults 18 and Older, by Selected Charodteristics, 2007
i LEVEL 1 ! Leverz | LEVEL} LEVEL 4 i OVERALL ACTIVATION
| (LEAST ACTIVATED) ; (MOST ACTIVATED) | SCORE (ADJUSTED)
ALL ADULTS 6.8% PoMe% 0 3% 41.4% E
AcE ' i ] :
18-34 6.0¢ P P 393 407 E 66.1%
3544 7.8 o2 L 3608 a2.0¢ E 65.0
45-64 6.8¢ 47 e 44,69 E 65.0
65-74 5,24 Pows L 404 39,65 E 66.9%
75+ (R) 9.2 Po1me i 429 304 E 63.7
GENDER :
MaLE (R} © 68 P3G 386 40,3 , 64,8
FEMALE 6.8 e L 360e 424 : 6598
EaMiLy INCOME : : :
< 100% OF POVERTY (R) L 8o Loee ;436 279 E 65.0
100-199% OF POVERTY 10.5 ; 19.4 i3k0 322 : 64.2
200-399% OF POVERTY 67 P46 1 382e 40,52 ; 65.0
400% OF POVERTY AND HIGHER 5.04 : 11.6# P 346 4898 : 66,22
EDUCATIONAL ATTAINMENT | 5 E
0-11 YEARS 9.74 P23 ] 4sme 2326 62,38
12 YEARS 8,54 Co1s4s P 393 36.9¢ . 64.1#
13-15 YEARS 5.2 P39 1 3590 45.00 E 66,0
16+¥EARS (R) 47 i 105 Y 539 E 682
HEALTH INSURANCE COVERAGE |
AGE 65+ : i
: : : :
MeDICARE ONLY 9.0 i 183 D439 284 ; 63.4
MEDICARE AND OTHER i £ ; i
i E 6.6¢ Poss L a0 | 368 E 639
LESS THAN AGE 65 : i i
PRIVATE INSURANCE 444 i 119 i 360 47.7% 66.65
MEDICAIDOTHER STATE : J
ey E 125 Eoame P 408 209 63.5
OTHER COVERAGE 7.8 o202 P 354 367 E 642
Uniinsuren (R) 10.8 P 199 T 328 ; 63.9
RACE/ETHNICITY : : ;
Wiire (R) 5.7 P 131 P 360 453 i 66.2
BLack i 9,844 i 152 i 355 39.5¢ ; 65.0
Hispaxic : .64 : 2L P 45724 24.85 i 62.68
OrHER © 1008 P 182 364 3758 ] 6328

# Difflerenge with reftronce group s designated by (R) s statistically dgnificant at pe 05 levd,
Bt Aadjusted estimases of everall ackivation based on (15 negresshon, with PAM soome a5 the dependent variable and all varisbies in the table inchded ox independent variahlies.
Sonirce  JISC 2007 Hadte Trackivg Mostehold Survey
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I:: :f Activation, U.5. Adults with Chronic Conditions, 2007
I LEVEL 1 : Levera §  Levery | Leves 4 | DVERALL ACTIVATION
i {LEAST ACTIVATED) : (MOST ACTIVATED) | SCORE {ADJUSTED)
wﬂm&* VAT RN 8.6% 17.3% 33.9% 40.1% 64.2
SELECTED CONDITIONS : § ; H :
DiaptTes 79 189 353 378 65.3
ARTHRITES 1.2 S U P 322 ] 37.5° 63.2°
ASTHMA 8.1 168 i3S 427 64.8
HYPERTENSION 96 . 185 TS P gy 63.5°
HiagT DiseAse 116 L 189 P340 3550 64.0
CANCER 78 122" 345 : 455" 658
DEPRESSION 12.6° SR 1 L S : 36.8° 62.1°
MULTIPFLE CONIITIONS : ‘
L conprTion (R) 7.0 R - 51 E 418 632
2 CONDITIONS 920 5.4 330 , 9.6 r 64.9%
3 OR MORE CONDITIONS 11.7= 19.8 326 ! 159 66,02
PERCEIVED HEALTH STATUS | i ;
EXCELLENT, VERY 6OOD 33e Con7e P 3126 52,48 68.1%
Goon I FAT. i 17.7% § 3788 37.54 i 6368
Fatr o poon (R) ! 154 E 937 : 36 302 : 61.0
CURRENT SMOKER a ' ‘ E »
Yes 14.7% 174 i 333 : 34,64 634
No (R) 6.9 L 173 T P 418 645
BODY MASS INDEX ' i : '
Eg:‘ﬂ’;’;’;'(:’:;f” SRR 8.9 F 1542 317 43,08 64,95
OVERWEIGHT (25-20.9) ; 6.7% : 163 : 357 : 41.3% i 6d.85
OBEsE (30 AND OveR) (1) E 10.1 i 19.6 ; 329 i 374 i 63.3

*Irfferynce with porvon whao don not have condition B iatiatacally significet o pens kool
#Differroce with referenoe group s designated by (R) Is statistically sgmificant ot p<5 level

Mot Adiusied exttmates of overall sctivation based on (318 regresalon, with PAM soove as the dependent veniable snd o8 chronke condiion and healiby by vaniables im the table ncludel s ndepens
dent variables, in schlition 10 demographic snil sockoecormmic characieristics {from Tabde 1)

Sowrce: HEC M607 Healilh Trackng Movsehold Seorvey

Activation Levelsand Health Care System Experiences

Ultimately, the value of more highly activated patis is that it will lead to better health
outcomes and health practices. For example, pasearch has shown that higher levels of
activation are associated with higher levels of/prgive health behaviors and preventive care, as
well as increased self-management of health camdifi Part of being more activated is seeking
and using relevant health information. For examflese who are more activated are more
likely to report that they read about possible sfects when they get a new prescription drug.
Ninety-four percent of those at the highest leiehctivation read about possible side effects,
compared with 74 percent of the least activatedl{figs not shown).
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Crucial to positive health outcomes is the abitidyobtain needed health care services. While
health policy often focuses on the financial andltieinsurance coverage barriers to obtaining
needed medical care, it is likely that more highbtivated patients have greater success in
navigating a highly complex and often confusingltieaare system. For example, people with
chronic conditions who are at lower levels of aation are much more likely to report unmet
medical needs, to delay care and to have unmetrnptsen drug needs (sekable 3. Less
activated people are also somewhat less likelyateera usual source of care. These differences
remain even after controlling for socioeconomic dnedlth status and likely reflect the more
passive approach that people at lower levels o¥aain often take in managing their health.
These findings also may indicate that those whdem® activated are more vulnerable to barriers
to care and are more easily dissuaded from takmigrawhen faced with financial or health
system batrriers.

At the same time, people with chronic conditionsovdre more activated appear to get more
support from their providers in managing their kieaFor example, 83.6 percent of those at the
highest activation level reported that their healihe provider helped them set goals to improve
their diet, compared with 48.3 percent at the ldwagivation level (sedable 4. Highly
activated patients also were more likely to repbat their provider helped them set goals for
exercise and taught them how to self-monitor tleemdition. In sum, more activated patients
appear to have more positive and supportive heedile experiences. As the direction of
causality is unclear, this may either reflect hygattivated people being more adept at choosing
more supportive health care providers that willegthem the care they need, or that greater
support from providers contributes to higher adtoralevels in patients.

Table 3
Access to Care by Activation Level, U.5. Adults with Chronic Conditions, 2007
ALL ADULTS WITH | LEVEL 1 : LEVEL 2 ! LeviLy | LEVEHL 4
! CHRONIC CONTHTIONS [ (LEAST ACTIVATED) ; ! { {MOST ACTIVATED)

REGULAR SOURCE OF CARE 3 91.0% E 88.4% : BES%T ¢ 913% | 92, 4%
UNMET MEDICAL NEED i 12.2 i 26.8° § 15.2° P12 i 9.4
DELAYED CARE ; 15.5 5 47.1° . 3900 P30 252

Din NOT GET PRESCRIFTION 210 37.4° 26,3 F9.9 0.0

DRUGS DUE TO COST 1 : : i

* [MFferrnde with Lovel 4 s stalistically vignificent af pe05 o

Bt All estemates ame bascel on regress
comulitacms, peree

img vamiahles: age, genader; familly’ incimes, educaticn, healih imsomnce coverage, racefethnicity, sumber of duronic

Bource HAC 3007 Hendoh Tracking M
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Table 4
S=lf-Maonagement Support from Health Care Providers by Activation Level, U.S. Adults with Chronic Conditions, 2007
i ALL ADULTS WITH LEVEL 1 LEVEL 2 : Levery | LEVEL 4
| CHRONIC COMDITIONS | (LEAST ACTIVATED) | i { (MOST ACTIVATED)
HEALTH CARE PROVIDER HELPED ! : H
THEM TO SET GOALS TO IMPROVE | 75.7% : 48 3% ; 65.3%° ¢ JEa% B3.6%
THEIR TMET : ! ; ! !
TALTH CARE IDE LPED . ; ~ i H i —
l'.ll..J.;I.I H CARE PROVIDER HELPED 70.5 : 43.5° : 61.6° i 73.6° i 77,7
THEM TO SET GOALS FOR EXERCISE i i i i
HEALTH CARE PROVIDER TAUGHT i f ] H
THEM HOW TO SELF-MONITOR i 76.6 : 42,2 ; 66.5" : BO.9" ] 84.7
THEIR CONDITION : i ; H !

*Drifference wigh Leve 4 & alaiiabk

Nobe All extimie

Sl b, poroeived

Srureee: M 2007 Ml Trcking Housshelid Survey

Discussion and Policy Implications

Activated consumers take a proactive approach toagiag their health and health care.
Activation level is a reflection of the individual’beliefs about their role in managing their
health, as well as their knowledge and confidence&ldéing so.

This is a much broader view of consumer activati@m is often the focus of consumer-directed
health plans, which primarily seek to increase oamx cost sensitivity. From a policy
perspective, cost sensitivity by itself may be aassary but not sufficient condition for greater
consumer engagement. Indeed, increased cost sépsisi but one manifestation of a more
activated consumer, in which personal resourcessineducation and motivation are necessary
preconditions for seeking information on cost, gyand other important aspects of health care.
A particularly striking finding is that higher acttion levels are associated with much fewer
problems with access to care, even when controftingnsurance coverage and income, which
may reflect greater resourcefulness among morelhightivated people in navigating the
complexities of the health care system and overnogrbarriers.

The findings indicate that activation levels diffansiderably across socioeconomic and health
status characteristics. Because activation levetsliaked to important outcomes, such as
seeking care, seeking information and health bensvand because it is a changeable attribute,
it is a potentially important lever for change.

Other research indicates that people who live,tgeir health care and work in supportive
environments that enable proactive health behavterd to be more activat@dAlthough it is
not possible to determine the direction of caugabine interpretation of the findings in this
study is that support from physicians—teachinggras how to monitor or set up an exercise
plan—stimulates patient activation. If this is @mt; then encouraging this type of physician
support may be a productive pathway for increasaetjvation. This may be particularly
important for those at lower levels of activatirho not only engage in fewer health promoting
behaviors, but also tend to be passive with regartheir health care. These individuals are
particularly at risk for declines in health and degquate health care. That less-activated
individuals are disproportionately representedaicial and ethnic minority groups suggests that
attention to this attribute is a possible avenueldsing some of the racial and ethnic disparities
in health.
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Perhaps the main question for policy makers is wihiaanything—can be done from a policy
perspective to increase levels of patient activatikecause activation is changeable and provider
support appears to be a factor, incentivizing olding health care delivery systems and
providers accountable for patient gains in actorats a possible policy direction.

In particular, some models of delivery are more raaable to supporting patient activation than
others. For example, the medical home model, wipateent-centered care is the focus and
where a functioning medical team provides coordidatare, customizing care to support
activation is possible. Similarly, in community lbacenters, where there are dedicated staff for
supporting patient self-management, explicit supfworactivation could be provided.

On the other hand, the study results should gives@do policy makers who are promoting
consumer-directed health care in the Medicaid @nogrFor example, Indiana became the first
state in 2008 to implement a high-deductible plad health savings account program for some
uninsured and Medicaid enrollees under the Presgdéifordable Choices Initiative. Other
states, including Florida, West Virginia, Kentuckgd South Carolina, also have experimented
with various types of consumer-directed care modelsheir Medicaid programs, with the
objective of incentivizing enrollees to take moesponsibility—and risks—for their health care
utilization.

However, people enrolled in Medicaid are among Ibast-activated patients among all
insurance groups, which reflects both lower edocati levels and lower socioeconomic status.
The findings suggest that efforts to increase patiesponsibility in the Medicaid program will
only succeed if they are accompanied by vigorotmtsfto educate enrollees and increase their
levels of activation.
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6. Hibbard, et al. (2004); Hibbard, et al. (2005); Moset al. (2007); Hibbard (20007); and
Becker and Roblin (2008).

7. Becker and Roblin (2007) and Becker and Roblin 800

Data Source

The data for this report are from the HSC 2007 Kedlracking Household Survey, a nationally

representative telephone survey of the civilianimstitutionalized U.S. population sponsored by

the Robert Wood Johnson Foundation. The sampleidesl about 17,800 persons, including

about 15,500 adults age 18 and over. The respoase for the survey was 43 percent.

Population weights adjust for probability of seleat and differences in nonresponse based on
age, sex, race/ethnicity and education. Informatiaas obtained on all adults in the family as

well as a randomly selected child.

The 13-item Patient Activation Measure (PAM) wasedsof all adults age 18 and over and was
self-reported. Although the PAM was originally dgsd to be used for persons with chronic
conditions, a slightly modified version was devebbfor persons with no chronic conditions (see
Appendix). Persons in the survey were asked whehiesr had one or more of 10 common
chronic conditions, including diabetes, arthritessthma, chronic obstructive pulmonary disease,
hypertension, other heart disease, cancer, skircegrdepression or uterine bleeding. Persons
who reported one or more of these conditions wesleed the original PAM version (i.e. for
persons with chronic conditions), while those wiwb mbt have any of the 10 conditions were
asked the modified PAM questions (i.e. for persutts no chronic conditions).

Both versions of the PAM questions use Likert-tsggponse categories, including strongly
agree, agree, disagree and strongly disagree. Rexseho reported “not applicable,” “don’t
know” or “refused” on more than half of the PAM deatems (7 or more) were dropped from
the analysis. In addition, persons who replied tstgly agree” or “strongly disagree” on all 13
items were considered outliers and also excludednfithe analysis. After these omissions,
responses for about 13,500 adults were used totmarighe PAM scale. Construction of the
scale involved computing a “raw score” by summiimng tresponses to all 13 questions. For
persons who were missing one or more PAM items;alvescore was obtained by dividing the
sum of the scores for the non-missing items byntiraber of non-missing items. Using the
established methodology for the PAM, an activasoore from 0-100 was assigned to each
person based on their raw score.

Identifying levels of activation is based on whete activation score falls within a previously

determined range of scores. Level 1, the lowest lefvactivation, includes activation scores of
47 or lower; Level 2 includes scores of 47.1 tdl5kevel 3 includes scores of 55.2 to 67.0; and
Level 4 (the highest activation level) includesresmf 67.1 or above.
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