
Optimizing Digital Health Patient Engagement 

August 2022



Introductions 
and Learning 
Objectives

Agenda

Patient Readiness 
for Digital Patient 
Engagement

Use Case for 
Digital Patient 
Engagement

Digital Tools for 
Patient 
Engagement

Promising Case 
Examples

1 2 3

4 5
Parting Thoughts

5



Introductions
Let’s get to know each other better!



Jillian Maccini, MBA, PCMH CCE
JSI Research & Training | Project Director of the HITEQ Center

Health Center Supporter | Overall Data Lover
I think digital tools have the possibility to empower patients and make 

them co-managers of their care.



Access to comprehensive care using 
health IT and telehealth

Privacy and security

Advancing interoperability

Electronic patient engagement

Readiness for value based care 

Using health IT and telehealth to improve 
Clinical quality and Health equity

Using health IT or telehealth to address 
emerging issues: behavioral health, HIV 

prevention, and emergency 
preparedness

About The HITEQ Center

The HITEQ Center is a HRSA-funded National Training 
and Technical Assistance Partner (NTTAPs) that 
collaborates with HRSA partners including Health Center 
Controlled Networks, Primary Care Associations and 
other NTTAPs to engage health centers in the optimization 
of health IT to address key health center needs through:
• A national website (www.hiteqcenter.org) with health 

center-focused resources, toolkits, training, and a 
calendar of related events. 

• Learning collaboratives, remote trainings, and 
on-demand technical assistance on key topic areas. 

Website: www.HITEQcenter.org | Twitter: @HITEQcenter | Email: hiteqinfo@jsi.com

HITEQ Topic Areas

http://www.hiteqcenter.org/
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Attendees of this session will be able to…

1 2 3
Define patient 
activation and 
eHealth literacy 
and how they 
might impact 
disease/ care 
management.

Describe at least 
one example of 
successful 
electronic/ digital 
patient 
engagement.

Identify one or 
more factors 
key to 
adopting 
digital patient 
engagement 
tool/ plan.



Part 1:
Readiness for Engagement
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Successful implementation of any 
digital tools relies on successfully 
identifying patients who are 
ready willing and able to take up 
that tool, and providing the 
needed support to patients and 
staff. 

Not all tools work for all patients! 



Patient Activation Measure
Determining Patient Readiness for Engagement



Patient Activation Measure
Evidence suggests that:
• Patients who are more activated have better health 

outcomes and care experiences. 
• Interventions that tailor support to the individual’s 

level of activation, and that build skills and confidence, 
are effective in increasing patient activation. 

• Policies and interventions aimed at strengthening 
patients’ role in managing their health care can 
contribute to improved outcomes and that patient 
activation can—and should—be measured as an 
intermediate outcome of care that is linked to improved 
outcomes.

Patient 
Activation 
The skills and 
confidence that 
equip patients to 
become actively 
engaged in their 
health care.



Short Form Patient Activation Measure
1. When all is said and done, I am the person who is responsible for managing my health condition
2. Taking an active role in my own health care is the most important factor in determining my health and 

ability to function
3. I am confident that I can take actions that will help prevent or minimize some symptoms or problems 

associated with my health condition
4. I know what each of my prescribed medications do
5. I am confident that I can tell when I need to go get medical care and when I can handle a health 

problem myself
6. I am confident I can tell my health care provider concerns I have even when the provider does not ask
7. I am confident that I can follow through on medical treatments I need to do at home
8. I understand the nature and causes of my health condition(s)
9. I know the different medical treatment options available for my health condition

10. I have been able to maintain the lifestyle changes for my health that I have made
11. I know how to prevent further problems with my health condition
12. I am confident I can figure out solutions when new situations or problems arise with my health condition
13. I am confident that I can maintain lifestyle changes like diet and exercise even during times of stress

Source: Hibbard JH, Mahoney ER, Stockard J, Tusler M. Development and testing of a short form of the patient activation measure. Health Serv Res. 
2005;40(6 Pt 1):1918-1930. doi:10.1111/j.1475-6773.2005.00438.x



eHealth Literacy
Defining the Importance



eHealth Literacy Model

eHealth literacy is defined as the ability to seek, find, 
understand, and appraise health information from 
electronic sources and apply the knowledge gained to 
addressing or solving a health problem. Unlike other 
distinct forms of literacy, eHealth literacy combines facets 
of different literacy skills and applies them to eHealth 
promotion and care. 

At its heart are six core skills: traditional literacy, health 
literacy, information literacy, scientific literacy, media 
literacy, and computer or digital literacy. 

The relationship of these individual skills to each other is 
depicted in the ‘lily’ image.

Source: Norman, C. D., & Skinner, H. A. (2006). eHealth Literacy: Essential Skills for Consumer Health in a 
Networked World. Journal of medical Internet research, 8(2), e9. https://doi.org/10.2196/jmir.8.2.e9



eHealth Literacy in Disease or Care Management

Ability to access and use RPM, 
mHealth apps, Portals, etc.

Know how to access, identify, and 
critically assess info about their 
condition in traditional/digital media, 
such as assessing health information on 
social media vs. from their doctor’s 
website, in context. 

Ability to read and make sense of 
written or numerical content such as 
educational messages or feedback.

Basic understanding of the biological 
processes/ components of their condition.

Capacity to obtain, process, 
and understand basic health 
information needed to make 
appropriate health 
decisions, such as directions 
for medications, 
understanding link between 
behaviors and health, etc.

Understanding how 
knowledge is organized in 
order to know what potential 
resources to consult to find 
information on their condition, 
develop appropriate search 
strategies, and filter results to 
derive relevant knowledge



eHEALS: eHealth Literacy Assessment

3
I know how 

to find 
helpful 
health 

resources 
on the 

internet.

4
I know how 
to use the 
Internet to 
answer my 

health 
questions

5
I know what 

health 
resources 

are 
available 

on the 
Internet

6
I know 

where to 
find helpful 

health 
resources 

on the 
Internet

7 8

Each question is scored on a scale of 1-5 (Strongly Disagree to Strongly Agree).
Source: Norman, C. D., & Skinner, H. A. (2006). eHealth Literacy: Essential Skills for Consumer Health in a Networked World. Journal of medical Internet research, 8(2), e9. 
https://doi.org/10.2196/jmir.8.2.e9
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I know how 
to use the 

health 
information 

I find on 
the Internet 
to help me

 I have the 
skills I need 
to evaluate 
the health 
resources I 
find on the 

Internet

I can tell 
high quality 

from low 
quality 
health 

resources 
on the 

Internet

I feel 
confident in 

using 
information 

from the 
Internet to 

make 
health 

decisions



Other Information
Use what you already have!



Use the information you have!

Case managers and care coordinators often have a good sense of 
the activation as well as health and digital literacy of patients that 
they work with regularly. Talk with them!

You may want to look at your patients who you are looking to 
engage digitally to see if they have a cell phone number and/or 
email, as this may indicate whether the patient does or does not 
have internet or a smartphone.

Patients who need interpretation services or are best served in a 
language other than English may be less able to adopt digital tools, 
as unfortunately many tools are available in very limited languages.



Digital Equity
Assessing Technological Readiness for 
Equitable Patient Engagement



Telehealth and Digital Tool Equity Assessment

User-Focused
Personal and 
Data Privacy

Language and 
Communication

Technology 
Needs

Download the Equity Assessment with all questions here: https://hiteqcenter.org/Resources/Telehealth-Telemedicine/telehealth-and-digital-tools-equity-assessment 

https://hiteqcenter.org/Resources/Telehealth-Telemedicine/telehealth-and-digital-tools-equity-assessment


Assessment Helps Tailor Care
Understanding 
patients’ activation 
and eHealth Literacy 
as well as the digital 
equity embedded in 
your tools can help 
tailor engagement 
strategies to 
maximize your 
resources within the 
health center. 

Highest Need 
(low activation/ low eHealth literacy)

(~10%) May need high-touch care coordination, and 
frequent one-on-one interaction, may be less able to 

adopt or use digital tools .

Medium Need
(Mid activation+eHealth literacy; one low/ one high) 
(~30-40%) May need outreach for coordinated care such as 
RPM; may be better able to adopt digital tools with some 

assistance.   

Lower Need 
(Higher activation/ Higher eHealth literacy)

(~50%) Focused on coordination, control, and prevention, more likely 
to have stable conditions. Well suited for digital support.



Part 2:
Defining the Case 
for Digital Patient Engagement
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Improvement Goals

● Increasing Adherence

○ Improving medication 
Adherence

○ Decreasing no-shows

● Monitoring for change

○ Logging results

○ Monitoring trends

● Maintaining contact between 
visits



What do we need to solve for?

Key Barriers Adherence 
Challenges

Management 
FactorsKey barriers to effective 

care:

• Poor or inconsistent 
monitoring.

• Lack of use of 
evidence-based 
treatment protocols 
by the care team.

• Missed 
opportunities/ care 
gaps.

Patients have difficulty 
adhering to disease/ 
condition management 
regimens including:

• Diet & exercise

• Medication 
adherence

• Understanding 
care plans

Myriad factors impact a 
patient’s ability to manage 
their conditions including:

• Health beliefs

• Current knowledge

• Physical limitations

• Related socio-economic 
factors (e.g., culture, 
education, income)



Digital Tools
Engaging Patients in their Care



Digital Patient Engagement Opportunities
Factors most affecting disease management or 
health outcomes are often driven by patients 
themselves or outside of the clinical environment.

Technologies that target patient engagement are 
having a significant impact on health outcomes.

Provides opportunities to:
• increase patient to provider communication
• provide patients with personalized reports
• provide real time access to lab results and education
• increase patient involvement in their care planning



Electronic Patient Engagement Tools

Remote Patient 
Monitoring

Electronic Patient 
Engagement Tool

mHealth Personal 
Health Apps

Remote patient 
monitoring involves the 
collection, transmission, 
evaluation, and 
communication of 
patient-generated 
health data from 
electronic devices.

Some examples are 
home BP cuffs connected 
to Bluetooth or digitally 
connected pill trays.

mHealth refers to consumer 
technologies like smartphone 
apps that enable consumers to 
capture and track their own 
health data, typically without 
direct provider assistance or 
interpretation. Some mHealth can 
integrate with provider platforms, 
but they typically are less 
focused on clinical interaction, 
and more focused on helping 
people use timely data about 
themselves.

Electronic Patient Engagement 
tools including patient portal 
options or 3rd party options like 
Luma Health, CareMessage, etc. 
Typically accomplished through 
SMS or other messaging (ideally 
bidirectional) to send education 
and/or reminder messages (appt, 
meds, etc). These tools often have 
patient portal-like features, but 
may or may not be a patient 
portal tied to an EHR. Many offer 
similar features without requiring 
a separate patient login or app. 

https://hiteqcenter.org/Resources/HITEQ-Resources/electronic-patient-engagement-epe-tool-inventory


Benefits and Drawbacks of Options

Remote patient monitoring:

• Ongoing monitoring including for those who 
have trouble getting to the clinic; automated 
alerts and feedback; well documented 
effectiveness; can meet quality measures.

Electronic Patient Engagement: 

• Consistent messaging, may not require 
separate app/ login (lower barrier to use), 
increase adherence/ reduce no-shows, many 
tailoring options.

mHealth or Personal Health Apps:

• Typically no separate cost incurred by the 
health center; can build knowledge, 
activation, and autonomy; can select an app 
for the patient’s needs (such as one that 
focuses on med adherence or one that focuses 
on diet/ exercise). 

Benefits Drawbacks
Remote patient monitoring:

• May require significant investment (even beyond just any 
device purchase). Ongoing patient training/ engagement 
needed. New workflows needed. Concerns about patient 
generated data. 

Electronic Patient Engagement: 

• For automated options, documentation needs to be thorough 
and up-to-date including mobile, preferred contact method and 
language. For tailored outreach- problem lists, lab, and test 
results need to be up-to-date so patients do not receive msgs 
that are not appropriate for their current needs.

mHealth or Personal Health Apps:

• Little clinical guidance exists on how mobile apps should be 
used to add value to patient care, unknown reliability of apps, 
less interactive, requires digital/ health literacy.

All require at least some patient activation and eHealth Literacy, 
in addition to access to technology.



Some tips to overcome these!
• If considering mHealth personal health apps, research suggests limiting 

considerations to those updated within the last 6 months as that is correlated with 
higher quality. 1

• Check out HITEQ’s health app decision tree for comprehensive selection 
criteria.

• Before jumping in– assess whether you have the information you need to send 
accurate, meaningful messages automatically. If not, start there (updating patient 
info, etc.) or start with a small cohort for whom you do have good information. 

• If your patients lack internet connectivity, consider RPM options with built-in 
hotspots and SMS text options that work for any mobile phone.

• Plan for iteration: implementation will require some improvement cycles. Plan for 
this and ensure that someone is championing this.

• Refer back to the section earlier where we discussed tailoring tools and services to 
patient’s needs– one app/ solution will not work for all!

https://hiteqcenter.org/Resources/HITEQ-Resources/hiteq-health-app-decision-tree-1


Promising Examples
Electronic Patient Engagement to Improve Care and Outcomes



What does the evidence say?
• Online access to records is one of the most effective ways to engage patients, often 

leading to improved communication, adherence to lifestyle advice and shared 
decision-making. It also tends to be highly valued by patients. 

• Research into the use of diabetes portals has typically shown that access to 
information and support via online patient-centered tools is capable of improving 
health indicators for patients and engaging them in the management of their disease.

• There is value in promoting patient portals as a supplementary tool to support care 
management, particularly for patients with chronic conditions, such as hypertension and 
diabetes. 

References:
Castle-Clarke, S., & Imison, C. (2016). The digital patient: transforming primary care. London: Nuffield Trust. 
Yu CH, Bahniwal R, Laupacis A, Leung E, Orr MS, Straus SE. Systematic review and evaluation of web-accessible tools for management of diabetes and related cardiovascular risk 
factors by patients and healthcare providers. J Am Med Inform Assoc. 2012;19(4):514–22. doi: 10.1136/amiajnl-2011-000307.
Steinbrook  R.  Health care and the American Recovery and Reinvestment Act.  N Engl J Med. 2009;360(11):1057-1060. doi:10.1056/NEJMp0900665

https://www.nuffieldtrust.org.uk/files/2017-01/the-digital-patient-web-final.pdf
http://dx.doi.org/10.1056/NEJMp0900665


Found that mHealth program, developed through a 
theory-guided, iterative, and patient-centered process, 
assisted patients in establishing sustained medication 
adherence (MA) and BP self-monitoring behaviors.

Led to statistically significant, clinically relevant BP 
reductions among Hispanic adults with a history of 
uncontrolled hypertension and poor MA. 

Success Factors: 
• Real-time measure of med adherence

• Relevant biometric self-monitoring 

• Integrated care team engagement to provide timely titration 
changes

• Fostering of functional health literacy via SMS messages and 
audio and video clips 

• Linkage of medication adherence to patient-identified goals

Case Example:
Culturally Tailored Digital Patient Engagement Shows Promise
Smartphone Med Adherence Stops Hypertension, 
SMASH, involved a smart phone application, 
electronic medication tray, and a 
Bluetooth-enabled BP device. Participants 
measured their BP every three days, with 
reminder texts and audio/ visual instructions. 

Source: Chandler, J., et al. (2019). Impact of a Culturally Tailored mHealth Medication Regimen Self-Management Program upon Blood 
Pressure among Hypertensive Hispanic Adults. International Journal of Environmental Research and Public Health, 16(7), 1226. MDPI AG. 
Retrieved from http://dx.doi.org/10.3390/ijerph16071226

Sustained 
reduction



Case Example: 
Diabetes Self-Management Portal with Dashboards
A qualitative study of the use of a diabetes 
self-management portal found:
• Patients and providers believed blood sugar reporting was 

the most useful feature of the portal; patients recorded their 
blood sugar frequently.

• Patients liked the dashboards that showed their progress and 
reminders to log information helpful; however patients who 
missed logging eventually found dashboards and reminders 
de-motivating.

• Health Library function (relevant information for patients) was 
not widely used. 

• Use of the portal was helpful for patient support staff to 
check-in with patients; physicians were more likely to say they 
did not have time to use it.

The reporting and tracking 
of blood glucose and other 
health indicators were 
believed to be the most 
useful features of the 
portal for both patients 
and providers. The portal 
provided an added source 
of motivation especially 
useful for “new 
diabetics” learning to 
manage their disease.

Source: Urowitz, S., Wiljer, D., Dupak, K., Kuehner, Z., Leonard, K., Lovrics, E., Picton, P., Seto, E., & Cafazzo, J. (2012). Improving diabetes management with a patient portal: a qualitative study of diabetes self-management portal. 
Journal of medical Internet research, 14(6), e158. https://doi.org/10.2196/jmir.2265



Case Example:
mHealth to Augment Mental Health in Primary Care
Approach: Cambridge Health Alliance (1) Evaluated mental health mobile apps (2) 
Developed an apps toolkit with stakeholder input, (3) Piloted at six primary care sites, and (4) 
Rolled out app toolkit across 12 primary care sites and conducted 1 year follow-up survey.

➔ Focused on apps that were: (1) aligned with clinical interventions utilized in their program; (2) developed by a 
“trusted” source such as medical, academic, and/or research institutions; (3) free to download; and (4) 
contained privacy statements.

➔ Also considered app accessibility in terms of our patients' language needs, literacy levels, and alignment with 

treatment goals.

Results: 83% of BH providers who responded say they use apps as part of their clinical care. 
Anxiety was the most common condition for which app use was recommended by providers. 
Nearly half expressed interest in further developing their knowledge of mental health apps. 

Among patients the 65% of patients who responded, two thirds reported the tools were 
helpful, especially for managing stress and anxiety.



Case Example: Diabetes Text Messaging
Project HOPE Chicago - Mobile Phone Diabetes Project

A primary-care–based mobile health program that sends 
health-behavior–related text messages to diabetes patients both 
improved outcomes and reduced costs.

Treatment participants were an average age of 53 years old and 
had a diabetes duration of 8 years. Two-thirds were African 
American.

Total healthcare costs decreased by a significant $812 per patient 
over the 6 months, including a drop of $1332 for outpatient visits

Costs of the mHealth program were estimated to be 
$375/participant, suggesting a net cost savings of 
$437/participant ($812-$375)

Reference: https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2013.0589   

https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2013.0589


Parting Thoughts
Keys to remember when rolling out any of these



One key to 
remember

It is key to monitor digital tools for your 
adoption across the population, to 
determine if you are serving your 
patient population. 

When adopting digital tools, clinics are 
sometimes suddenly more actively serving 
a younger or “more stable” population, 
because those are the patients ready and 
able to use digital tools. It’s important to 
be sure all patients are served!



Rolling out any Digital Tool

Enable needed 
functionality, such as 
two way 
communication or the 
ability to schedule 
visits

Prepare your 
tool (and staff) 
for the rollout

Use clear, simple 
language

Consider translating 
into multiple languages 
to meet patient needs

Manage expectations

Have 
comprehensive 
instructions for 

accessing
Have providers, care 
teams, case managers, 
and others reinforce 
the use of the tool.

Use scripts to 
encourage patients to 
use the tool.

Share instructions 
wherever 
possible!

Establish your 
baseline (how many 
pts currently using?)

Monitor for use by 
patients AND care 
teams

Monitor 
activity



Notes from the field
Essential to have a good understanding of the fabric of the health center. If the 
health center is struggling and have too many competing issues, then it can be 
difficult to initiate new services and technologies such as digital tools for 
hypertension management without dedicated resources.

Requires a trusted individual that understands corporate-level needs and knows 
how to influence progress in the health center in order to build long term change. 
Keys = stable leadership, transparency, and commitment to quality.

Requires more complex models of assessment beyond claims data. Need to be able 
to understand the unique needs and complexities of the cohort you are seeking to 
impact.



Email: hiteqinfo@jsi.com
Phone: 1-844-305-7440

This project is/was supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of 
Health and Human Services (HHS) under grant number U30CS29366 titled Training and Technical Assistance National 
Cooperative Agreements (NCAs) for grant amount $768,000. This information or content and conclusions are those of 
the author and should not be construed as the official position or policy of, nor should any endorsements be inferred by 
HRSA, HHS or the U.S. Government.

Questions? Feedback?

mailto:hiteqinfo@jsi.com

