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Abstract
Objective If patient engagement is the new ‘blockbuster
drug’ why are we not seeing spectacular effects? Studies
have shown that activated patients have improved health
outcomes, and patient engagement has become an
integral component of value-based payment and delivery
models, including accountable care organisations (ACO).
Yet the extent to which clinicians and managers at ACOs
understand and reliably execute patient engagement in
clinical encounters remains unknown. We assessed the
use and understanding of patient engagement approaches
among frontline clinicians and managers at ACO-affiliated
practices.
Design Qualitative study; 103 in-depth, semi-structured
interviews.
Participants Sixty clinicians and eight managers were
interviewed at two established ACOs.
Approach We interviewed healthcare professionals
about their awareness, attitudes, understanding and
experiences of implementing three key approaches to
patient engagement and activation: 1) goal-setting, 2)
motivational interviewing and 3) shared decision making.
Of the 60 clinicians, 33 were interviewed twice leading
to 93 clinician interviews. Of the 8 managers, 2 were
interviewed twice leading to 10 manager interviews. We
used a thematic analysis approach to the data.
Key results Interviewees recognised the term ‘patient
activation and engagement’ and had favourable attitudes
about the utility of the associated skills. However, in-depth
probing revealed that although interviewees reported
that they used these patient activation and engagement
approaches, they have limited understanding of these
approaches.
Conclusions Without understanding the concept of
patient activation and the associated approaches of shared
decision making and motivational interviewing, effective
implementation in routine care seems like a distant goal.
Clinical teams in the ACO model would benefit from
specificity defining key terms pertaining to the principles
of patient activation and engagement. Measuring the
degree of understanding with reward that are betteraligned for behaviour change will minimise the notion that
these techniques are already being used and help fulfil the
potential of patient-centred care.

Strengths and limitations of this study
►► Significant quantity of interviews (n=103) with pri-

mary care health professionals who reported on
common conditions such as type II diabetes mellitus
and cardiovascular disease.
►► Interviews were conducted with the same teams, often the same individuals, on two separate occasions.
►► Accountable care organisations were selected to
represent settings that were likely to be at the cutting edge of implementing patient activation and
engagement.
►► Established qualitative analysis methods were used;
however, not all interviews were double-coded.
►► The interview data were not verified with independent observational data.

Introduction
Meaningful patient activation and engagement (PAE) is essential for achieving highquality, patient-centred care.1–4 There is
wide acceptance that activated and engaged
patients and families are more likely to
manage their health effectively and have
improved health outcomes at reduced
costs.3–9 Critical PAE approaches include
goal-setting, motivational interviewing and
shared decision making (SDM) (see box 1
for definitions).7 10–12 These approaches have
been prominent in recent healthcare policy
developments, perhaps most notably in the
Medicare Access and CHIP Reauthorization
ACT (MACRA) legislation.13
Yet to competently implement PAE in clinical care, physicians and others must understand the underlying concepts and specific
approaches involved. Research on the understanding of these concepts and the ability to
implement them is scarce. Researchers have
not examined how specific PAE approaches,
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Box 1 Accepted definitions of patient activation and
engagement skills
Goal-setting: ‘collaborative goal-setting for health behaviour change
is a process by which caregiver and patient agree on a health-related
goal'.10
Motivational interviewing: a technique 'using a guiding style to
engage with patients, clarify their strengths and aspirations, evoke
their own motivations for change and promote autonomy of decision
making'.11
Shared decision making: a technique 'where clinicians and patients
make decisions together using the best available evidence, where
patients are encouraged to consider available screening, treatment
or management options and the likely benefits and harms of each'.
Patients’ preferences and values inform decision making.12

like goal-setting, motivational interviewing and SDM
are understood or embedded in new care delivery and
payment models. One type of new payment model, the
accountable care organisations (ACO), is considered
leader in patient engagement. In 2015, Shortell et al
surveyed ACO leaders about PAE activities at their organisations.14 Respondents indicated that 48% of primary
care providers are trained in PAE techniques and 45%
use decision aids, tools that help patients compare treatment or management options, with patients and families.14 Additionally, they found nearly 60% of primary
care providers have training specifically in SDM and
62% actively set goals with patients.14 Interviewees also
mentioned using motivational interviewing techniques
in response to open-ended questions.14 However, the
survey did not assess understanding or execution of these
PAE techniques.14 The extent to which clinicians and
managers at ACOs understand and deploy PAE skills in
clinical encounters is unknown.
To address this gap, we conducted a two-phase,
cross-sectional qualitative study to assess the use and
understanding of PAE approaches among frontline clinicians and managers at ACO-affiliated practices. Although
several methods exist to enhance PAE, we focused on
assessing the extent that members of the recruited teams
were aware of, understood and implemented three critical PAE skills: goal-setting, motivational interviewing and
SDM.
Methods
Patient and public involvement
Two patients participated in the study’s scientific advisory
committee panel.
Setting and participants
The ACOs we studied were the DaVita HealthCare Partners (DHCP) organisation in Los Angeles and the Advocate Healthcare organisation in Chicago. We chose ACOs
because of their reputation for undertaking patient
engagement activities and therefore would provide
insights on how other settings might be working. We
2

visited eight practice sites associated with each ACO; locations ranged from medical centres in metropolitan areas
to rural community-based clinics.
Recruitment and approach
We assessed levels of PAE in the 71 primary care sites of
the two selected ACOs using a 39-item survey instrument
(see online supplementary appendix 1) administered in
the 6-month period before each cycle of site visits. Clinical site leaders selected frontline staff for interviews and
an office or similar was made available at each setting.
Only the interviewers and interviewees were present.
Data collection
We conducted interviews during a 1-week period in May
2015 and in May 2016. We spent 2 days at each ACO and
visited 16 practice sites. Interviewers included up to seven
clinicians and social scientists, depending on the site.
After obtaining consent, each interview was recorded
and subsequently transcribed. Interviews averaged 1 hour
each.
Based on the literature, prior experience and the
advice of a scientific advisory committee, we developed a
semi-structured interview guide focused on PAE activities,
with question prompts that focused on type II diabetes
mellitus and cardiovascular disease, and specifically on the
interviewee’s understanding of PAE and barriers to implementation. Between the first and second interview cycles,
we added additional questions about PAE techniques for
engagement (see online supplementary appendix 2). We
also provided a summary of the finding to the leadership
of practice in the gap between interview cycles.
Data analysis
We used an inductive thematic approach to analyse the
interview data15 to identify recurrent themes relating to
our PAE focus: goal-setting, motivational interviewing
and SDM. Data analysis had three overlapping and iterative stages.16 In the first stage, CHS coded the text ‘lineby-line’ using ATLAS.ti software.17 Second, MM checked
a 10% sample for comparison, selecting randomly from
the data set. Both researchers organised the codes into a
codebook17 (see online supplementary appendix 3). In
the third stage, both CHS and MM reviewed the data and
derived unifying analytical themes to summarise the findings.17 These themes were not determined ahead of time.
The primary researcher reviewed each transcript at least
two times, adapting codes and adding memos to indicate
potential themes. The core team for this analysis (CHS,
MM and GE), met every 2 weeks to discuss emerging
themes and confirm data saturation,18 paying attention to
theme-contradicting data. We did not explicitly compare
the responses of different professional disciplines.
Consoldiated Criteria for Reporting Qualitative Research
(COREQ) qualitative research reporting standards were
used to guide the presentation of this work (see online
supplementary appendix 4).
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Table 1 Professional roles and location of participants
Site

Medical
Interview cycle assistant

Nurse

Nurse
practitioner

Physician

Management

Chicago

T1
T2

6
6

10
9

1
0

8
9

1
4

Los Angeles

T1

7

10

0

8

2

T2

6
25

7
36

0
1

6
31

3
10

Total

Research team and reflexivity
Personal characteristics
Interviewers
Twelve individuals conducted interviews. The group
consisted of healthcare services researchers and clinicians (SB, GE, EF, VH, SI, KM, MM, PR, DR, HR, SS—
see online supplementary appendix 5).
Relationship with participants
We established relationships with clinical leaders prior
to site visits and data collection. We told the participants
that we were researchers from TDI and UCB studying the
role of PAE in ACO healthcare models.
Results
The research team conducted 103 interviews with 68
professionals (table 1). The team members interviewed
included physicians, nurses, medical assistants and, in
some cases, diabetic nurse educators, social workers and
site administrators. When we compared interview in
the first and second interview cycles, we did not discern
thematic differences. Coders had been blinded to the
identity of clinics, and no thematic differences were
detected between these categories of clinics.
Themes
During thematic analysis, four dominant themes
emerged: (1) participants recognised and were well
aware of PAE terminology; (2) participants had positive
appraisals of these PAE approaches; (3) participants
had limited understanding of specific PAE techniques,
including goal-setting, motivational interviewing and
SDM; (4) participants reported or acknowledged partial
implementation of PAE approaches (figure 1).
Recognition
Most interviewees in both cycles recognised and were
aware of patient activation, patient engagement and associated terms. Some interviewees were more familiar with
the concepts than others and could accurately describe
the core principles. A doctor, for instance, characterised
his understanding of the term ‘PAE’ below:
It means that the patient is being more of a participant in their own care and not just being a passive
observer, and me telling them what to do. They’re actively engaging and really trying to learn more about
Mishra MK, et al. BMJ Open 2018;8:e023068. doi:10.1136/bmjopen-2018-023068

their disease and to do something more with that disease process. (Primary care physician (11015P))
Most respondents reported that their colleagues at
their clinics and organisations understood PAE concepts.
A nurse, for instance, used words like ‘we’ and ‘us’ to
signal an assumed shared understanding of PAE:
It’s very important that our patients are engaged,
meaning that they are involved, because, again, we
need to know what's going on with them in order for
us to make the best decisions together. And to get
them to want to improve. So, it's 100 percent across
the board. (Nurse (11031N))
The interviewees also recognised specific PAE skills.
A primary care physician (21009P) said confidently,
"I'm aware of the concepts (of PAE and SDM)". A
nurse (11010N) said, "I know about motivational interviewing". And a member of the management team at one
ACO (11008M) said, "we do try to drive that… (ie, goal
setting)". As a whole, interviewee responses indicated that
these terms were familiar to the participants. Most but not
all interviewees were comfortable answering questions
about PAE concepts and skills.
Positive appraisal
Participants expressed almost universally positive attitudes towards PAE. In a representative response about
PAE generally, one nurse (11017N) said, “I think (it is)
extremely important. We need patients to be engaged and
willing to want to help out with their own care and willing
to acquire knowledge of their own […] their medical
conditions". Her response indicates her own appreciation
for the role of PAE in keeping patients healthy. Similarly,
a clinical manager (11008M) said ‘(PAE is) absolutely
critical', indicating that the leadership, in addition to
frontline staff, thought that PAE was important to their
organisation.
Respondents also shared positive perceptions of
specific PAE techniques. In response to a question about
the use of decision aids, one doctor (11004P) said that
using them, ‘would be a good thing’ indicating appreciation for their value. After a question about motivational
interviewing, a nurse (21013N), said, "I think they're very
good ideas", and noted that although these patient-engagement techniques are not used often, "I think it
might be a very, very good thing to try, absolutely". This
3
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Figure 1

Representation of themes. PAE, patient activation and engagement.

response indicates positive feelings about motivational
interviewing while acknowledging that the approach is an
aspiration rather than a reality. Concerning goal-setting, a
member of the management team (11027M) at one ACO
said, “I would love for (what matters most to patients) to
be captured because that changes the whole equation. If
somebody wants to stay alive till their son graduates, then
figuring that out is (critical)”. As with other interviewees,
responses indicated positive attitudes yet at the same time
an open admission that the approaches were not being
actively adopted.
Limited understanding
Despite recognition and positive attitudes, participants
understanding of specific PAE techniques was limited. We
compared participants’ responses to accepted definitions,
detailed in figure 1. Some were clear about their unfamiliarity. One nurse (21004N) said, "I don’t know what
you mean by (goal setting)". This same nurse (21004N)
had confidently answered a question about PAE earlier in
the interview, saying it is, ‘patient participation, knowing,
knowledge, their ability to want to participate’.
Many interviewees described PAE techniques in
ways that did not align with accepted definitions. As an
example, after a question about whether her clinic used
4

tools or forms for goal-setting or SDM, one medical assistant (11023A) said, "I use an Accu machine to check
patients’ blood sugar levels". This response indicates a
belief that monitoring clinical indicators was equivalent
to goal-setting. Others believed goal-setting was about
assigning both behavioural and clinical targets to patients,
without collaboration:
I make sure that I sort of hold them accountable. I
say ‘okay, well, we're going to put down a goal here.
I'm going to write it in the chart that we want to lose
this amount of weight, or we're going to exercise, or
you're saying that you're going to do this activity, and
so in a month I'd like to see you back in here with
your food diary or your sugar monitoring'. (Primary
care physician (11005P))
Another thematic misunderstanding was equating
goal setting to history taking and physical exam. As an
example, one medical assistant (21028A) answered a
question about goal setting by saying, “when they come
in, (we need) their physical (examination), a history—
some of the patients never had an EKG. […] so you can
discuss your problems that you're having. […] So I make
little notes of it…”.
Mishra MK, et al. BMJ Open 2018;8:e023068. doi:10.1136/bmjopen-2018-023068
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Similarly, clinicians frequently cited using encouragement or adopting good interpersonal skills as evidence
of motivational interviewing. One medical assistant
(11009A) said, "I'm a good listener from what I hear.
Sometimes people just need an ear. They don’t need any,
anything else, right?" Interviewees were not familiar with
the core ideas, or terms used, by professionals who are
skilled at motivational interviewing.
Clinicians also responded to questions about patient
decision aids by giving information about general patient
education materials or brochures, indicating that they
did not understand the distinction between patient
information and patient-facing tools designed to help
patients understand trade-offs when comparing treatment options. When asked about patient decision aids
one nurse (21010N) said, “We use booklets. We use visual
aids. We use handouts and just hands-on teaching, like
teaching (the) glucometer. We do a lot of teaching of
(the) glucometer, teaching how to check your sugars,
teaching how to do the medications". Several nurses and
medical assistants responded to questions about patient
decision aids with assurance that they use the informational printouts from resources such as UpToDate. Physicians also made the mistake of equating patient decision
aids with printed After-Visit Summaries.
Clinicians also responded with comments about the
work they did to achieve biomedically determined quality
measures and targets, such as optimal control of blood
pressure and blood glucose levels. Asked about efforts in
his clinic to encourage patient participation, one physician (11015P) said, “We’re trying to make sure that we
hit the meaningful use (targets), so we try and print the
patient education (materials) right after every visit".
Asked about collaborative goal-setting with patients,
that same physician (11015P) said, "[I] talk to them and
inform them, that's our goal for the patients", indicating
goals are viewed as the patients’ achieving set population
targets, rather than engaging with patients to determine
goals that are driven by their own priorities. Clinicians
expressed frustration that externally set targets acted to
drive their practice and that external targets over-ruled
any effort to place emphasis on patient-centred priorities.
Partial implementation
Because participants had limited understanding of PAE
concepts, it followed that evidence of PAE implementation in routine clinical practice was limited. Participants readily confirmed that the implementation of PAE
techniques was partial. When we asked one member of
the management team (21018M), for instance, if the
ACO worked to prioritise collaborative goal-setting with
patients, the response was, "No. I really—I guess I really
should—it's just that it doesn't happen", and this admission represented a widespread acknowledgement that
PAE was essentially aspirational. In a few cases, interviews
with members of the management teams attested that
PAE activities did take place, but interviews with frontline
clinicians did not confirm their assertions. When we asked
Mishra MK, et al. BMJ Open 2018;8:e023068. doi:10.1136/bmjopen-2018-023068

a doctor (21009P) about use of motivational interviewing
in routine care, we received this response, "I'm aware of
the concept, … we haven't had these things implemented
in this clinic". This pattern was evident across all the interview data related to all three PAE techniques: goal-setting,
motivational interviewing and SDM.
Commonly cited barriers to PAE were the low levels
of administrative support and lack of sufficient time. Of
note, there was no mention of lack of understanding or
training in PAE techniques as a barrier. As an example, a
manager (21019M) at one of the ACOs said the feasibility
of implementing a motivational interviewing programme
was limited until they had more staff support, “I think
before we could really go down the path of doing more
around motivational interviewing, we're going to have to
(adjust staff levels)". Similarly, a physician (21029P) said
there was no time to follow-up with patients about goals
in a routine fashion. “I guess I really should… it's just that
it doesn't happen. I don't have the time to follow back
up with some of those patients to see if they've really met
their goals".
Some clinicians assumed their colleagues were already
trained in, and routinely employing, these skills. Asked
about whether training was available for SDM and motivational interviewing, one doctor shared a comment
that implied an assumption that his colleagues, by virtue
of day to day practice, were already competent in PAE
approaches.
I'm not aware of any formal training, but on the other hand, all of us have - of course, all of us went to
medical school, and all of us went through the medical residencies. I have four physicians in this clinic.
Every single one of my physicians has been practicing
medicine for over 10 years. And I do believe that we
have a lot of practical skills. (Primary care physician
(21008P))
Similarly, there was a lack of clarity about who was
responsible for PAE activities, a sense that it was important
and that it was a task that had to be done by others. When
asked about who sets collaborative goals with patients, a
nurse (21003N) suggested her colleagues might be doing
it, “I let them talk to the dietician and she encourages
them. And I'm sure the doctor does too, (but) like I said,
I just don't follow-up on them per se".
Although the ACOs did not implement most PAE techniques, we did find evidence that both organisations have
integrated the Five Wishes advance directive into their work
flow for patients older than 65 years.19 The Five Wishes
form has SDM elements and its routine use represents a
partial implementation of SDM at these ACOs.
Discussion
Principal findings
We found consistent evidence that health professionals
and ACO leadership were aware of patient engagement
concepts such as goal setting, motivational interviewing
5
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and SDM. They reported having favourable regard and
support of these approaches to patient care. Despite
the positive inclinations, we found consistent evidence
of misunderstanding and misinterpretation. There was
agreement that PAE was a ‘good thing’; but beyond a
superficial endorsement, we found no evidence that PAE
approaches were being adopted into routine care. In
fact, we found evidence that PAE techniques were often
understood as expedient ways to meet externally driven,
biomedical targets.
We found deep misunderstandings of PAE principles
in the two studied ACOs, which are widely considered to
be leaders in adopting these approaches. These misunderstandings are even more likely in care settings that do
not espouse to be among the leading proponents of PAE.
Perceptions that PAE is already happening lead to perpetuation of the status quo. That leads to a lack of motivation to do more, negates the need for further training
and minimises the potential power of PAE. They are not
seeing the effects or reaping the benefits.
Our findings also underscore the pervasive influence of
incentivised performance targets at ACOs. Incentives were
reported as being significant factors in leading clinicians
to encourage, if not direct, patients to achieve suggested
levels of blood pressure and blood sugar. The incentives
to achieve biomedical targets, however, do not encourage
collaborative goal-setting, negotiated behaviour changes
or jointly made decisions.
Strengths and limitations
Conducting the study in two well-established ACOs
committed to enhancing their PAE activities is a strength
of our study. The selection of established ACOs increases
the likelihood that our findings are applicable beyond
these organisations. There is no evidence to suggest that
other ACOs would have more advanced PAE activities.
We acknowledge that generalising beyond the ACOs we
studied and to primary care clinics overall carries risk,
given that there are over 800 ACOs in the USA, all at
different stages of maturity.20
A second strength is the number of interviews
conducted (103), with a wide range of primary care team
members over two rounds. Interviewing the same participants twice gave us the opportunity to assess potential
change over time.
Data analysis followed established qualitative methods,
using a coding process that two researchers developed
collaboratively. We acknowledge that the absence of
double-independent coding across all the data is a potential weakness of our approach; a second researcher coded
10% of the transcripts for validation.
A weakness is the absence of independent observational
data to verify our conclusions. Although we interviewed a
significant sample, we accept that social desirability could
have influenced the interviewee responses and may have
led respondents to react more positively to the PAE questions.21 22 A wish to portray the organisation in a positive
light, coupled with fear of workplace repercussions are
6

relevant factors for qualitative data collected by face-toface interviews. Other limitations include the difficulty
to account for the variation in training for the PAE techniques that we focused on. Additionally, formal theory
was not used in the data analysis and the demographic
data for the interviewees were omitted. Also, the study
was conducted in the USA and results may not directly be
generalisable to other healthcare contexts.
Results in context
Few other studies have examined the views of health
professionals about PAE approaches. Alvarez et al found
variations in primary care providers’ attitudes about
PAE.23 Shortell et al, in a prior study assessing the landscape of PAE at ACOs,14 found, ‘efforts are underway
(at ACOs) to engage patients and their families through
multiple means'. Our study suggests an important disconnect between leaders’ beliefs and frontline care delivery.
Although clinicians and managers in these ACOs reported
that they used the specific approaches we studied in their
clinical practices, in-depth semi-structured interviews
revealed low levels of understanding and implementation. This mismatch of perceived high levels of confidence coupled with low levels of accurate interpretation
and implementation is similar to what has been called
the Dunning-Kruger effect. This effect is a phenomenon,
whereby people with low comprehension and ability tend
to overestimate their proficiency in a given task.24
The ACOs’ efforts to encourage patients to change
behaviour to meet known (and incentivised) biomedical
goals appear to be incompatible with PAE approaches, as
described in the literature. Emphasis on clinical targets,
such as blood pressure or sugar levels, smoking cessation
or lipid control as targets of PAE, were prominent in
our findings. Other studies have found similar tensions
between patient-centred care and population-driven
metrics.25 26 Research on other pay-for-performance
arrangements suggest these models can positively influence ‘incentivised clinical processes’, but whether they
improve patient experiences or even lead to adversarial
relationships is unknown.25 27 The accounts of frustration
that we heard during our interviews run the risk that Wainwright et al identified of professionals ‘failing to interact
with patients as whole persons with unique expertise on
their bodies, their experience of illness and their lives'.27
Barriers to implementation of novel concepts or
innovations in routine clinical care have been explored
in detail.28–32 In a narrative review, Nilsen et al collated
implementation science theories and summarised their
ideas. In aggregate, they found the theories supported
the idea that knowledge predicts the formation of attitudes, which in turn, shapes behaviours.30 Our interpretation of barriers to implementation differs from this model
because we think it is important to parse understanding
from knowledge, resistance from attitudes and motivations from behaviours. The cornerstone of our argument
is the difference between awareness and comprehension.
Knowledge of the PAE concepts was widespread in our
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interviews, but comprehension—of the extent required
to enact the approaches—was largely absent. With these
theories in mind, we assert that lack of a full understanding of PAE techniques and implementation requirements is a significant barrier to routine use in primary
care practices.
Implications
Partnership between patients and clinicians is the underpinning principle of PAE,33 34 where the definitions of goal
setting, motivational interviewing and SDM make it clear
that the respect for the underlying wishes and priorities of
the patient should be the foundation of practice. At the
core of PAE is respect for patients’ autonomy, provided they
are made aware of their situation. In this study, we found
evidence that PAE is not viewed in this way, but rather it
is interpreted as pressing patients to meet incentivised
biomedical targets. In our view, this interpretation sets the
stage for conflict, frustration and professional burnout.
Just as importantly, incentivised targets can lead to patient
disengagement and disenchantment. If PAE is improperly or partially captured by a value-based compensation
model, it comes at the risk of being at odds with delivering
patient-centred care. Future approaches should prioritise
engagement in high-quality co-production and communication with patients.33 This is consistent with recent
research indicating that physicians’ desire to provide better
care for patients is more motivating than their desire for
financial rewards.35 As we have reported in this study, incentives will inevitably drive practice patterns and influence
the emphasis of patient engagement approaches. We have
also shown, there is a relationship between understanding
and implementing PAE into clinical care. One approach
we suggest is to measure the degree of implementation
of PAE techniques, as a surrogate for understanding
and reward clinicians who score high on metrics such as
patient-reported health outcome measures. If the incentives are better aligned with desirable behaviour change, we
will likely see the PAE model achieve its full potential. The
move away from fee-for-service towards payment for value is
an important and significant development. Yet, as we show
here, there is more progress to be made towards turning
the ‘rhetoric of patient-centred care into reality’.36 If healthcare organisations wish to optimise patient-centred care, we
suggest they move beyond a superficial understanding of
PAE.
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