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Executive Summary
Oregon is one of thirteen state programs funded by the Centers for Disease Control and Prevention’s
(CDC) Arthritis Program. The CDC’s state arthritis programs aim to improve arthritis management and
the quality of life for people with arthritis. One of the strategies is to improve and increase health care
providers' patient counseling with referral to physical activity and evidence-based lifestyle management
programs. This project is in response to a DP18-1803: State Public Health Approaches to Addressing
Arthritis grant awarded to the Oregon Health Authority (OHA) to produce a plan for influencing
Electronic Health Records (EHRs) to integrate physical activity counseling prompts and increase referrals
among health care providers when delivering services to people with arthritis. OHA contracted with
Comagine Health to carry out the project activities.
Comagine Health formed an advisory committee and conducted an environmental scan to identify
needs and opportunities for better integrating counseling or screening prompts and referrals for
Arthritis Appropriate Evidenced Based Interventions (AAEBIs) into EHRs. Initial stakeholders were
identified in consultation between OHA and Comagine Health. Additional stakeholders were added as a
result of referrals from the initial stakeholders. Some stakeholders were invited to join the advisory
committee and others were selected for key informant interviews based on availability and subject
matter expertise.
Three advisory committee meetings were conducted between April and June 2020. The first meeting
focused on collecting supporting forces and resisting forces toward the goal of increasing physical
activity for people living with arthritis through physician counseling and referrals. This meeting identified
model programs that were explored in more depth in the second advisory committee meeting. The
advisory committee identified that progress on EHR referrals needed to be done in parallel with efforts
to establish sustainable payment pathways and supportive policies. Key informant interviews were
conducted between the first and second advisory committee meetings. In the second advisory
committee meeting, the environmental scan was shared, and breakout groups explored payment
pathways, referral pathways, community clinical linkages and policies that could be applied to arthritis.
In the final advisory committee meeting, the group reviewed and edited the draft recommendations.
The environmental scan was completed through conducting a review of the literature and current
program websites and resources as well as through 8 key informant interviews with clinical and
community stakeholders.
In summary, there is potential to increase physical activity counseling and referrals for people with
arthritis in Oregon. It was identified that arthritis is considered a low priority condition and is unlikely to
receive attention for funding without bundling it with other chronic conditions. Fortunately, physical
activity is valuable for prevention and treatment of numerous chronic conditions in addition to arthritis.
There is support in the health care community to promote physical activity and there are some models
that can likely be adapted to promote physical activity for people with arthritis. Advisory council and key
informant physicians agreed that in order to promote programs for physical activity, providers need to
trust that those programs will be a positive experience for their patients. They also noted that referring
people to programs needs to be perceived as easy and fit within current workflows.
There is consensus that utilizing EHRs to facilitate physical activity and referrals is plausible but complex.
Arthritis is not necessarily documented in charts, and when it is, there are over 100 different types of
Page 3

arthritis and therefore numerous codes. Many health systems in Oregon use Epic as their EHR, however,
each system needs to adopt any changes independently and not all clinics use Epic. It is unrealistic to
assume that physicians will be up to date on program accessibility for their patient’s unique situations.
Integrating AAEBIs into a statewide or local hub to curate and facilitate referrals between clinics and
community programs would lift the burden from the clinicians and program delivery organizations alike.
Additional work is needed to determine how to promote accurate diagnosis of arthritis in patient charts,
which entities have influence in potential payment pathways, how to minimize health care disparities
and to identify next steps to take for leveraging EHRs across the state.
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Background
The Oregon Health Authority’s Oregon Arthritis Program (OAP) works in collaboration with partners in
the public and private sectors to reduce the impact of arthritis in Oregon through a public health
approach. Oregon is one of thirteen state programs funded by the Centers for Disease Control and
Prevention’s (CDC) Arthritis Program. The CDC’s state arthritis programs aim to improve arthritis
management and the quality of life for people with arthritis through four strategies:
1. Expand the availability and accessibility of the arthritis appropriate, evidence-based
interventions (AAEBIs).
2. Improve and increase the health care providers' patient counseling with referral to physical
activity and evidence-based lifestyle management programs.
3. Promote walking as a way to manage arthritis symptoms.
4. Raise awareness of the burden of arthritis and ways to manage it.
The OAP is dedicated to increasing awareness, availability, and accessibility of evidence-based lifestyle
management programs for people with arthritis and offering both physical activity programs and selfmanagement education workshops. The arthritis appropriate, evidence-based interventions (AAEBIs)
available in Oregon include the Chronic Disease Self-Management Program, Walk with Ease, and
Enhance Fitness. To advance strategy 2, the OAP contracted with Comagine Health to complete an
environmental scan and convene an advisory committee to:
•

•

Provide OAP and its partners with a better understanding of needs and opportunities for
integrating EHR prompts for physical activity counseling and referrals to AAEBIs for people with
arthritis.
Develop recommendations to inform OAP in their strategic direction and key activities related to
increasing provider counseling and referral to AAEBIs.

The Burden of Arthritis in Oregon

In the United States, more than 54 million people (23% of adults) have arthritis. Osteoarthritis is the
most common form of arthritis, out of over 100 types of arthritis. Arthritis is best defined as joint pain or
joint disease and can occur in all ages, sexes and races. It is the leading cause of disability in the U.S.,
with estimated cost of $140 billion annually in direct medical costs.
The burden of arthritis in Oregon is high, impacting over 800,000 adults. Arthritis is associated with
multiple chronic diseases, including diabetes and cardiovascular disease, and with lower health-related
quality of life. Forty five percent of adults with diabetes and 59% of adults with cardiovascular disease
also have arthritis and over half of adults with arthritis are overweight or obese (26% and 37%
respectively).
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Patients with arthritis often approach their provider about pain management. Physical activity is
strongly recommended to manage arthritis and can decrease pain and improve function by about 40%
for adults with arthritis. In Oregon, walking is the most popular form of physical activity, and 49% of
Oregonians with arthritis report walking as a main form of physical activity. However, 23% of Oregonians
with arthritis report no physical activity outside of work and only 16% with arthritis report having ever
taken a class to help manage symptoms.

It can be counter intuitive for patients to participate in physical activity that they perceive is contributing
to their arthritis symptoms. The Oregon Pain Management Commission is working to change the
conversation about pain in our society. The scientific understanding of pain has significantly changed in
recent years. We now know that the experience of pain doesn’t just have a biological source but has a
complex relationship with the nervous system and brain with psychological and social factors that are
clinically significant. Our current understanding of pain suggests that physical activity can help to
improve pain management for individuals with arthritis.
Health care providers can help adults with arthritis improve their symptoms by recommending physical
activity and other self-management (SM) behaviors. Among Oregonians with arthritis, 63% report that a
health professional has suggested physical activity or exercise to help manage pain or other symptoms.
Among those who are overweight or obese, 42% report that a health professional recommended losing
weight to help manage arthritis symptoms. Physical activity is also well known to improve other chronic
disease such as diabetes and cardiovascular disease, two conditions often co-occurring with arthritis.
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Arthritis Appropriate, Evidence-Based Interventions (AAEBIs)

There are many benefits to physical activity. It reduces arthritis symptoms, risk of falling and prevents
weight gain. It also improves balance, joint mobility, extends years of active life, helps prevent weak
bones, muscle loss and delays onset of cognitive decline. AAEBIs are proven to improve symptoms of
arthritis, as well as overall health. Three AAEBIs are recognized in Oregon, including Walk With Ease,
Chronic Disease Self-Management Program (CDSMP)with Chronic Conditions and EnhanceFitness. There
is variable access to these programs across the state, dependent on local infrastructure and program
funding. The Compass Portal provides the most up to date availability of these programs in the state,
though is not comprehensive as not all programs use this state portal. Compass is a secure, online tool
that allows interested participants to find and register for a workshop if one is available in their area.
This tool is funded by the Oregon Health Authority and managed by Comagine Health.

Walk With Ease

The Arthritis Foundation’s six week Walk With Ease program emphasizes how to safely make physical
activity part of everyday life. The program includes a guidebook and a walking schedule to ease
participants into a healthier lifestyle. Studies show that Walk With Ease significantly reduces pain and
fatigue, and increases physical activity for people with arthritis. Developed by the Thurston Arthritis
Research Center and the Institute on Aging of the University of North Carolina, the program is offered as
a self-guided course or in a community setting that best suites the participant’s lifestyle.
The Oregon State University Extension Service manages the Oregon Walk with Ease Network. Samaritan
Health Services Regional Health Education Hub also coordinates a Walk with Ease program in Linn,
Benton, and Lincoln counties. In Lincoln County, RHEHub partners with the Newport 60+ Center.
Currently, RHEHub is working on implementing an electronic referral process, as part of a pilot in
Newport.

Chronic Disease Self-Management Program (CDSMP)
Administered by the Self-Management Resource Center, the Chronic Disease Self-Management Program
(CDSMP), sometimes referred to as Living Well, helps participants increase self-efficacy and ability to
manage many chronic conditions, including arthritis. This program is offered by clinics and communitybased organizations in Oregon. CDSMP was developed by the Center for Education and Research in
Family and Community Medicine at Stanford University. The program is delivered as a two and a half
hour workshop, once a week, for six weeks, in community settings such as senior centers, churches,
libraries and hospitals. The workshops are facilitated by two trained leaders, one or both of whom are
lay leaders with chronic diseases themselves. Classes are highly participative, where mutual support and
success build the participants’ confidence in their ability to manage their health.

The program is proven to lead to a significant improvement in exercise, cognitive symptom
management, communication with physicians, self-reported general health, health distress, fatigue
disability, and social/role activities limitations. Participants had fewer outpatient visits, hospitalizations
and days in the hospital. A national study on CDSMP showed significant protentional savings of $364 per
participant due to reductions in ER visits and hospitalization.
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EnhanceFitness

EnhanceFitness, a low-cost, evidence-based group exercise and fall prevention program, helps older
adults at all levels of fitness lower depression and become more active, energized, and empowered to
sustain independent lives. The program is designed to promote socialization among older adults.
The program was developed by Sound Generations, in partnership with University of Washington and
Group Health Cooperative. This program is designed to help adults with arthritis be active and feel
better and has expanded to 40 locations in 22 counties.

Other Relevant Programs
Fall Prevention, SilverSneakers and Silver&Fit

Oregon has multiple locations that provide fall prevention, SilverSneakers and Silver&Fit programs.
SilverSneakers is a fitness program designed for seniors over 65 and provides access to gym
memberships, weight training, aerobics, and group exercise classes. Silver&Fit, a program from
American Specialty Health Incorporated, is a fitness program designed for seniors and Medicare eligible
adults. It focuses on strength and body conditioning classes provided by local fitness centers and other
fitness and exercise related services. The Fall prevention program has three evidence-based programs
that are offered: Tai Chi, Otago Exercise Program and Stepping On. Tai Chi: Moving for Better Balance is
taught in the traditional 24-form Yang-style Tai Chi and depending on the participants’ physical
confidence, it can be done standing up or sitting down and can progress in levels. Otago Exercise
Program is covered by Medicare Part A/B and Medicare Advantage. It is delivered by a physical therapist
and designed to be done at home individually. It has been proven to reduce falls and increase strength.
Stepping On: Fall Prevention Program is a community-based program that is seven weeks long and
meets once a week. It helps older adults learn balance exercises and skills to prevent falls.

Policies & Payment Models
Policy Models

The Oregon Health Authority (OHA) charges Coordinated Care Organizations (CCOs) to administer state
Medicaid benefits to Oregon Health Plan members. To ensure care is high quality, accessible, equitable,
and fair in cost, OHA measures CCOs with two sets of quality health metrics, CCO incentive measures
and state quality measures, submitted to CMS under the 1115 waiver. Currently neither type of quality
measures includes arthritis or physical activity measures for adults. To assist in the adoption of
measures, the National Quality Forum maintains a portfolio of endorsed performance measures
including measures for arthritis, rheumatoid arthritis, and osteoporosis.
The Osteoarthritis Action Alliance (OAAA), Arthritis Foundation (AF), and CDC have developed a National
Public Health Agenda for Osteoarthritis: 2020 Update. This update from the 2010 agenda focuses on
nine strategies. The nine strategies in the Public Health Agenda are specific for Osteoarthritis (OA),
however they are applicable to all types of arthritis and chronic conditions.
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The first strategy, to promote evidence-based, self-management programs and behaviors as
nonpharmacological interventions for adults with symptomatic OA, outlines the need to develop
mechanisms to reimburse for referral and delivery of evidence-based self-management education and
physical activity. One of the key research priorities for this strategy is to identify effective mechanisms
and systems to enhance referral, program delivery, and reimbursement of self-management education
programs for diverse populations with OA. This key research activity may help shed light on the limited
availability of existing research on referral and payment mechanisms for adults with OA.
The fifth strategy, to expand systems for referral and delivery of evidence-based interventions for adults
with OA, prioritizes the need to provide public and private financing and reimbursement for program
sustainability through multi-stakeholder partnerships, including Medicare and other insurers.
This national agenda setting for policy and research prioritization across the three organizations is an
opportunity to expand existing best practices and policies, as well as identify new opportunities for
payment and referral models.

Payment Models

Evidence of existing payment models for AAEBIs are limited, however payment models for other
exercise or self-management programs may be appropriate to adapt to cover the cost of providing
AAEBIs. Current Procedural Terminology (CPT) codes are available for individual arthritis interventions
administered in a clinical outpatient setting by a qualified physician or non-physician practitioner, and in
some cases physical therapists. CPT codes refer to a set of medical codes used to describe a procedure
or service. There is no specific CPT code for physical activity counseling, however therapeutic exercise
codes and evaluation and management codes are available.
Reimbursement rates and health plan contracting differ for CPT codes. Most reimbursement rates are
set by the Centers for Medicare and Medicaid Services’ Medicare Physician Fee Schedule and updated
quarterly. Requirements and documentation for reimbursement differ by health plan. Since arthritis is a
chronic disease with multiple types and categories, the International Classification of Diseases, 10th
Revision (ICD-10) for Arthritis, offers numerous ICD-10 codes for accurate medical description of the
diagnosis.

Medicare Fee-for-Service

Medicare Part B (Fee-for-Service) allows for reimbursement for the Self-Management Resource Center’s
Chronic Disease Self-Management Program (CDSMP) using Health Behavior Assessment & Intervention
(HBAI) and Chronic Care Management (CCM) codes. The use of either code requires the program
provider to be a Medicare recognized provider and have the infrastructure to administer, document,
and electronically bill for the services. Billing for both HBAI and CCM for the Chronic Disease SelfManagement Program require additional staffing and infrastructure including a qualified physician or
non-physician practitioner on staff, or a contract for general supervision and billing.

Medicare Advantage and Supplement Plans

SilverSneakers and Silver&Fit are provided for Medicare eligible adults which operate independently
from Medicare but are included as a benefit on some Medicare Advantage and Medicare Supplement
plans. Certain fitness centers are contracted to be within a network for health-plan associated fitness
membership programs. Many of the plans cover the Fitness Center Membership completely or at a
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discounted rate. Health plan sponsored health club benefits can be used to support program
infrastructure for fitness programs such as EnhanceFitness.

Public Employee Benefits

Some states have expanded public employee benefits to include coverage for AAEBIs through their
health plan’s wellness program. One example includes the State of Montana Benefit Plan. The Health
Care & Benefits Division coordinates all wellness programs through the Live Life Well Program to make
them available to all State of Montana Benefit Plan members, including state employees, legislators,
retirees, and their families. The Live Life Well, Wellness Program Benefits for these plan members
include AAEBIs and other evidence-based wellness programs. The program is free to participants and
offers incentives for participation.
Oregon Public Employees’ Benefit Board also offers an array of Wellness Programs to their health plan
members, however not all AAEBIs are included in the program offerings. Executive Order 17-01, State
Agency Employee Wellness requires state agencies to establish plans to improve employee health. These
2020-2022 wellness plans are required to address lack of physical activity.

Medicaid

Limited information is available regarding states that have expanded Medicaid coverage to reimburse
for AAEBIs and other physical activity programs using medical service funds. Oregon Health Plan
Members receive Medicaid services through CCOs. CCO budgets allow for different types of spending,
including medical services and health related services. Medicaid payment for procedures and services
with medical service funds is determined by the Prioritized List approved by the Health Evidence Review
Commission. At this time, AAEBIs are not on the Prioritized List as arthritis interventions. The Oregon
Health-Related Services (HRS) Guide indicates HRS are “non-covered services under Oregon’s Medicaid
State Plan that are not otherwise administrative requirements and are intended to improve care
delivery and overall member and community health and well-being.” In some cases, AAEBIs may be
available for coverage through health-related services at the discretion of the CCO. In addition, many
CCOs provide coverage for fitness center membership for their members.

Provider Referral
Less than 4% of Oregon patients report being referred by a provider to CDSMP or Tomando Control,
among programs using the Oregon Compass Self-Management Portal (Appendix C). There is much work
to do to increase provider engagement and referral to AAEBIs. Below is a discussion of modalities for
provider referral and promising pilots and models.

Referral Modalities

Electronic Health Record (EHR)

Clinics can build decision support prompts and mechanisms to identify eligible patients in order to make
a referral within the EHR. Patients can be identified retrospectively or at point of care by using the tools
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built within the EHR. There are different benefits to each approach. A retrospective referral is done by
using the EHR to generate a registry of patients that meet enrollment criteria and contacting each
patient for the referral. A point of care referral is when a patient presents at a clinic and established
staff workflows and prompts within the EHR identify the patient as appropriate for a referral. Pulling a
list of patients through retrospective referral can assist in filling a class quickly, however building in point
of care identification and referral integrates the process into the daily workflow and meets patients’
needs more immediately.
Some clinics use SmartSets and dot phrases, programmed into their EHR to help providers identify
eligible patients and make a referral. SmartSets are an EHR clinical workflow tool used to organize data
or prompts during clinic visits. Dot phrases or SmartPhrases are short phrases that quickly populate
predetermined text. These phrases can also help with standardization, so reports can be pulled from the
EHR.
The National DPP, the Oregon Tobacco Quit Line, and falls prevention programs have been integrated
into the EHR by some health systems and clinics. Notable examples include OCHIN Epic’s integrated
referral to the Oregon Tobacco Quit Line. OCHIN Epic is used by the Federally Qualified Health Centers in
Oregon. In addition, OHSU also has a SmartSet and dot phrase to refer patients to falls prevention
services. Last, Providence Health & Services, Legacy Health, Sky Lakes Medical Center and Oregon Health
& Science University all have an integrated National DPP referral using a process that is aligned with
their health system’s workflow and care team norms for referrals internal or external to their health
system. The point of care referral systems are designed to mirror similar referral structures already in
place to ease the burden on care teams. Many health systems also have the EHR capabilities in place to
generate patient lists to identify target areas for engaging patients through retrospective referrals.

Fax Referral

Some clinics find success with a simple fax referral process. In this model, a clinician uses the EHR to
prompt the referral and other care team members complete and send an e-fax referral to the program.
Notable examples include the NW Senior and Disability Services Aging and Disability Resource Center
(ADRC) partnership with clinicians on the Oregon coast. The ADRC receives the referrals for the National
DPP program, contacts the patient for additional screening, enrolls the patients and communicates back
to the referring provider about the patient’s enrollment and attendance status. In addition, Deschutes
County Public Health conducts referrals with several area clinics.

Referral Model Examples

Referral to community-based physical activity programs

Provider referral is not significant for the AAEBIs that report on referral source. Out of 175 enrollments
in CDSMP and Tomando Control, only 4 reported they were referred by a provider (Appendix C). The
National Recreation and Parks Association has examples of referral processes for AAEBIs and RX Play.
While we don’t have referral numbers from Compass, two pilots in Oregon have demonstrated potential
promising practices that can inform future efforts for further integration into the EHR.
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Walk With Ease

In 2018, a partnership formed between the Newport 60+ Activity Center, the National Recreation and
Parks Association, and the Samaritan Health Services’ Regional Health Education Hub (RHEHub) to bring
Walk With Ease to Newport, Oregon. The hub provides evidence-based health education programs by
connecting participants with appropriate workshops in the local community. A retrospective data report
from an EHR identified 669 individuals with a diagnosis of arthritis. The clinic sent letters to the
participants and a RHEHub intern followed up with phone calls. Two Walk With Ease classes were held
over two months. The hub was able to optimize patient participation, decrease barriers to participation,
decrease administrative burden for both clinics and the 60+ Activity Center, and leverage data through
electronic health records. One of the lessons learned was that clinics need to be involved in scrubbing
the list pulled from the EHR or the query needs to be more specific because not everyone was an
appropriate candidate. The retrospective approach was successful in quickly filling a new workshop and
establishing relationships between partnering organizations.

National Recreation and Park Association Model

National Recreation and Parks Association (NRPA) has been working with local Parks & Recreations
agencies and health care providers to develop a community integrated health record referral process.
This process was piloted in Westminster, Colorado and Shreveport, Louisiana in 2018. Their referral
process was two-fold:
•
•

Retrospective: Providers pulled a list of patients with any diagnosis of arthritis in the EHR and
Park and Recreation offered classes to those patients.
Point of Care: During the office visit, the heath care provider used the EHR to identify and refer
patients with a diagnosis of arthritis to AAEBIs that were offered by the Park and Recreation.

A referral pathway for the pilot programs was developed, based on feedback from focus groups and key
informant interviews. The four steps of the referral pathway are:
1)
2)
3)
4)

Health care provider and Parks and Recreation collaborative referral process planning
EHR query development and patient identification for referral
Patient communication and follow-up
Park and Recreation AAEBI program enrollment, participation and feedback

Overall, the pilot was a success. The health care providers and Park and Recreation were able to
implement the referral process pathway resulting in 2,635 individuals that referrals to the AAEBIs. Of
those, 696 patients enrolled. To see flow chart, refer to Appendix C.

RX Play Pilot

In 2008, the RxPlay program was launched in Portland, Oregon through a partnership between Portland
Parks and Recreation, Tualatin Hills Park and Recreation, and area health systems. Under the initiative,
providers “prescribed” exercise for children to enter them into the program and sent direct referrals for
physical activity to Parks and Recreation staff. The referrals had the patient’s name, date, desired
activity from a standard list, and a goal for how many days a week and minutes a day a child was to
participate in the activity. Follow up by provider was conducted at six months. Due to HIPAA
constraints, information sharing was limited. Once the referral was made, a team specifically trained by
Park and Recreation would call the families to offer a time and class location for the child and provide
tours of the facilities for the families. There was great success when the curriculum was offered in
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Spanish and families were able to enroll multiple children. There were about 200 referrals made each
year and 50 clinicians involved. The program was successful until the funding ended. There have been
efforts to bring the program back to Oregon.
The overall success of the pathway referral for this program is notable. Physicians were recruited to the
program, they or their care team could sign an RX Play prescription and make a hand off to the
recreation centers who reached out to families within a few days. This pilot showed success in building
relationships between clinicians and physical activity partners. By 2013, there were multiple partners
involved, including Portland Parks and Recreation, Kaiser Permanente, Legacy Health System,
Clarendon-Portsmouth School Health Center, Multnomah County Health Department, and Oregon
Health and Science University.

Exercise is Medicine

Exercise is Medicine is a health initiative led by the American College of Sports Medicine, is well aligned
with the goals of this project. Their mission is to “to make physical activity assessment and promotion a
standard in clinical care, connecting health care with evidence-based physical activity resources for
people everywhere and of all abilities.” The Exercise is Medicine Action Guide and patient handouts
supports providers in assessment, “prescribing”, and referring patients to a certified exercise
professional. EIM uses an SBIRT model and encourages clinicians to integrate physical activity
assessment as a vital sign in the EHR and patient intake forms. This model may be promising model for
adaptation to AAEBIs.

Tobacco Cessation

Oregon’s Tobacco Prevention and Education Program (TPEP) supports local tobacco control programs to
combat tobacco use among Oregonians. The Oregon Tobacco Quit Line (1-800-QUIT-NOW) is a primary
resource for engaging Oregonians in quitting tobacco. The Quit Line links patients with free local
programs, online resources, educational material, free counseling and two weeks of nicotine patches or
gum for qualifying individuals. In partnership with OHA, OCHIN developed an EHR module for referral to
the Oregon Tobacco Quit Line within OCHIN EPIC, the EHR used by Federally Qualified Health Centers in
Oregon. OHA also provides resources for providers on using the five A’s (ask, advise, assess, assist,
arrange) and establishing electronic or fax referral to the Quit Line.

National Diabetes Prevention Program (National DPP)

The National Diabetes Prevention Program (National DPP) is a year long-lifestyle change program
developed by the CDC that helps participants lose weight, eat healthier and reduce their risk for type 2
diabetes. The CDC and the American Medical Association (AMA) created a toolkit to support health care
teams to screen, test, and diagnosis patients that may have prediabetes and refer them to the National
DPP. The tools developed by the CDC and AMA include fact sheets, risk tests, CPT codes, and example
workflows. Clinical workflows for screening, testing and referring include point-of-care and retrospective
identification algorithms, as well as recommendations for optimizing the EMR. Multiple large Health
Systems in Oregon use dot phrases for identifying and referring to the National DPP.
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Summary of Findings

Overall, this environmental scan offers promising evidence that promoting physical activity counseling
and referral for people with arthritis is a worthwhile effort. There are models of programs in Oregon and
elsewhere that can be adapted and scaled. There are, however, important challenges to consider.

Opportunities
•
•

•

•

•

•

•

There are well established AAEBIs for arthritis in Oregon.
There are models of successful payment pathways that could be applied to arthritis.
o Medicare advantage and supplemental plans have found ways to cover physical activity
centers as a wellness benefit and make the plans affordable for beneficiaries.
o CCOs have an option to cover physical activity programs at their discretion and many
already offer gym memberships as a benefit to members.
o Other states have found ways to cover wellness programs for AAEBI arthritis programs
for Medicaid beneficiaries and public employees.
There are models of successful clinical-community referrals.
o Some health systems and community partners have established referral models through
an EHR or fax referral that may be adaptable to arthritis.
There are models of successful clinical-community partnerships for increasing physical activity.
o The National Recreation and Parks Association has supported several pilot programs
with clinics referring patients to AAEBIs for physical activity, including for Walk With
Ease both nationally and in Oregon.
o The RHEHub Walk with Ease referral management model has been successful in
increasing participation and reducing administrative burden on providers and the local
program staff.
o Locally, RX Play garnered support from multiple Oregon health systems to refer children
to physical activity programs.
There are models of EHR based referrals that could be applied to arthritis.
o Multiple health systems in Oregon utilize their EHR to facilitate referrals to community
programs for the National DPP, smoking cessation and/or falls prevention.
o The Exercise is Medicine Model shows promise for adaptation
Physical activity programs for arthritis improve many chronic conditions and key informants and
the advisory council recommend aligning arthritis with the process for referral for other comorbid conditions that are already established.
OSU Cooperative Extension’s Walk with Ease self-directed program is available for no cost to
participants across Oregon.

Challenges
•

•

Progress on EHR referral prompts is unlikely to be successful without parallel progress on
payment pathways and supportive policies to support and sustain AAEBI program delivery.
There are still common misperceptions about pain and the language around pain is evolving.
Both providers and patients need education on pain management. Providers need to know that
the program they are referring to is literate in pain management and using updated language
around pain.
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•

•
•
•

The focus on AAEBIs may be too narrow to gain traction as a driver for workflow changes in a
clinic.
o People can increase their physical activity without a formal program
o Access to AAEBIs is not consistent as not all programs are available throughout the state
or accessible financially.
o Providers may not prioritize referral to AAEBIs as a stand-alone workflow due to many
competing priorities.
There are currently no AAEBIs specific to arthritis that have a sustainable funding pathway.
There are no known policies or incentive metrics specific to AAEBIs for the diagnosis of arthritis.
There are numerous diagnosis codes for arthritis, due to the many types of arthritis.
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Recommendations
Comagine Health formed an advisory committee and conducted an environmental scan to identify
needs and opportunities for better integrating counseling or screening prompts and referrals for
Arthritis Appropriate Evidenced Based Interventions (AAEBIs) into Electronic Health Records (EHRs). It
was identified that referring to AAEBIs through EHRs cannot be done without consideration of payment
pathways and supportive policies. Based on the environmental scan and the work of the advisory
committee, Oregon is well positioned to leverage work that has already been done to create community
and clinical linkages for the purpose of increasing physical activity for people living with arthritis and to
increase use of EHR prompts for providers to counsel and refer patients to evidence-based programs. In
the fiscal year 2020 (7/1/20-6/30/21) and fiscal year 2021 (7/1/21-6/30/22) the following
recommendations are proposed to the Oregon Health Authority (OHA).

1. Support health care providers and AAEBI providers to implement referral pathways
for physical activity counseling and AAEBIs.
2. Develop sustainable payment pathways for physical activity counseling and AAEBIs.
3. Promote state, local and organizational policies to promote utilization of and remove
barriers to physical activity counseling and AAEBIs.
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1. Support health care providers and AAEBI providers to implement referral
pathways for physical activity counseling and AAEBIs.
Recommendations:
a. Develop guidance on processes and tools for health care providers to identify patients
with arthritis who would benefit from physical activity.
i. Work with Oregon Medical Association to identify and engage with health care
providers who are most likely to work with patients who have arthritis. Such as:
1. Primary care
a. Family physicians
b. General internists
c. Geriatricians
2. Specialty Care
a. Rheumatologists
b. Physical therapists
c. Aquatic therapists
d. Pain clinics
e. Bariatric surgeons
f. Orthopedic surgeons
g. Chiropractors
ii. Promote accurate diagnosis of arthritis in patient chart to support better
population health management and referral workflows.
iii. Consider following Exercise is Medicine efforts to integrate physical activity vital
signs in electronic health records (EHRs).
b. Develop guidance, tools and templates for health systems to leverage technology to
promote physical activity counseling and bidirectional referrals to AAEBIs.
i. Utilize data for identification of appropriate patients
1. Develop inclusion and exclusion Electronic Health Record (EHR) criteria
for retrospective EHR report queries
2. Develop guidance for EHR decision support prompts for point of care
identification
3. Provide guidance and sample workflows that utilize someone other than
the provider, such as a case manager, medical assistant, health
navigator, community health worker, home health to screen and flag
patients for referral and enable physician to easily sign off
ii. Develop text templates (e.g. dot phrases) that can be easily created and shared
and are used to prepopulate a patient after visit summary with:
1. Benefits of physical activity for arthritis
2. Information about how to increase physical activity independently
3. Next steps to connect with an AAEBI provider that are concrete and
actionable
iii. Engage health systems who want to work with their EHR to develop templates
(e.g. SmartSets) to align with a lean referral workflow.
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1. Convene champions who have influence and medical informatics
subject matter experts to draft an implementation plan
a. Determine steps needed to widely leverage technology tools
b. Meet with physicians and informatics specialists to align the
technology with current practice.
iv. Explore interoperability opportunities between EHRs and data management
systems to develop and share best practices for establishing referral pathways
between different community information and referral exchange platforms.
v. Determine ways to optimize use of existing Health Information Exchange,
Community Information Exchange and data management tools for data
collection and promotion.
c. Document and promote best practices for AAEBIs and health care providers to use to
empower and engage people with arthritis to participate in self-management programs
and physical activity.
i. Increase awareness of current evidence on effective pain management through
pain education.
1. Dispel the myth that movement causes or exacerbates arthritic
symptoms.
ii. Direct AAEBI and health care providers to best practices for using plain language
and promoting patient activation when developing patient education material
and auto-populated after visit summary text.
iii. Integrate the expectation for physical activity into preventive and pre-op care.
iv. Incorporate behavior change component with referral; use motivational
interviewing to support initial and follow up engagements in physical activity
programs or other supports.
v. Explore ways for diverse cultures and rural populations to be included in
development of programming to make programs more accessible and
approachable.
vi. Help patients see improvement over time when attending a program
1. Encourage use of a tools that can track improvement over time. E.g. The
Pain, Enjoyment of Life and General Activity (PEG) Scale and self-efficacy
scales.
d. Identify and empower AAEBI program partners and health care provider champions:
i. Consider partnering with the NW Parks and Recreation, the Oregon Pain
Management Commission, Oregon Academy of Family Physicians, and the
Oregon Medical Association on:
1. Educational opportunities and materials for healthcare providers on
a. Benefits of physical activity for arthritis,
b. Benefits of AAEBIs,
c. Patient access to AAEBIs
d. Basic pain literacy
e. Logistics of making a referral
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2. Provide opportunities for referral partners to develop trusted
partnerships with AAEBI providers to support provider comfort in
making referrals.
ii. Develop training opportunities for AAEBI providers
1. Educate AAEBI providers on the opportunities for better integrating
their programs into the local health system and the important role as an
AAEBI provider.
iii. Convene RHEHub, Oregon Wellness Network, ADRC, 211 and others to:
iv. Document referral workflow best practices for AAEBI program providers
v. Develop and test referral workflow best practices for healthcare providers;
consider integration as part of a guide for multiple chronic conditions
informed by lessons learned from DPP, RHEHub’s Walk With Ease, RX Play
and fall prevention programs (e.g. Otago).
vi. Explore ways to integrate AAEBIs with existing hubs that are emerging. A
hub can serve to:
1. Curate all AAEBIs/CDSMPs in state and maintain updated contact
list
2. Serve as a resource for health care providers, program providers
and consumers requesting additional assistance for AAEBIs
3. Manage referrals from healthcare providers by receiving referrals,
contacting patients to screen for appropriateness to participate in
AAEBIs, discussing options for program enrollment, enrolling
participant in programs, and communicating enrollment choice of
the participant with the referring healthcare providers (closed loop
referral).
4. Ensure HIPAA compliance and certification (e.g. HITRUST, SOC)
5. Offer a no wrong door referral, help patients identify program by
location and other potential access barriers such as cost.

2. Develop sustainable payment pathways for physical activity counseling
and AAEBIs
Recommendations:
a. Develop guidance on strategies for establishing sustainable payment models
i. Identify opportunities to align with existing reimbursement models for other
chronic disease management programs and supports in Oregon (e.g. DPP
benefit for Obesity, Medicare Advantage Wellness benefits for programs like
Silver Sneakers, Otago for Falls Prevention, physical and occupational therapy)
ii. Identify current funding for each AAEBI program, program funding needs for
sustainability at current client volume, as well as funding needs for scaling.
iii. Explore scaling potential of programs that receive funding through partnerships
with provider groups that can bill for services.
iv. Evaluate health system level funding for AAEBIs including facilitating
conversations with payers and large health systems to identify and promote
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ways to make AAEBIs reimbursable as part of a suite of programs for conditions
that benefit from physical activity.
v. Explore expanding the list of individuals who are qualified as a service provider
(e.g. lifestyle coaches, personal trainers).
vi. Develop a tip sheet for health care providers to use billing codes that already
exist including individual and groups visits as well as in-person and virtual visits.
Exercise is Medicine is exploring CPT codes for physical activity counseling that
can inform this work.
b. Conduct a study using All Oregon Data Collaborative data to evaluate cost savings
amongst Commercial, Medicare and Medicaid beneficiaries in Oregon who complete
AAEBIs in a targeted region to develop the business case for reimbursement.

3. Promote state, local and organizational policies to promote utilization of
and remove barriers to physical activity counseling and AAEBIs.
Recommendations:
a. Develop a set of policy recommendations for Oregon, aligned with the National Public
Health Agenda for Osteoarthritis, which may:
i. Ensure equity in access
1. Allow for virtual programs as well as coverage for non- recognized
physical activity supports (e.g. state parks trail passes, Silver & Fit, Silver
Sneakers, fitness center membership, etc.) where AAEBI programs don’t
exist and or do not meet patient needs
2. Minimize out of pocket costs to people with arthritis
3. Consider other programs not currently recognized as AAEBIs
a. Example: Silver Sneakers, Tai Chi for Arthritis
ii. Incentivize healthier behaviors/physical activity
1. Make physical activity less expensive than alternative
treatment/management
iii. Encourage Community Health Improvement Plans (CHIPs) to adopt and promote
incentive metrics that promote physical activity to prevent or manage chronic
conditions.
iv. Incentivize providers to promote physical activity over medications or
procedures as a first line intervention
1. Work with the Oregon Pain Management Commission to educate health
care providers, AAEBI providers and people with arthritis on nonpharmacological management and treatment options for arthritis pain.
v. Establish standards for programs to ensure credibility and yet allow nonlicensed professionals to deliver AAEBI programs, where a licensed is not
required.
vi. Analyze successes and lessons learned from other self-management and
lifestyle change programs to inform policy direction for AAEBIs, including:
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1. National Diabetes Prevention Program (DPP) benefit for Medicaid
beneficiaries (Pre-Diabetes and Obesity)
2. Medicare Advantage and supplemental plans that pay for physical
activity

Page 21

Appendices

Page 22

Appendix A: Sample of National Recreation and Park Association
Workflow Sheet
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Appendix B: Interview List and Interview Questions
List of Key Informants
Contact
John Gobble, DrPH, RDN, LD,
MCHES
Kevin Cuccaro, DO
Joy Conklin
Elizabeth Eckstrom, MD, MPH

Organization
Lifestyle Medicine Group

Interview Date
April 24,2020

Oregon Pain Management Commission
Oregon Medical Association
Oregon Health & Science University

April 28, 2020
April 23,2020
April 28, 2020

Jean Rystrom
Lesha Spencer-Brown, MPH,
CPH

Play RX
National Recreation and Parks
Association

April 30, 2020
May 6, 2020

Key Informants Questions
Below is the interview guide developed by Comagine Health for the interviews. Questions were
modified as needed for interviewer.
Welcome Script: We are convening an advisory committee to assist with developing recommendations
for the Oregon Health Authority’s Oregon Arthritis Program to support them in planning their approach
to increasing physician counseling and referral for patients with arthritis to evidence-based arthritis
appropriate physical activity programs. Currently available and approved programs include
EnhanceFitness, Walk with Ease and Chronic Disease Self-Management Program.

Environment
•

•
•
•
•

What policies currently exist that support providers in providing counseling and referral to
physical activity supports for patients with arthritis? For patients with other conditions? Please
specify.
Are there particular CPT codes or alternative payment models we should research that that
could be billed for counseling and referring patients experiencing arthritis to AAEBP?
What other models we can learn from when engaging providers in counseling and referral to
arthritis appropriate physical activity programs or supports? Explain why you think they are
good models for this topic.
What policy or system changes need to occur to make referral to AAEBPs a priority?
Can you share information about OMA or AMA current national or state legislative priorities
that would help advance this goal (e.g. related to chronic pain or pre-DM)?

Provider Behavior
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•

•

•
•
•

Do your members currently refer patients to physical activity programs? Are there any
incentives (e.g. quality measures, billing opportunities) that currently exist for physicians to
counsel and refer patients to evidence-based PA programs?
o Dis-incentives? Barriers?
We know from the literature that some of providers counsel their patients on physical activity,
however this counseling does not consistently translate into a referral. How do you think
providers in your network would respond to the addition of an EHR prompt to counsel and refer
patients to community-based PA programs?
What would providers want to know about a program or support to be comfortable making a
referral?
What clinics or health systems do you recommend we consider to pilot an EHR prompt for
physicians to counsel and refer patients experiencing arthritis to AAEBPs?
Are there any providers you think would be strong provider champions for this work?

Other
•
•

Is there anything else you think is important to consider when working with the advisory
committee to develop these recommendations?
Is there anything else you’d like to share?
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Appendix C: Oregon Compass Self-Management Data Portal
CDSMP and Tomando Control Self-Reported Referral Method Summary*
January 1, 2019 – May 31, 2020 (17 months)
Referral Method

Participant Responses
(N = 175)

% of Respondents
(N = 105)

23
21
17
13
8
4
3
2
14
70

21.9%
20%
16.2%
12.4%
7.6%
3.8%
2.9%
1.9%
13.3%
40%

Family/Friend/Neighbor
Community or Faith-Based Organization
Internet
Community Health Worker
Media (Radio, TV, Newspaper)
Healthcare Provider
Flyer/Referral Card/Poster/Waiting Room
Work
Other
No Response
Source: Oregon Compass Self-Management Data Portal
*Walk With Ease referral data not available in Compass
**EnhanceFitness referral data not available in Compass
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Appendix D: Arthritis One Pager
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Arthritis – The Big Picture

Arthritis is a joint disease that encompasses over 100 conditions
and is the leading cause of disability in the United States. 54 million
people are affected by some form of arthritis nationwide, resulting in
a cost of $140 billion annually. The most common symptoms of arthritis
include swelling, pain, stiffness and decreased range of motion with the
most common forms being osteoarthritis and rheumatoid arthritis.

Arthritis type
Osteoarthritis

61%
42%

Rheumatoid Arthritis
20%

Fibromyalgia
14%

Osteoporosis
Psoriatic Arthritis

8%

Ankylosing Spondylitis

6%

Sjogren’s Syndrome

6%

JA Persistent to Adulthood

4%

Gout

4%

Lupus

4%

Source: Arthritis Foundation

Arthritis in Oregon
Almost one quarter of Oregon adults, and over half of older adults are diagnosed with arthritis. In Oregon the CDC
Behavioral Risk Factor Surveillance System 2018 Data Shows:
• Over one half of adults with arthritis are overweight 26% or obese 37%
• 45% of people in Oregon with arthritis also have diabetes and 59% have heart disease
• People with Arthritis are more likely to have a lower quality of life and report no physical activity outside
of work
• Only 16% reported taking a class to help manage symptoms

Arthritis by Age in Oregon Ever Diagnosed
Percentage of Oregon adults ever diagnosed with arthritis by age group, 2018

44.7

50

54.2
28.8

20.5
8.4
0
18-34

35-54

55-64

65 or older

Overall

Source: CDC Behavioral Risk Factor Surveillance System

Providers Can Help
Oregon is one of the thirteen states that is funded by the Centers for Disease Control and Prevention to increase
health care provided counseling. When there is encouragement of physical activity it helps with inflammatory
arthritis and helps people have a better quality of life, receive treatment and help manage it.

Arthritis Appropriate Evidence Based Programs Available in Oregon
These programs are available in Oregon and have been proven to help with pain, stiffness, fall prevention, help
decrease depression and provide a social aspect to their lives.
• Chronic Disease Self-Management Program
Known in Oregon as the living well with Chronic Conditions and is administered by the Self-Management
Resource Center, CDSMP has been shown to help manage pain and lifestyle change. This program is offered
by clinics and community-based organizations in Oregon.
• EnhancedFitness
An evidenced based exercise program designed for older adults to become more energized and active with
socialization.
• Walk With Ease
A self-guided course that is offered in the community. It includes educational sessions with self-paced
walks combined stretching and strengthening excesses. The Walk with Ease network is managed by the
Oregon State University Extension Service.

comagine.org

