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Session 2: Opportunities in the Service Blueprint 
OBJECTIVE: The overall objective of this session is to continue to brainstorm potential stakeholder 

involvement, identify the tools that each stakeholder has that might influence behavior change, 
review and add to the journey maps, and begin to surface opportunity areas to further explore.   

TIME: Tuesday, February 14, 2023, 10:00am – 12:00pm ET  

RECORDING LINK: • Group discussion link  

• Workgroups 1, 2 and 3 links available soon on the Expert Panel web page 

MIRO BOARDS: • Characteristics of Effective Screening Tools (Link)  

• Stakeholder Mapping & Patient Journey (Group 1 link, Group 2 link, Group 3 link)  

• Reflecting on the Process (Link)  
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 Overall Summary 

The second human-centered design session focused on ways to increase involvement of care team members, identifying 
tools that each care team member has that might influence behavior change, and beginning to determine opportunity 
areas to further explore. Session activities included brainstorming characteristics of effective screening tools, mapping out 
stakeholder assets and limitations, and identifying opportunities to integrate care team members into the patient’s care 
journey.  

During the screening brainstorming activity, the Advisory Panel members indicated some characteristics of effective 
screening tools, including simplicity and flexibility in administration. Members also highlighted that a screening tool 
should prompt a further assessment, which can be more comprehensive. 

The Advisory Panel members then broke into three groups to engage in a stakeholder mapping activity to identify 
opportunities and limitations of potential care team members. Key recommendations include:  

• Consider the extent of a care team member’s expertise and skillset. 

• Provide arthritis-related education or additional resources to increase stakeholder impact. 

• Streamline the approach to counseling. 

• Leverage payer’s organizational assets to provide opportunities for member engagement. 

Continuing into the patient journey mapping activity, the three groups of Advisory Panel members identified challenges 
and missed opportunities in patient care journey examples and plugged in care team members that could participate in 
screening, counseling, and referral activities. The groups discussed leveraging care team members’ existing assets—such 
as unique skillsets—and providing them with additional resources and education (e.g., credentialing and certifications). 
The groups also considered that some non-traditional contributors, such as community-based organizations, can fill 
clinical gaps and provide resources for people with arthritis.  

Key Themes 

• Care team members should be evaluated to determine skillsets, training, expertise, and roles prior to integration 
into the arthritis screening, counseling, and referral process. After determining gaps or areas for improvement, 
providing stakeholders with resources and education could bolster existing competencies and facilitate the 
integration process. 

• When integrating care team members, the context matters. Stakeholders’ existing and potential assets will impact 
processes differently depending on where they are integrated. Medical assistants, for example, may be able to 
gather additional information before the primary care provider attends an appointment.  

• There is an opportunity to integrate community resources and social services into the care pathway. Depending 
on existing resources, assets, and needs, communities can fill clinical gaps to support people with arthritis. This 
integration could decrease provider burden and allow providers to best utilize their time with patients.  

Reflecting on the Process 

The goal of the Reflection activity was to understand what participants found valuable in the January HCD Session. 
Common sentiments shared by Advisory Council members included:  

• Enjoyed having multiple perspectives  

• Enjoyed the collaboration 

• Felt the process was thoughtful and comprehensive 

See a full list of Advisory Council comments below:  
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Characteristics of Effective Screening Tools 

The goal of the warm-up activity was to consider screenings for function, pain, and physical activity levels including, but 
not limited to, screening tools like the Patient Recorded Outcomes Measurement Information System (PROMIS) and 
Exercise Vital Signs (EVS).  

Key Themes 

• Keep it Simple: Screening tools should be short, prompt, and be easily administered. 

• Flexibility around Administration: Screening tools should allow for flexibility around who administers the tool and 
where it is administered.   

• Consider the Next Step: When implementing a screening tool, it is important to consider whether it will prompt 
more comprehensive patient assessment tools and counseling. 

Summary 

To promote brainstorming around effective characteristics of screening tools, five key areas were provided for discussion:  

• Questions and Content 

• Administration of the Screening Tool 

• Mode of Data Collection 

• Evidence Base for the Screening Tool  

• Compatibility 

The initial discussion was centered around considerations for administering a screening tool. Participants shared that an 
effective screening tool should take less than five minutes, have only one to two questions, and include flexibility in who 
administers it (e.g., self-administered or administered by a healthcare worker, community organization, or other known 
entity or person) and where (prior to appointment/at home or during appointment). The group discussed having a pre-
visit questionnaire to help with limited provider-patient interaction time and prompt patient observation proactively. The 
group also discussed that often an effective screening tool doesn’t need to diagnose a patient, but rather prompt 
additional assessment and identify areas for counseling and referral. For example, a simple blood pressure screening may 
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show an individual with high blood pressure, but it is up to the provider to conduct more comprehensive testing or follow-
up.  

Other characteristics of a successful screening tool noted in Miro included ensuring that the screening is measurable, easy 
to use or administer, has data interoperability capabilities, utilizes evidence-based standards, and can be easily adopted 
into a clinical workflow. See the full list of comments below: 

 

Opportunities and Limitations of Stakeholders 

The goal of the activity was for Advisory Panel members to determine potential care team member assets and 
opportunities, as well as potential limitations and barriers. Each breakout facilitator began the activity by providing a high-
level review of care team members assigned to the group and allowed Advisory Panel members to exchange for other 
possible stakeholders from the full list gathered from HCD session 1. The facilitators then reviewed and walked through 
the priority list of care team members, which were unique to each workgroup. Advisory Panel members discussed 
whether it would be feasible to integrate the various stakeholders, where they could fit into the process, and input on 
potential assets and opportunities as well as limitations and barriers for each stakeholder. 
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Key Themes 

• Level of Expertise and skillset 
o Assess stakeholders’ unique skillset, training, expertise, and role when integrating them across the care 

continuum.  
o Consider the additional levels of training or support needed when integrating support staff (e.g., Health 

Coaches or Care Managers/Coordinators).  

• Providing Additional Resources and/or Education 
o Educating stakeholders (e.g., receptionists) on materials relevant to arthritis and physical activity can 

facilitate the integration process. 
o Providing resources, such as credentialing and certification mechanisms, and central repositories of 

information can build self-efficacy skills among stakeholders and increase their impact on and access to 
people with arthritis.  

• Consider the Context 
o The placement of a stakeholder in the screening, counseling, and referring process will influence their 

impact. It is important to consider the context and scenarios within which stakeholders operate to best 
maximize their assets and opportunities.  

• Centralized Approach 
o Identifying inconsistencies and streamlining to a centralized counseling approach will be essential to 

successfully integrating stakeholders into an existing process. At present, varied approaches to counseling 
for physical activity are common across providers and will complicate the integration of stakeholders. 

• Payer Considerations 
o Payers can leverage their organizational assets to create different channels for engagement with their 

beneficiaries. Promoting benefits proactively can benefit patients and help prevent or slow chronic 
diseases like arthritis.  

Group 1 Summary 

Group 1 considered care team members in the context of “Joe – Hard worker Persona” (see Appendix B: Personas). 
Participants started by discussing the assets and opportunities a health coach might have along the care continuum for 
people with arthritis, sharing that health coaches have insight into behavior change and can individualize a patient’s 
behavior and lifestyle change process. Health coaches often have a deeper understanding around the modes of 
accountability and reasons for motivation, and a patient will likely have the opportunity to have a longer conversation 
with their health coach, versus with their providers. Though health coaches traditionally have lower costs associated with 
them, they still have a cost. Among other barriers and limitations for health coaches, the group added health coaches 
aren’t often connected to the healthcare infrastructure and may require more training or support in order to be fully 
integrated. The group discussed certification concerns around a health coach, citing a variation in training. The group also 
raised concern around different approaches for behavior change. For example, if a patient is required to see a physical 
therapist and a health coach, the different professionals may have a different approach when counseling for physical 
activity, so ensuring a centralized approach is important. When considering the different approaches for behavior change, 
the group noted that each health coach will have a unique skillset, and their practices may not be consistent. Finally, the 
group noted the importance of distinguishing between a health coach and a lifestyle change coach.  

The group also discussed the assets and opportunities, and the barriers and limitations for care coordinators/manager, 
healthcare leadership, and advocacy organizations. Care coordinators/manager can consider arthritis in the context of 
other unmet social needs, and they typically live within the population that they are serving. One participant noted that, 
in their experience, care managers often require a lot of training as they often have limited knowledge related to behavior 
change and evidence-based lifestyle change programs. The group discussed that though healthcare leadership could play 
a bigger role, they often don’t see the arthritis-related burden a patient experiences, and may look to joint replacement 
surgery as a solution to arthritis rather than identifying long-lasting, sustainable solutions. Lastly, the group discussed that 
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though advocacy organizations are noncommercial and provide unbiased information, they have a relatively limited reach, 
with only a small number of people coming to these organizations for help.  

Other ideas not mentioned in the discussion but addressed on the Miro board include: 

• Behavioral Health Specialists can address arthritis related mental health comorbidities, and are trained to address 
depression, anxiety, fear of injury, interpersonal barriers, and trauma. However, the group noted that Behavioral 
Health Specialists generally do not focus on lifestyle change programs as a strategy to improve mental or 
behavioral health.  

• Though Occupational Therapists are usually well integrated into the healthcare system, they may not have as 
much training as a Physical Therapist or Physician Assistant.  

• Personal Trainers are local and accessible, but not typically connected to the care team and their services can 
often be costly to the patient.  

To see a full list of the stakeholders and subsequent comments brainstormed by Group 1, see Appendix C: Opportunities 
and Limitations of Stakeholders.  

Group 2 Summary 

Group 2 considered additional care team members in the context of “Clara – Social RN Persona” (see Appendix B: 
Personas), and they added a rheumatologist to their list of care team members.  The group then talked about how a 
receptionist’s assets and opportunities include frequent touchpoints with patients before appointments in sending out 
reminders, but also touchpoints after an appointment like setting up follow-up visits. The group suggested one of the 
main limitations of a receptionist was their lack of formal medical education.  

One participant brought up that physical therapists are trained in improving function and mobility and can develop 
specific goals leveraging interventions that align with what’s important to Clara to help her meet those intentions. They 
added that physical therapy often lacks sufficient reimbursement and an onerous pre-authorization process that 
continually gets bogged down by changing regulations.  

Another participant talked about how payers can create channels for engagement in promoting benefits, often with an 
emphasis on being proactive about preventing chronic disease like arthritis. 

Other ideas not mentioned in the discussion but addressed on the Miro board include: 

• Mental health therapists can help persons with concomitant anxiety and depression, which is common with 
chronic pain and arthritis. Barriers include mental health therapists requiring referrals and the stigma associated 
with seeing them. 

• Social workers are an often effective, but underutilized resource for persons with arthritis to improve efficacy in 
self-management of symptoms. They also can alleviate certain barriers to participation such as transportation and 
childcare. However, barriers include a lack of funding for services and staff and the time required to train and 
engage social workers. 

• Providing space and equipment, protected time, and covering wellness programs for employees are a few ways 
that employers can positively impact employees with arthritis. One barrier is that some employers do not have 
the ability to provide space or give time off to their employees. 

To see a full list of the stakeholders and subsequent comments brainstormed by Group 2, see Appendix C: Opportunities 
and Limitations of Stakeholders.  

Group 3 Summary 

Group 3 considered stakeholders in the context of “Dorothy – Active Retirement Persona” (see Appendix B: Personas), 
and they added personal trainers and parks and recreation to their list of additional care team members. The group 
discussed the lack of regulation in the personal trainer landscape, and one member highlighted current efforts underway 
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to provide accreditation and requirements. One member, with extensive parks and recreation experience, noted that 
many of these departments serve older adults and could be a key contributor. The same member suggested adjusting 
“church staff and members” to “faith-based staff and members,” to make the stakeholder category more comprehensive. 

One member pointed out a common theme: some stakeholders have the expertise surrounding arthritis and movement, 
but limited access to people with arthritis, while other stakeholders have access, but limited expertise. The group agreed 
that defining stakeholders by these terms and focusing them in areas where they are best positioned to be involved 
would yield the most success. One member suggested creating mechanisms to certify stakeholders that could gain access 
to people with arthritis and build self-efficacy skills, and another member highlighted Exercise is Medicine’s 15-hour 
course that could be repurposed to give tips on working with someone with osteoarthritis. Lastly, the group agreed that if 
there were a central repository of information that stakeholders could access via the internet, then not all stakeholders 
would need to be arthritis experts in order to assist people with arthritis to an entry point for screening, counseling, 
and/or referral.  

Other ideas not mentioned in the discussion but addressed on the Miro board include: 

• Faith-based staff and members have established a community of trust that meets regularly, provide resources 
now, and potentially have consistent access to people who may not be going to the doctor frequently. However, 
the group noted that this stakeholder generally has limited healthcare experience, privacy and HIPAA concerns, 
and lacks a connection to the health system.  

• While community health workers have a variety of assets and opportunities in the space, other providers may 
need a better understanding of their roles and contributions to allow for improved integration into care teams. 

• Some stakeholders, such as public libraries and senior centers, have broad access to communities, but would 
likely require additional resources in order to maximize potential impacts.  

To see a full list of the stakeholders and subsequent comments brainstormed by Group 3, see Appendix C: Opportunities 
and Limitations of Stakeholders.  

The Patient Journey 

The goal of the Patient Journey activity was for Advisory Panel members to think through where incorporating different 
care team members could improve screening, counseling, and referral for self-management behaviors, including physical 
activity and lifestyle change. Each breakout facilitator began the activity by providing a high-level review of the 
workgroup’s persona and Empathy Map from HCD session 1. The Advisory Panel members then read through the 
persona’s Journey Map and marked barriers and missed opportunities within the patient’s journey. The facilitators then 
supported the Advisory Panel members in building out opportunities for improvement and reflecting on where additional 
care team members could have an impact.  

Key Themes 

• Take advantage of opportunities before an appointment. 
o Health information technology can send out reminders, forms, general information, and screenings in 

advance of an appointment to be more efficient in caring for people with arthritis. Clinics and healthcare 
organizations can leverage these opportunities to improve the patient journey. 

o Patients could benefit from additional education and information before their visit based on the concerns 
mentioned during scheduling. Capitalizing on the time between when a patient feels motivated to make 
an appointment and before actual visit could increase opportunities for self-management. 

• Time with a provider is limited. 
o Supplying patients with the necessary information to better self-manage their arthritis and symptoms, 

(e.g., self-management videos) could be an effective way for arthritis providers with limited time to 
incorporate care before and after a patient visit. Determining similar methods are essential due to a lack 
of providers. 
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o Streamline processes that will ensure the clinician can most easily screen, counsel, and refer people with 
arthritis to proper locations.  

o Medical assistants (MAs) may represent an opportunity to gather additional information before the 
primary care provider even steps in the room. MAs can reduce the burden on primary care providers by 
asking additional questions and being perceptive while checking vital signs. To do this, patients must also 
feel empowered to share their top priorities during their initial clinical interactions. 

• Engage in intentional communication. 
o Health literacy should be an important consideration for health systems as they create materials for 

patients so that sharing information is easy for the patient and the provider. 
o Consider other perspectives (e.g., cultural perspectives) and identify the right people to share physical 

activity messaging with so that it resonates with the target population.  

• Integrate communities and social services into the care pathway. 
o Reimbursement pathways or bidirectional feedback loops are critical for social service agencies in order 

to ensure that the patient is able to complete the referral. 
o Communities—depending on existing resources, assets, and needs—can fill in clinical gaps to support 

people with arthritis. For example, there may be opportunities for community-based organizations to 
educate and potentially screen people with arthritis that need more assistance from clinicians.  

• Provide whole-person care. 
o The care team should learn about the patient and understand what means most to them. This represents 

a whole-person approach, instead of a clinical, medical approach. 

Group 1 Summary 

Group 1 began by focusing on the persona’s feeling in order to identify opportunities. For example, identifying how a 
person with arthritis feels around social engagement (e.g., anxiety when talking with a provider) may be an opportunity to 
address care or negative feelings in those situations. Other group members felt that the care team would generally spend 
more time than the provider talking with the person with arthritis about experienced disease burden. They added it would 
be beneficial to think about how these conversations could be more structured and captured to better address 
opportunities for care. The group discussed utilizing the time between when the patient is motivated to make their 
appointment and their actual visit as an opportunity for the care team members to provide more information or 
education before the patient’s visit based on the concerns they mentioned when scheduling. Lastly, the group discussed 
the importance of health literacy, which is often overlooked by health systems. Health systems can take the opportunity 
to make it easier to share information with patients, while making materials more widely accessible so patients can easily 
share information back with the health system.  

Group one began the final portion of the breakout activity discussing the importance of identifying the initial needs for 
the patient through completing a social needs assessment, and ensuring that someone, such as a family member or 
caregiver, is connected to the patient to support care coordination needs. During the time taken to identify the initial 
needs of the patient, care team members could work to confirm the benefits the patient has available to them and start 
looking for community connections that could complete those benefits. One participant noted that a wellness benefit 
literacy tool could ensure that all members of the care team understand the benefits a patient has.  

The group focused on reimbursement capabilities at a local level and identifying social service agencies that would benefit 
from a reimbursement mechanism. The group indicated that providers or health systems can send referrals to social 
service agencies, but there needs to be a way to confirm reimbursement, so they aren’t overwhelmed or put in a situation 
where they are unable to meet the patient’s needs. Two participants noted that, in their experience, having an integrated 
web-based platform has greatly helped in identifying social needs and points of care within population health. These 
integrated platforms have a closed loop communication system where providers can see if the referral has been 
completed or not, and any relevant communication. The group agreed that establishing a bidirectional feedback loop and 
expanding on interoperability is key to seeing patient success.  
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The group also discussed how physical activity needs to be promoted as a normal occurrence in someone’s day, rather 
than the “exception.” To do this, cultural perspective needs to be added to the wellness and benefits space, and the 
message needs to be clearly identified. The way health systems are talking about physical activity versus media companies 
or employers needs to be consistent and unified to communicate the importance of physical activity. In thinking about 
who the right person or entity is to share this message, a participant mentioned that utilizing Community Health Workers 
(CHW) as one way that the work can be scaled from screening, referral, and even implementation of the programming 
that other professionals give. Other participants mentioned utilizing healthcare leadership, as they are key to creating an 
environment in which different care team actions can be successfully facilitated and/or implemented. Lastly, the group 
discussed the need to educate healthcare leadership on seeing the big picture, and the need to put more pressure on 
healthcare leadership to implement new technological advances that are easy to adapt and support care team members.  

Other ideas not mentioned in the discussion but addressed on the Miro board include: 

• Working with Healthcare Leadership to ensure that the care team is fully trained on their respective electronic 
health record (EHR) system, and identifying opportunities to ensure that the EHR system is affordable and 
equitable for all in the bidirectional/closed feedback loop.  

• After an appointment, ensuring that employer/employer-based health plans do not block the recommended care 
due to cost, confirming bidirectional feedback capabilities, and confirm that the care coordinator or manager is 
participating in the bidirectional feedback with the clinician.  

• Using employer/employer-based health plans, occupational therapists, close contact relationships, or community 
exercise facilities to help with identifying and communicating the needs of the patient before the appointment 
with the physician.  

To see the entire Patient Journey activity for Group 1, see Appendix E. The Patient Journey.  

Group 2 Summary 

Group 2 focused the discussion on identifying a patient’s needs before the appointment happens, specifically on what is 
going on behind the scenes. The conversation started with one participant mentioning there was a missed opportunity 
with utilizing postcard outreach. They described that an electronic health record (EHR) could be leveraged to look for 
osteoarthritis diagnoses and streamline the process to send targeted information to patients, like Clara, on arthritis self-
management and appointment information. Similarly, the group also talked about how the period between scheduling an 
appointment and when Clara checks in presents an opportunity to leverage the EHR and patient portal to send out 
screenings, text reminders, and administrative forms. One group mentioned that the scheduler could offer to put Clara on 
a waitlist for potentially getting an earlier appointment. This could help Clara feel like someone is looking out for her and 
improve her anxiety before the appointment starts. Rounding out this portion of the discussion, another participant 
added that primary care offices could have TV screens that cycle through different medical information related to 
different ailments or diseases such as arthritis.  

Group 2 also addressed how rheumatologists could be further incorporated in the screening, counseling, and referral 
processes that happen before, during, and after a patient visit. Guidelines for referring to and engaging with 
rheumatologists could be established to better utilize providers’ time. Another way for rheumatologists to play a role in a 
patient’s care pathway shortages could be to help provide and then prescribe videos on rheumatic topics like medication 
management, gardening with arthritis, and general information. The EPIC EHR system allows providers to prescribe such 
videos, signaling an opportunity for arthritis providers to be better incorporated into a patient’s care pathway before and 
after their appointments. However, another participant mentioned that this process could be a barrier to smaller 
practices that aren’t equipped with or do not have access to a capable EHR system, or don’t have access to a paid library 
of videos. Thus, determining a process that takes both situations into account, and working toward creating an open-
source library of information, could promote equitable access to arthritis-related videos for patients, and strengthen their 
ability to self-manage their disease. 

Other ideas not mentioned in the discussion but addressed on the Miro board include: 
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• Payers taking a more active role in screening and engagement, helping members learn about benefits, providing 
educational materials, and sending out Health Status Assessments. 

• Public Health Departments offering a local network of providers, providing educational contents for PCP offices, 
and helping to connect with CBOs/AAEBIs through their aging services 

• Using non-traditional care team members such as social workers to support needs and address barriers and 
mental health workers to conduct motivational interviewing and screening for mental health challenges that can 
cooccur with arthritis pain. 

To see the entire Patient Journey activity for Group 2, see Appendix E. The Patient Journey.  

Group 3 Summary 

Group 3 discussed missed opportunities throughout Dorothy’s experience, including those occurring before, during, and 
after the appointment. Toward the beginning of the Patient Journey, members highlighted missed opportunities when 
staff calls to confirm Dorothy’s appointment, during the waiting period before her appointment, and while the medical 
assistant (MA) is taking her vitals. One member noted the front office staff could provide a quick check-in while calling to 
confirm her appointment, while another member suggested someone in a secretarial position may create more confusion 
at times. A physician member highlighted the waiting period before her appointment, indicating there could have been an 
intervention to allow her to carry out her normal tasks and hobbies in advance of the appointment. Two members noted 
missed opportunities during the MA vitals check; one suggested they could have asked about her outward signs of pain—
including difficulty standing and walking—and another suggested MAs could ask supplemental questions in addition to 
typical vitals. Both opportunities would supply additional information to the primary care provider and relieve some of 
their burden as well.  

Later in the Patient Journey, members saw missed opportunities during the primary care provider check-in, as Dorothy 
was scheduling her next appointment with the front desk receptionist, and after the appointment had ended. One 
member mentioned the primary care provider should ask what is most important to the patient, potentially outside of 
physical activity, to learn about the patient and achieve a whole-person approach. One community health worker 
supported the whole-person approach, while another member noted that lack of time and reimbursement could be a 
barrier. A member working for a state health department suggested a new opportunity that would allow patients to add a 
reminder for something they didn’t have time to talk to a provider about during their appointment, where the 
receptionist would capture the information for the next follow-up appointment. Lastly, one member suggested there may 
be an opportunity for follow-up support after the appointment, to get the patient connected to a program and address 
other social determinants of health, such as transportation. 

Based on Dorothy’s patient journey and missed opportunities, the group further built out stakeholder opportunities to 
improve the screening, counseling, and referring process. The group focused on their set stakeholder list to identify where 
and how they could participate in the process. Advisory Panel members mainly discussed opportunities toward the 
beginning of the screening process when identifying the need, as well as at the end of the patient journey during the 
referral process. 

While acknowledging the role of other care team members, the group was wary of supplanting the role of the clinician. 
Members discussed potential opportunities while keeping in mind reimbursement challenges. Streamlined efficiencies or 
an overall framework could allow communities to fill in clinical gaps based on available resources, assets, and needs. 
Community resources could help people with arthritis to become more educated, encourage them to become an active 
participant in their care, and provide them with knowledge on questions to ask their providers. A physician member noted 
the need for medical and nonmedical screenings to determine when to use non-clinical resources in the community 
rather than licensed stakeholders for non-healthcare pieces. Patient navigators and health coaches could help to funnel 
patients to various interventions based on their needs, and MAs, as previously mentioned, could screen people with 
arthritis pre-appointment to maximize clinicians’ time. The group also discussed risk stratification, including determining 
who needs more explicit medical interventions versus referral to physical therapy and other functional movement 
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programs and supports. One member cautioned that referrals to other clinical professionals, such as rheumatology or 
physical therapy, could result in delays of up to a year for a patient to schedule an initial consultation depending on 
geographical area, provider density, and payer mix.  

Other ideas not mentioned in the discussion but addressed on the Miro board include: 

• Faith-based staff and members could play a role in screening and referring, including providing transportation 
support, accompanying people with arthritis to their physical activity classes, and providing educational materials.  

• Using community health workers to support people with arthritis after their appointments, such as reviewing 
recommendations and available community resources, assisting with registration and addressing barriers of 
attendance, and providing follow-up to referrals.  

• Multiple stakeholders could identify and connect people with arthritis to services and encourage appointments 
with providers, including senior centers, hobby-based clubs, public libraries, assisted living centers, personal 
trainers, and non-traditional healthcare.  

• A mix of healthcare stakeholders could support people with arthritis during their visit with their clinician, including 
rheumatologists, psychologists, exercise physiologists, and varied allied health providers.   

To see the entire Patient Journey activity for Group 3, see Appendix E. The Patient Journey.  

Opportunities & Prioritization 

The workgroups then convened as a larger group to share what they discussed in their breakout groups and to collect 
opportunities that could be prioritized in Session 3. Common themes among these comments include:  

• strengthening community partnerships 

• providing more robust patient navigation 

• collecting and disseminating resources  

• rethinking screening 

• overcoming reimbursement challenges 

• focusing on patient-driven needs 

After an initial poll, focus areas that got three or more votes were: 

• How can you connect primary care providers with outside non-traditional care team members to alleviate time 
crunches? (6 votes) 

• opportunities to support proactive follow up to help people navigate to services following appt. (4 votes) 

• make it easy to use the EMR to screen patients and have patient handouts automatically disseminated if certain 
flags pop up (4 votes) 

• innovative strategies for reaching patient populations that historically and/or are currently challenged by barriers 
to SDOH (4 votes) 

• provide better educational resources (apps, handouts, web links) to providers to give to patients regarding ways 
to improve physical activity and reduce OA disease burden (4 votes) 

• create educational materials, courses that community partners can provide/administer (3 votes) 

• integrating arthritis screening questions into PCP appts (either through EHR or Medicare Wellness visit) (3 votes) 

• intentional engagement with CBOs and similar partners (3 votes) 

• streamlining referrals to AAEBIs+ based on community structure (3 votes) 

• training for clinicians on how to engage community orgs and resources (3 votes) 

For the full list of comments added by the Expert Panel, see Appendix F: Opportunities & Prioritization.  
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Appendix A: Attendees 

Group 1 

Name Organization 

Brooke Zollinger LP 

Morgan Wilson LP 

Heather Murphy NACDD 

Heather Kitzmanm Ph.D.  UT Southwestern Medical Center 

Theresa Kreiser, MS (absent) Comagine Health 

Beth Fallon, MPH, Ph.D., CHES Centers for Disease Control and Prevention 

Elizabeth A. Joy, MD, MPH, FACSM, FAMSSM   Intermountain Healthcare  

John Andrawis, MD/MBA (absent) Torrance Memorial Medical Center & Harbor-UCLA 
Medical Center  

Jennifer Raymond (absent) AgeSpan,  Massachusetts 

Nick Turkas, MS Arthritis Foundation 

Heather Hodge, M.Ed YMCA of the USA 

Erica Anderson  Humana 

Gregory J. Welk, Ph. D. Iowa State University  

Kirsten Ambrose (absent) Osteoarthritis Action Alliance. 

Travis Salmon  Patient Representative 

Group 2 

Name Organization 

Patricia Doxey LP 

Anthony De Cicco LP 

Shalu Garcha (absent) NACDD 

Lisa Erck NACDD 

Karen E. Schifferdecker, PhD, MPH (absent)  The Dartmouth Institute and Community and Family 
Medicine at the Geisel School of Medicine, Dartmouth 
College 

Cheryl Schott, MPH Centers for Disease Control and Prevention, Contractor 

Erica L. Odom, DrPH, MPH (absent) Centers for Disease Control and Prevention 

Katrina Seipp-Lewington, MPH Comagine Health 

Anita Bemis-Dougherty, PT, DPT, MAS American Physical Therapy Association 

Clifton O Bingham, III, MD Johns Hopkins Arthritis Center 
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Paul Woods, MD MS CCFP  Orcinus Health Solutions 

Alisa Vidulich, MPH (absent)  Arthritis Foundation 

Starla H. Blanks, MBA, MPH American College of Rheumatology 

Serena Weisner Administration for Community Living 

Lesha Spencer-Brown, MPH, CPH, PMP (absent) Administration for Community Living 

Lisa Gabel (absent) Humana 

Raquel Masco SingleMoms Created4Change Advocacy & Empowerment 
Center 

Group 3 

Name Organization 

Kerstin Edwards LP 

Chloe Chipman LP 

Kathy Carluzzo, MS Center for Program Design and Evaluation at Dartmouth 
(CPDE) 

Heidi Milby NACDD 

Vish Vasani NACDD 

Tracy Carver, MPA Comagine Health 

Margaret Kaniewski Centers for Disease Control and Prevention 

Gail Hirsch  Massachusetts Department of Public Health  

Adam Burch, DC, MPH New Hampshire Department of Health and Human 
Services 

Robyn M. Stuhr, M.A., ACSM-CEP, FACSM  Exercise is Medicine®  

Jonathan S. Kirschner, MD, RMSK Hospital for Special Surgery/ USBJI 

Mamta Gakhar, MPH (absent) YMCA of the USA 

Tamara Huff, MD, MBA, FAAOS, FAAHKS (absent) Vigeo Orthopedics, LLC.  

Katie Huffman Osteoarthritis Action Alliance. 

 Tiff Cunin National Recreation and Park Association 

Timothy P. McNeill Freedmen’s Health 

Tonya Horton Patient Representative 

 

  



 Session Two – Opportunities in the Service Blueprint 
  

 

    Arthritis Care Model – Human-Centered Design Session Summary 14 | P a g e   
 

Appendix B: Personas  

Persona 1: Joe the Hard Worker 

 

Persona 2: Clara the Social RN 
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Persona 3: Dorothy Active Retirement 
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Appendix C: Opportunities and Limitations of Stakeholders 

Workgroup 1 
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Workgroup 2 
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Workgroup 3 
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Appendix D: Exhaustive Stakeholder List 

Easier to Integrate, Higher Impact Harder to Integrate, Higher Impact 

• Adult Day Health Program 

• Arthritis Foundation 

• Cardiac Rehab 

• Care Coordinator/Manager 

• Church Staff and Members 

• Co-Workers 

• Community Based Organization 

• Community Health Workers 

• Cooperative Extension or Local College/University 

• Employer based resources 

• Exercise is Medicine (EIM) 

• Exercise Physiologist 

• Faith Partners 

• Friends and Caregivers 

• Health and Lifestyle Coaches 

• Local Fitness Professionals (local gym), CrossFit Club 

• Massage Therapist 

• MD or Extender Dietician 

• Meals on Wheels 

• Mental Health Therapist 

• Nurses (listed 2x) 

• Occupational Therapist (Listed 2x) 

• Parks Staff during her [Dorothy – Active Retirement 
Persona] walks  

• Physiatry 

• Physical Therapist 

• Promotoras (Spanish equivalent for Community 
Health Workers: Source) 

• Psychologists 

• Registered Dietician 

• Rheumatology/Rheumatologist 

• Senior Center 

• Social Work (Listed 4x) 

• Walk With a Doc 

• For-Profit Gyms 

• Public Health Departments 

• Family members and caregivers (Listed 2x) 

• Acupuncturists 

• Behavioral health registered dieticians/nutritionists  

• Chiropractors  

• Church Family 

• Clergy 

• Complimentary/ Allied Health Professionals 

• Electronic Health Record Vendors 

• Employer Focus on Health (Access to Gyms, Exercise 
Groups) 

• EMS providers/ ambulance 

• Evidence-Based Program Peer/ “Lay” Leaders 

• Exercise professionals (clinical exercise physiologists, 
exercise physiologists, certain personal trainers) 

• Faith Leaders 

• Garden Club (listed 2x) 

• Health coach 

• Healthcare Leaders; lead policy and provide 
resources through health delivery 

• Industry and Commercial Partners 

• Kids 

• Mailperson 

• Medicare Plan, either Medicare Advantage or 
Medicare Supplement 

• Neighborhood watch and networking groups (i.e., 
NextDoor)  

• Neighbors (listed 2x) 

• Parks and Rec 

• Pharmacists 

• Policymakers 

• Politicians or Community Leaders 

• Religious Groups 

• Schools- Partner with schools (i.e., PT programs) to 
facilitate evidence-based programs) 

• Senior Centers, Area Agencies on Aging 

• Skilled nursing facilities, assisted living 

• Sorority Members 

• TV or Radio Personalities 

• Easier to Integrate, Lower Impact 

• Adult Learning Programs 

• Barbershops and Beauty Salons 

• Chambers of Commerce 

• Chronic Condition management companies; health technology vendors 

• Community Centers 

• Fitbit 

• Garden Clubs 

• Group Fitness Instructors 

• Internet Accessible Education and Coaching 

• Local Park District Staff 

• Parks and Rec Associations 

• Public Libraries 

• Social Club 

• Harder to Integrate, Lower Impact 

• Bars 

• Coffee Shop or Café Staff 

• Convenience (i.e., 7-11) or Grocery Stores (healthy) 

• EIM-On Campus Group  

• Employers 

• Farmers Market 

• Hobby-Based Clubs 

• Local Business Leaders 

• Local Small Businesses 

• Public Transportation Services 

• Employer/Employers-Based Health Plans 

• YMCA and Related 

 

  

https://www.cdc.gov/minorityhealth/promotores/index.html
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Appendix E. The Patient Journey 

Workgroup 1 
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Workgroup 2 
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Workgroup 3 
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Appendix F: Opportunities & Prioritization  

 


