L> C\>‘ Qi:

December 8, 1998

N Health Division fif

Office of Management and Budget

Executive Office of the President
Washington, DC 20503

Please route to:

Dan Mendelson DCCiSiOl:] needed
Please sign
Per your request v/
Through: Mark Miuerf‘l‘L Plesecomment
. or your information
Barry Clende n\gQ \Q l q . y i
With informational copies for:
Subject: Proposal for Asthma Disease Chron, Medicaid Staff,
. . Amandeep Matharu, Melani
Management In Medicaid Nakagiri, Gina Mooers
. / ’
' Fax: 202/395-3910
Room: #7001

Attached, please find a proposal to encourage the use of disease management to treat pediatric
asthma in the Medicaid program. The package includes a $50 million incentive/start-up grant
program focused on states with fee for service based Medicaid programs. The proposal also
includes ideas for increasing the use of asthma disease management in Medicaid nationally by
distributing and enforcing the use of NIH asthma protocols, and reducing any regulatory barriers
that might discourage states’ disease management efforts.

From our conversations with ASPE and DPC, we understand that HHS is still interested in
pursuing its $50 million discretionary asthma proposals. DPC may be interested in a
compromise that includes both disease management and some discretionary funds.

Tab A: Proposals for Asthma Disease Management Program In Medicaid

Tab B: Recent New York Time Article on Disease Management (references the treatment
of asthma in children) '

Tab C: NIH Asthma Treatment Guidelines

Tab D: Virginia’s Asthma Disease Management in Medicaid Pilot Evaluation

We asked HHS for the number of Medicaid recipients with pediatric asthma. HHS will attempt
to find the number using to NCHS data, and we will provide it as soon as we get it. HHS is also
reviewing state fee for service claims data to determine how much information the average state
can collect concerning the cost and treatment of children with asthma.

Attachments
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Asthma Disease Management Initiative in Medicaid 77
DRAFT FOR DISCUSSION ”

There is some evidence that asthma disease management programs in the private sector improve
quality of life for asthma patients and reduce asthma related hospitalization and emergency room
visits. (Plotcher, 1996) By encouraging the use of asthma disease management techniques in the
Medicaid program, we could reduce the incidence of asthma episodes and improve the health of

low-income children.

The Medicaid program is an ideal infrastructure through which to implement a low-income

children’s asthma initiative because: how A y | v

b) the Federal government shares in state costs for asthma related care for Medicai\?

atients, and; .

¢) State Medicaid databases may provide‘@;mographic and epidemiological data%deﬁne

the scope of the asthma problem in the state and assist in measuring state-specific

to improve the care of certain chronic conditions, such as asthma. Disease management
organizations are a growing trend in the private health care insurance industry. Revenues of
companies who target and treat chronic illness is expected to double over the next year, to $348
million. (Kilborne, 1998)

Through intensive case management and use of appropriate clinical practices, disease
management programs have been shown to improve health outcomes, reduce inpatient
hospitalization, lower total costs, and increase consumer and physician knowledge. (Plotcher)
Asthma disease management programs in the private sector find reduced hospitalizations and
emergency room Vvisits by 50%, and improved functional status as measured by the ability to
work and quality of sleep. (Plotcher)

Disease management combines the use of the most up-to-date treatment protocols (or “best
practices™) with a prevention component -- providing disease specific education programs and
health screening; an intensive case management component -- close monitoring patient care and
treatment compliance; and a self -care component -- empowering patients to identify symptoms
and care for their own chronic disease. (Coons, 1996)

! States pursuing disease management in Medicaid in the fee for service environment

have been successful in identifying asthma related claims from their Medicaid claims databases.
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Asthma Disease Management in Medicaid. Some states (including VA, TX, MS, MD, FL, MN)
are embarking on Medicaid disease management programs. (Guiden, 1998) For example,
Virginia significantly reduced hospitalizations and emergency room visits in its fee for service
disease management pilot simply by identifying Medicaid physicians with asthma patients and
providing six hours of training in appropriate asthma treatment. (Rossiter, 1998) Mississippi’s =~ = T
new disease management program includes Medicaid payments for pharmacists to provide
additional education, case management and drug therapy for patients with asthma. Once
approved, Florida’s “Invitation to Negotiate” program will contract with outside disease
management organizations outside of the existing primary care case management system
(PCCM) to provide case management and best clinical practice information. Florida intends to
put the disease management organizations “at-risk” for improved patient outcomes, so that the
contractors will only be paid out of savings from reduced asthma related hospitalizations and
emergency Visits.

Barriers to Implementing Asthma Disease Management in Medicaid. While a documented
success in the private sector, there are some barriers to implementing disease management in
Medicaid. While savings may eventually result from decreased emergency room visits and
hospitalization rates for chronically ill individuals, disease management may increase “up-front”
costs by requiring physician and patient education and more intensive case management efforts.
For example, appropriate asthma clinical protocols in Virginia’s program increased benefit costs
by increased use of inhalers and more frequent visits with a case manager to ensure patient
compliance with treatment. (Rossiter)

Other barriers to implementing Medicaid disease management include the high cost of
contracting with disease management organizations, lack of adequate data systems to identify
and track individual patients (particularly managed care encounter data), and lack of
documentation about disease management’s effect on health outcomes and program savings.
(Pinney, 1998) Medicaid MCOs may be reluctant to invest in disease management services for
Medicaid patients because of the high caseload turnover. (Guiden)

The following paper proposes a range of policies that will assist and encourage states to explore
the use of disease management techniques to focus on and improve health outcomes of low-
income children with asthma.



Proposal for an Asthma Disease Management Demonstration

Summary. HHS would conduct a demonstration to test the use of innovative asthma disease
management techniques for children enrolled in the Medicaid program. - HHS would provide $50
million for competitive start-up grants to states who submit disease management programs to
identify and treat asthmatic children with the most appropriate care. Participating states would
be required to measure the success of the program in averting asthma related medical crisis --
such as the number of hospital stays or an emergency room visits. States would be encouraged to
track other quality of life measures -- such as missed school days from asthma related illness.

Scope. Grants would be available for a minimum of 10 states. Programs can be statewide, or
could target areas of the state with high asthma incidence among Medicaid beneficiaries. Grant
funds would be available for new or expanded disease management efforts only. State with
asthma disease management programs in place would be required to maintain their current efforts
in order to access grant funds for a program expansion. Waivers may be required if states
implement mandatory enrollment.

Financing. To assist states with the start-up costs of the demonstration, $50 million in
mandatory Medicaid funds would be made available to the Secretary of HHS in FY2000.
Alternative proposals include:

Alternative Option A. Withhold $20 million in grant funds for distribution once
participating states establish a asthma baseline approved by HCFA.

Alternative Option B. Withhold $10 million in grant funds as a reward for states who
have reached certain level of improvement against their asthma baseline.

Proposal Requirements. To qualify for the grant funds, states would be required to submit a
proposal that includes the following:

. Asthma Treatment Baseline. Participating states would be required to establish a
“current practices” asthma baseline from existing Medicaid data against which it can
measure the success of the disease management intervention. States should plan to
provide HCFA with quarterly and yearly outcome measurements against the baseline.
The baseline should track, at a minimum,

- number of Medicaid eligible children with asthma in the area of the demonstration

-- number and cost of asthma related office visits, e n MU AbtZ prea Qure finis 2
-- number and cost of hospital stays and emergency room visits from asthma-related
incidents.

-- other quality of life factors for which the state can produce a baseline, such as
missed school days and beneficiary compliance with treatments.




Appropriate Care Protocols. States would develop, or contract with a disease
management organization to develop, an intervention model that includes appropriate
disease treatment protocols (i.e. clinical pathways or best practices). The protocols
should be consistent with NIH’s recent asthma treatment guidelines.

Patient and Physician Outreach and Education. The proposal should include a plan for
the dissemination of asthma treatment guidelines to Medicaid physicians. Plans should
include a beneficiary education component that focuses on self-care -- such as ways to
avoid attacks, and the proper use of inhalers.

Leveraging Medicaid Funds. Grant funds are targeted for start-up costs, not to offset the
state share of traditional Medicaid benefits. States are encouraged to design programs so
that outreach, case management and benefit and treatment costs are claimable under the
current law Medicaid program (or through a waiver or state plan amendment). For
example, states may use grant funds to evaluate asthma data to construct a baseline or
evaluation. States may not use the grant funds to offset state match for increased
pharmaceutical expenditures under the demonstration.

Partnerships. States who partner with pharmaceutical companies, physicians,
pharmacists in designing the demonstration will be favorably considered.

Concentrate Grant Awards for Fee For Service Programs. Grant awards would be
targeted to disease management proposals in Medicaid fee-for-service, or managed care
carve-out programs. [We do not recommend providing incentive grant funds for states to
pass-through to Medicaid managed care organizations. Based on our conversations with
states implementing disease management in Medicaid, managed care encounter data is
often insufficient to establish a baseline. The state and federal government would not
share in the savings achieved by MCOs, so it may not be an appropriate place to provide
start-up cost assistance. (See managed care options below).]
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Proposal for National Asthma Treatment Strategies.

In addition to the state-specific focus, we recommend the following initiatives to improve the
treatment of asthma in Medicaid programs nationwide:

IV)/Asthma Disease Management Guidelines. Similar to the AIDS treatment guidelines issued
last year, HHS will issue a State Medicaid Director's letter to encourage the use of asthma best
practice guidelines as issued by NIH and private sector organizations. (See attached.)

2) AHCPR Asthma User Liaison Program. AHCPR will work with HHS to identify and provide
states with "best practices" in asthma disease management. AHCPR will disseminate this
information by designing a User Liaison Program (ULP) for asthma disease management, which
will train state and local governments in the understanding and use of asthma disease
management guidelines. £¥PAIA_.

ﬁj Identifying and Eliminating Federal Barriers. To remove any unnecessary roadblocks to the
use of best practices in asthma treatment, HHS will review and wherever possible, reduce any

~ federal barriers that might exist in HHS regulations, or state Medicaid manual. HHS will report
to the Secretary in one year with its recommendations.

HHS will also review current Medicaid law and provide states with guidance as to what waivers
of law or changes in state plan amendments are required in order for states to implement certain
disease management techniques in Medicaid -- such as physician education programs or
additional case management from non-traditional providers, such as pharmacists.

4) Improving Asthma Treatment within Medicaid Managed Care. As the incidence of asthma
grows predominantly in low-income populations, it is important that Medicaid providers provide
the highest quality care ‘based on HHS guidelines:

. Through their contracts with managed care organizations, HCFA and the States should
ensure that all providers who serve the Medicaid population are aware of and adhere to
these guidelines.

. HHS could increase awareness about disease management techniques by requiring states
to report on their MCOs disease management efforts as part of the 1915b managed care
waiver process, or as part of the managed care contract between the state and the MCO.

. HCFA could require that states collect data on the care provided to asthma patients in
MCOs. (This could also be required of FFS states not participating in the demonstration.)

5) Evaluation and Technical Assistance Funding. States might benefit from the experience of
existing disease management programs in pioneering states such as Virginia Florida and



Mississippi. HHS would evaluate existing Medicaid disease management programs and submit a
report to OMB. The evaluation would be jointly performed and funded by HCFA and ASPE.
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By PETER T. KILBORN

EST CHESTER, Pa. -- Nick Polidore, a state gymnastics

champion with bangs, dimples and baggy blue jeans, would seem
as robust as any other 11-year-old. But he has asthma, so ragweed or a
simple cold can propel him to an emergency room, gasping for breath.

Once, an asthma attack would keep him in a hospital for a day or two.
But since his family doctor here, Brandt S. Loev, took up disease
management, a system for controlling chronic conditions like asthma, the
big emergencies have stopped -- and so have the big bills to his mother's
health insurance company.

Disease management sounds familiar, even common-sensical. On each
office visit, Loev checks Nick's breathing and health completely and then
an aide teaches him how to avoid attacks, how to use inhalers, how to test
his lungs himself with a simple bedside device the clinic gave him.

Once upon a time, this is what managed care was supposed to do: cut
costs by keeping people healthy. Instead, heaith management
organizations and insurance companies concentrated on cutting costs,
especially by reducing doctors’ fees.

But now that those methods have played out and in many cases profits
evaporated, some health care organizations are looking to better medical
practice as an answer. The new remedy is managing chronic diseases,




which account for 60 percent of medical costs in the United States.

"The next phase has to be managing care better and disease management
is another word for that," said Uwe S. Reinhardt, a health care economist
at Princeton University.

The movement is breeding as many as 300 companies that contract with
health maintenance organizations and employers to supervise the care of
people with chronic diseases. The revenue of these companies is expected
to double over the next year, to $348 million, said Al Lewis, a broker who
negotiates contracts for the companies with health maintenance
organizations.

Among the 1,000 HMOs that belong to the American Association of
Health Plans, at least 150 are collaborating with the American Diabetes
Association in a 10-year disease management program that aims to reduce
blindness and foot amputations among diabeti¢s by 40 percent and kidney
failure by 30 percent.

One leader in the movement is the University of Pennsylvania Health
Center, which offers management programs for 20 chronic conditions
through its 85 clinics in and around Philadelphia, including Loev's clinic in
West Chester. In September, it licensed VHA Inc., a group of more than
1,200 nonprofit hospitals, including Columbia Presbyterian in New York,
to use its programs.

"Everybody's talking about it," said Dr. Joseph Carver, disease
management medical director for Aetna U.S. Healthcare, which has
enrolled nearly 59,000 members in programs that include those for
managing congestive heart failure and low back pain. "Everybody says
they're doing it."

But disease management is still a small part of health care, and it is not
clear whether it will gain wide acceptance among doctors, some of whom
belittle it as "cookbook medicine." They see their control of health care
threatened, in part by lower-paid technicians, or disease managers,
typically nurses with advanced training.

Consumer advocates warn that disease management can be abused, most
obviously by HMOs and the disease management companies that are
thriving by taking on chronic conditions like asthma that promise quick
savings while shunning those like hypertension that can take a decade or
more to yield savings.

"l see a lot of enthusiasm for this as a way of solving some serious
problems," said John M. Eisenberg, administrator of the Federal Agency
for Health Care Policy and Research and a proponent of disease
management. "What we all have to be worried about is whether the
emperor has any clothes.”

Scholars like Reinhardt say the University of Pennsylvania's 2-year-old
program is promising. Disease management permeates the university's
Mayfair Family Practice in northeast Philadelphia, which serves an aging
population of patients, many with multiple ailments, in a blue-collar



neighborhood.

"l would say 90 percent of the people who come in here have some form
of chronic disease," said Winifred Waters, the nurse-manager. "We have a
lot of nuns who are on Medicare, and every nun has severe osteoporosis.”

For 18 years she and her husband, Dr. Patrick T. Waters, a family
practitioner, operated the clinic alone. Like most health professionals, they
kept abreast of advances in care by reading medical journals and attending
conferences. But as managed care spread and cut their fees, their income
plunged. They had to see more patients, faster, which left little time for
comprehensive treatment of chronic diseases.

Four years ago, they sold the practice to the University of Pennsylvania
Health System and became salaried employees, with two younger
doctors. Early last year, they began working under the system's disease
management guidelines, or protocols.

As an example of how the arrangement works, Waters said, he pointed to
a package of a medication, Niaspran, a new prescription drug to lowe
cholesterol, which a drug company's salesman had left as a sample.

Niaspran is a form of niacin, which is sold over the counter, and is
released over an extended time in the body. Niacin can cause severe
flushing, making people feel hot and reddening their faces. The salesman
said Niaspran had less severe side effects.

In his own practice, Waters said, he would not have prescribed Niaspran
until he had enough research to support its use. But he e-mailed a
University of Pennsylvania expert on the management of high cholesterol,
Dr. Dan Rader, asking him about the drug.

Rader checked with the Food and Drug Administration, which endorsed
it, and so Rader then added it to the university's one-page protocol for
niacin therapy.

But the biggest change brought by disease management, Waters said, is
the advent of the university's circuit-riding nurse educators, each
specializing in specific diseases.

On a recent Thursday, five older patients were in the clinic's kitchen for a
noon class on diabetes, instructed by Patricia Bourne, diabetes educator
and disease manager.

Bourne conducts these classes and individual counseling sessions with new
patients and those who need special attention. Patients can call her for
help, and every month or two, University of Pennsylvania nurses call
patients. If a nurse detects a problem, she calls in Bourne.

"This is very new," one patient, Audrey Grubman, said. | met with Pat on
a one-to-one basis in June and July. My doctor told me a lot of these
things, but she reinforces it. She keeps it in front of your mind to take
better care of yourself."



Waters says Bourne is a boon to him, too. He still sees patients in quick,
10- and 15-minute visits. "But this allows me to do more of what I'm best
at doing,” he said. It also pays. Waters' bonus depends in part on holding
down his patients' need for surgery and emergency treatment of heart
attacks and strokes.

The secret to both improving health and reducing costs, says Dr. David S.
Shulkin, the University of Pennsylvania's s health system medical director,
lies in making good medicine, not cutting costs, the priority. "We're
implementing best practices," he said, "and letting the economics sort itself
out.”

So far, disease management seems to work. Shulkin said that of 1,547
university patients with hypertension, only 19 percent had blood pressure
readings at or below 140/90 when they enrolled in the program, but 53
percent achieved those levels afterward. Of 1,497 with adult diabetes, 40
percent had safe levels of blood sugar before enroliment; afterward, the
figure was 60 percent.

Some management programs that affect large humbers of people, like one
for high cholesterol, can cost more to operate than they save. "But when
you balance out the winners and losers,” Shulkin said, "it turns out to be a
significant cost-saver overall.” :

Pediatric asthma care seems to be a winner at the university's West
Chester clinic. Before Loev examined Nick Polidore, the resident disease
management coordinator and patient educator, Wendy York, retrieved the
boy's chart. It had a blue dot for asthma pasted on it, which told her to
collect specialized forms to guide Loev through his examination. The forms
leave little to chance or intuition.

"We have a protocol,” Loev said, "so we're consistent in treating all
patients all the same way."

Then York takes over. "I'd like to get a pulmonary function,” she tells
Nick. Wiry, weighing about 80 pounds, Nick is a little lethargic three days
after a mild attack. He stands, takes a deep breath and blows into a
spirometer. His reading is a little worse than his best.

York counsels him, as she does on each visit, in using inhalers, nebulizers
and bronchodilators and in giving himself emergency epinephrine shots to
open breathing passages. She has him show her how he blows into a peak
flow meter, a plastic pipe that measures his breathing.

"If you do a peak flow," said his mother, Sharon Polidore, "you can see if
you're not getting enough air in."

Nick has mastered his part in managing his disease. "He's a classic case,"
Loev said. "Our emergency room costs are lower. Our hospital costs are
lower. Our specialist costs are lower. The patient is much more in control.
And the patient who comes in isn't as sick."
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Natiaral Astirma Education end Prevention Program, National Heart, Lung,
and Blocd Institute: Guidelines for the Diagnosis and Management oi
Asthma. Expert Panel Report I Pub No. 972051, Bethesda, MD:
Nutiora! Institutes cf Health, 1997.

espite scientific advances in understanding and eating

agthma, the retes of asthma death, hospitalizaton, and mor-

bidity have increased or remained stable over the past 19 vears.
To help bridge the gap batwean current knowledge and practice, the
Nzigonal Asthma Education and Prevention Program (NAEFF) of the
Naztioral Heart, Lung, and Blood [nsttute (INHLBI) has convened twwe
expest panels to prepare guidelines. In 1991 the frst penel released
guidelines with recommendadons grouped around four components:
objective me=zsures to assess severity and manitcr therapy; environ-
menta! conto! measures; comprehensive pharmacologic therzov, and
paden: educaton. Additonal reports by international asthrma experts
in cocperagon with INHLB! followed In 1992 and 1995, A Sclence Base
Cemmittee monjtering the sclentific irerature since 1994 notied the
NAEPP that sufficent new information had been published 0 warrant
develcping an update of the 1591 report.*

The comprehensive report offers clinicians working in civerse
health care settings recommendations on practical decision-making
issues in asthma diagrosis and management anc specific aids to fa-
cilitate implementation of the recommendations. Each section begins
with a list of key points and a list of differences from the 1591 report
and cencludes with an alphabetized list of references. A total of 36 fig-

‘T 19-cember mulddigapiinary pane!. dueed by Shisley Mugphy, MD, of the Drparorient of Pr
ciatracs at the University af New Mexion Schaal of Mediine {Ahuquerque). Mtde:édln.‘dn{'l: and
icienzist represanting genennd medicine, famiy practice, pedlatries, exergency madicne zllergy.
pulmnqmmcdsmim pharowcy, ad hej th education, and itircuded kedersl hiaison u—,.‘xz-
xnadve (Cenwsy kor Discase Conon! and Frevention, Agswey for Hew'th Case Pobiey and Reacarch
Cer.ter for Pioury Care Rasanrch Nadorul Inssrute for Occupational Safety and Haalth Divisian of
Respiratary Disase). The profect was endrely funded by NHLS! panel members and reviewers
Krved a3 votunseers. Tha NHLBI esuna repdrtd are
®  Nazaal Asthans Tducaton Program: Nadonal Heary, Lung, and Blood It Guleling o
he Dicgravis and Managoment of Asthma. NTH Pub No. 91-3040 Bathasds, 10D, 1961
s Nadorai Hesrt. Lung, snd Blaod insdnate: Inre 1 Rapart on Diag
agemamt of Asthond, NTH Pub. No. 92-3091. Bathwsda, MT, 1952
® Natona! Hear, Luag and Blood lnsgrute and World Health Crgarizadon: Gieda! lutictive for
Asivma, NTH Pub Neo. 95-3839. Bethesda, ML, 1555

md Man-
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Guidelines,for the Diagnosis and Management of Asthma (continued)
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Tabie 1. Clésslﬂcatlon of Asthma Severity, by Clinical Features Betore Treatmant®

Clinlcat #entum Balore Trestment

Severity . _ Nighttims Lung
Class . Sympromst Symptoms Funcifen
Step 4 Ceatinual symptoma Frequent - FEV,/PER
Savers o LUmited physical agtvity < 80% pradictad
Patsistent . Frequen! exacsrdallons ) PEF varebdity

> 0%
Sten 3 Dafy symptoms | > 1 Lnawk FEVPEF > 00N
Modzraie Dedy wae of Inhaled shor-acing < 30% pracicteq
Persiotant beta,-agoriat i PEF varanilty

Exacercations affect actvity . ' > 30%
Zxacartadons 2 2 tmes/wk
mey laxt daya

220 2 Symotomd » 2 dmegiwk Bl < 1imald > 2 Hmes/me FEV,/PEF !

Mitd Exacarbstions mey affect acsviy : . 2 80% predictac

Paraisant ] PEF varabillty

e 26%-10%

Sup Symotoms < 2 Umssiwk £ 2 Umesimo FEV,/PEF

Niid Asymptomatic ard nemal PEF 2 80% predicted

inters betwesn exazerhations - PEF vadebiliy

mitest Exacervalons bnef (ram a !sw haurs « 20%

1o & ‘aw cays); intensily may very

‘Eg mote: Ths Wbie ls wighty vdaptad fom e sdgied, Figure 13, Tha prcsnca of ane of na ‘satures of saventy 1 rificient to place a satent
in 194 tevErY cacegary. An individuai shosid D¢ LICiCNeC 20 (he Mogt sevee grade in which any fagiure cecurs. The charscratica rotad ac
ca+artl an¢ may overiap becsuts aathmie g highly veassls, Furthaacm, an indivicut!s classifization may changa ovsr time.

T3atienD o' any evel of saverly can Rave m3C, MECErR!E, ¢F SAVETE DACKTALONS. SOME DATARS MA% INBATINAM 5TITA AXpSIENCE SAVETR
474 il roananing exacernaliona teparmied by lorg panods of rartl 'ung hincdan anc ng symtoma.

Clirdca! caze guids'ines are statemnents of professionally appropriste care procasces that have been derived from either
empirical r2search or professicrial censensus. They are not cuteome indicators but can be used as tools in peer raviaw of
irdividual ases of adverse outcome, for evaluating the appropdateness of surgery or other invasive procsdures, t3 assist
in Zevelepung process indicators cf quality for moniroring and evalusdon acavites, and as benchmasks for reviewing the
appropriateness of the use of ancillexy services, ™ .7 T : S

The pricury purpase of Abstmcts of Cliniczl Care Guidelines is to asgist in the dissamination of clinjex! cure guidalines. The
Toin: Comupusvien on Acceditation of Healthears Organizations cees not endorsa the guidelinas or the zpproaches to
gaideline development and evaluation described in Abstracis. Medical specialty groups and other haslth profeasiznal
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Gulidelines,for the Diagnosis and Management of Asthma (continued)

)
| Table 2. Overview of the Madlcations

Long-Term-Gontrol Medications _ : _

B W Coricosteroids: Moat petent and stacilve anti-nflammatory madication currantly available. Inha'ed forr. i uaed In the long-

B 1o control of asthra Systamic corticostercics ave ofien used to gein prompt concol of the diseass whan intigting long-

‘term therzpy. - . - ' - e

B § Zromolyn sodium end nadogromil: Mild-te-maderate ant-inflammairy redicatons. May be used as inifa{ choica foe leng-
term-cenirel therapy for children, Can alse be used ax preventve lraatmant prior to #xerciss or undvoidable expature 10

known allergens. _

R W Lcag-actng bslayagonists: Long-ecting bronchadilatar used concomitantly with snt.inflammatory madeadens for iong-tarm

R contrel of symptams, especially noctumat symatams. Alsa praverta axaccise-nduced trenchospasm (EIB).

R | Matsyixariines: Sustainec-relaase theoohyling is a mild-to-moderats bronchodliater used principally &8 agfiuvant iz inhaien

R comicosteroids for pravention of nsclumal asihma symptoms. M2y have mild arti-inflammatory etfect

8 Lsukatnena medilers: Zafidukast, & leukotriens recaplor antagonist, or 2flewtan, & S-lpcxyganass Inhititer, may ba

considered an 2tamatve tharapy Ic low ©0s83 of Innared coricosiarsids o cromoiyn or nedocromil for panents > 12 years

of age with milg pamsistant azthma, sithough hather cllnical axperlance and study ara needad ta establiah their roles in

asthma theqapy. -

i Culck-Reile! Medicatlions !

§ 8 Sror-scing bata,-sgoniets: Tharssy of cheice fer relet of acute symptoms rnd prevertlas of EIB. {
B Arficnciingrgies: ipratropium Bromide mgy provide scma aZctiva Dénefl 1o innaied De1a,-aq0nisiy 17 savers exacenanoss.

8 M2y be an altemeilve bronchodiitor fer zatients wre €o not tolemta inhaled beta,-agenists,

B W Sysiamic coriccatsreids: Used far modsrute-locvara axazarbatons o spaed reccvery end pravent recumancs of

Pa——
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ures and 7 text boxes provide quick access to technical
infermasion and illustrations® (eg, Tables 1 and 2).

Asthma 'Is now defined as a chronic inflamumatory
dissrder ¢f the ai=ways in which many cells and c2linlar
elements play a rele, in particular, mast cels, &2sinc-
pads, T lymphocytes, neutrophils, and epithelia!l cells.
ir susceptible individuals, this inflammation causes re-
current episodes of whreezing, breathlessness, chest
Hehtness, and cough, particularly at night and in the
earlv morning. Thase episodes ars usually associated
with. widaspread but variabie 2irflow chsructon that is
often raversible either spontaneously or with treatment.

~2 inflammation also causes en associated increase in
the existing kronchial hyperresponsiveness to a variety
of stimull. This definition is still in process, with recent
evidence indicating that subbasement membrane fibrosis
may occus in some patients with asthma and that thege
changes contribute to persistent abnormalitas in lung
auncncon,

Component 1: Measures of assessment and monitoring.
Making the correct diagnosis is extremely important, re-
quiring cliniczl judgment because signs and symptoms
vary widely from patient to patient as well 25 within
2a¢h patient over dme. The ciinician must determine that
episodic svmptems of alrflow obstrucron are presant,
2irillew obstructicon is at jeast partially reversitie, and
alternative diagnoses az¢ excluded. The initial assess-
ment secticn differs from the 1591 guidelines in several
ways:

e Severity classifications were charged from mild, moed-

“Thz meinoec of seview, enalysiy, conienaug pracess, and deazand revision are
praviaed ir lemu widh e Y, a Civer the COMPIOmINAE OF 4qvara! Goues, tha
Fare!l dN292 200D U Wy eRCInG e An ng system of the U S, Braverave
Sewvizes Task force exzeptin ajuu of perk Zow morttitcring,

T A

. PR

erate, and severs t3 mild intssmittent, mild persiztent,
mederate persistent, end severe persisient (see Table 1),

& Examples of questons (o wse for diagnosis and iniffel
assessment of asthma were added,

® Ivormation on whaezing in infancy anc vecal cord
dyshuncton was axparded in the differental diagne-
sis secden.

¢ Criteria for raferral were refined with ingut &om sge-
Salty and primary cara physicians.

o More speaific recommandations far measuring peak
expiratory fiow (PET) divrnal variation ars made.
Tre periodic assessment and monitoring secden Sif-

fers aiso: -

8 Agoal of therapy has been added: Meet patiantg’ and
families' expectations of and sadsfacton with asthma
care,

& Perindic assessment of six domains of patient health
corresponding with asthma therapy gaals ic now rec-
ceamendaed: signs and symptoms, pulmonary fune-
ton, quality of lfe, history of axacerbitions,
pharmacotherapy, and patient-provider cemmunica-
don and petient satisfaction.

¢ Changes affecting peak flow mornitoring have be=r.
made: change Som twice daily to moming (if moming
reading is less than 80% of parsonal best FEF, con-
sider monitoriag more ofen); addition of discussion
of inconsistencies among peak fiow meters; and
strong emphasts on use of the individual patlent’s
best PEF.

Compaonent 2: Control cf factors contribiting o asthma
severity, Substantially reducing sensitve patients’ expo-
sures to inhalan! allergens wili decrease alrway inflam-
maton, aliway Dy perresponsiveness, asthma symotorms,
reed for medication, and desth from asttma. Changes

Tk st el e S

{continued on pege 4}
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Guidelines' for the Diagnosis and Management of Asthma (continued)

Manégement of Asthma Exacerbations: Emergency Department and Hospital-Based Care ﬁ—i
|
1
l

{aitte! Atsecaent (see figure 3)
Higery, gmmumlzmmsuelwma7mmme|MM). PER or FEV,, 0xypes nicration, 1nd oiher besg as indaetied
1 | S—
f ~ | 3
FLY, or PIT 583% | FEV, or PEF <30% (Severe Exacerbatioe) | | Lmpradieg o Acmuai
¢ pxrled berigme st by st 05 ey of i ® [ohuled Mgh<oss bu:rmpiﬁmd Respinatary Arrest
acdulie, op O Lree Sonee In firgt b wticklinergic by nebulipacon every * [acibedon 1ad eccanical weatiliica
* Orypes 10 achicwe O max-atis a90% 20 mipes or costisacuady foc 1 bour wih 100% O,
* Omf yycemic cnUooRecids U a0 MRoesiu rapowc or * Oxypem ta achicrs Gy scerasiont ¥ P08 ¢ Nebyullond hastragouise sad tavcsollargic
{ pasient rereuly Lk 2aal Yymes i enrmcrsinoid * Drl typanic crrdenstanid * lstyvenoas exticaeod
; I
Kopeat Amecoment Adrait ts Hespital Iateraive Care
Syewon, paysical ¢23iswtion, FEY, C; whinition, olber i a4 acced (sox box)
Muirriie Ezacorbating Sivere Fucechation
FI7, ot FEY 50.50% pnricadiperacat begt FEV, or JEF <O prediead bersoes] ber
Py eanr modoux sywpees Pyl s mmmummmgmmn
# (2 CoI~CERE STAC N £y KT miscacs Himory: Mgh-rixk pedex
* Sreanis sriicomescid ar inermuend dars of inkaled 0Srt St dnd No bmpwovemsnt 1Aes la5it] reamen
€ Caanyi teemest 123 howrd, provided dast i (Rgoovenes ® Inkbaied thort-acriag beay~oein, bowrty or comsauca « lahaled aosichel mergic
¢ Qrygea .
® Sysmmic corcosred
Y 1 Y
o I/ 0 PO A 0% * FEV, o PEF 250K bt <TO% ' ¢ FEV, o PEF 508
o Zopr hoatiised 43 s afee LR * Mid-o-modire syapuoas * PO, Mlmm g
wEcsc l ¢ Phyesd eame pymoes sowe
* Ne ¢brsn i | crviaem, oot
* PLyrRa cxen: Aorteal
Individusioxd decicon re
Soxpialmtiae (ses tex) —
' 91 1 T -
Discharge Hoot Admit s Hospital Werd Admi 15 Hompitsl IxStsstve Care
v Cocsdsmn STreshest wih lalibed byrigms ¢ {zmled beta-aponix » intaled v [l betdgrni bty o6
+ Coodlcay carx of ool sysumic GxrEcmicrod antishellrarpia cosdenously ¢ inisied setalaliwryie
 Buien) e aration 0 Spaenic (orel ot mravenous) ¢ [arrvencs cxrtowasd
~— Revicw oeSane we Coriconsnad ¢ Orypaa
~ Revicw/mitals acica plas ¢ Orygen ¢ Pontdie iedtaves tad necuaic!
~— RESO SO CXX mocical Kcliceny * Momixx FEV| o MIP, Oy saumtia, puisc voxcladon
l
lmgrove
[
Y
Discharge Homs
& Coruipes traymmast with isanied betzpmageaint
¢ Coclines course of orad sysumic artiamizod
¢ Padent educanion
= Review wwdicing wes
—~— Raviexfaitiate wsties ploa
- Recowtmond chowe modical followng
[ ]
L Azte Tig algerng ia ?.q_u_r. 2-11'n the gud.\iv\,j
i Jihom diszlzys the steps in inp txmt care frcm initial assessmm‘ to d: sc}urge }-cme

X .
PR TR B ARSI DA e e

R Y e T PRI el it




12/8':‘/_%3 13:24
July I Augast 1867

ND. 792 P@13/@18 '

b ——— e, “——ry ¢

Abstracts of Clinical Caze Guldclmes /s 5

Guidelines for the Diagnosis and Management of Asthma (continued)

Check off 'or documant that the ‘olliowing key messages hava besn covarec:

Basic Factls Atbout Asthma

0O The conlrast betwéen asthmalo and rormal airways
- ‘Whngt happens to tha airaufys in 4n aSthma attack
Roles of Madications

C How medications wark

— Leng-lerm can'al; madications that prevent symptams, ofien by reducing inflammat.on
= Quick ralle!: snort-acing bronghdol'alor 7aiaxes muscies BICUNC 3/way3s
7 She3s 'ne Impenance of lng-lem-ceatrcl madicationa and not ta expact quick relaf from tham

_Bkilla
O israwer use (pelant demonsirate)
o S_acef/ho ¢ing chamzer use

Q  Symaiom monitadng, seex flow menitoring, and recegnrizing esdy signs ct datanoraien

Environmeantal Control Mezsures

O icendtying and avoiding envircnmental precipitants or exposures

Vihen ard How To Taks Rascus Actlone

0 Raspencing to changes in astime savently (delly salf-manesemant plen ang action pian)

E5 Neig: Thix is Figurs 4=1 in (e guiceines. '
Figure 2. This check sheet helps clinicians kesp trazk of topics €T cered in educstion of their patients.

f— Loy t‘ne 1951 report inziude a specific recommendaden
0f skin testing or in vitro wesdng for pakients with persis-
te . asthma exposed to perennial ircocr allergen; aspi-
#in forbidden only for those sersitive to aspinn or with
severe persistan: asthma: and arnuel ’muﬂma vacdna-

Eons recarmrrendad for patiznts with persistent asthma.

smaenend 3: Pharmacelogic thevapy. As in the 1991 re-

port, 2 stezwise 2pprozch is recommended with the type
znd amount ¢f mediczton dictated by asthma severity,
ard again long-term, ant-inflaranatery therapy for per-
sistant :sthoma is em;bas.ﬁc {s22 overview ir. Table 2
Algoritrms and otner figures dispiay managemen: i_n
kome, =0 (sez Figure 1), and cthar satings. Key differ-
erces from the 1971 report ars categorization of medica-
tiors ini¢ twe generel clasees: long-term control and
quici relizl; new medications for long-term control end
Drwenr‘on (101-'5-5:";.1*5 inhaled beta.-egonists,
redocreml, zafizlukase, Zleuton); inceased wndersand-
ing of inhaled corticosterolds and telr significant role in
asthma therapy (clinical comperability of different
preparations is est timated); emphasis in the stezwise
apprcach on inifating higher-level therapy at the onset
to establisn prermpt control and then stepping dowr;
and additicn of a new section on asthma in irfan's and
vouny children.

Compgrnent : Education for a partrership in asthma care.
Again sressing providers’ use of every change to edu-
cete patenss and families in se'f-management, the guice-
lines add the following:

8 Cmphasis is cn patient education by the prindpal cli-
niclan as well a3 other merrbers of the health care
rzam (see Figure 2).

@ Charts ce cut detadled quastions to elicit information
and educad ona:ﬁery:‘aag for each visit,

o ~ddincnal esphzsis is placed on evaluating cut-

, Key Educsational Massages for Patients

comes in terms of patient perceptons of improvement,
especially quality cf Lifz and the ability te engage in
cesirac acdvities.

€ Roles of written matenals and jormal ecucation pro-
grame are clarified with emphasis tha: tney Carn
supplement but riot replace ecucaticr by cinicians
(scuzces are p’cwded)

® Renewed emphasis is placed on providing paﬁeﬁt
with both a writtan treatment p ar fer cailv self-mar.-
agement and a writlen accon pian for management of
exacerbazons (with examples apzlicable to both chil-
dren and adults).

& A new secdon on assessing and rbp.mding to cui-
tural and language differences was adcded.

® A new sectior on patent educaton for -u.'.n-CFC
(ehdarofluerocarbon) inhalers (given mtermational
oaraing of CFCs) was added.

mmentary 1-From the Guideline Deveioper's Pe:-
r‘ect:'ve The new guidelines for the diagrosis and man-
agement of asthma released this yeer by the NAEPP consti-
tute the finel result of 2 multidisciplinary effort to summarire
our current knowledge of the treatment of this complax dis-
eise. One way the aew guidelines significantlv revised the
previpus (1551) version Ras to ¢go with the weacment of

esthuna in children. For the first time, the guidelines ac-

Enowledge the fact !hAt in thxs &ge group, wheezing and

orher hal postructa =
due 4 ut sent condit

THs is @ particularly significant problem in ¢azly child-
heod, & fime during whick many children present with
whetzirg, but most loge thair ymptoms lata in life. It was
thus important, in the contaxt of a document that delires
agthma as & chronic inflammetory diseass of the airways, to
seas the need for caution in the chronie {inhaipd ste-
PIGE) 5333 Ymu.. This b cersaindy
a complex rratter pecause Erere 15 T=le doubt that mest cases

leonnnued on pege £)

Li
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of asthma occurrin% at any age prezent for the first ime with
symptams cf dirway sbaruction during the first years of life.
[tis thug lilcely that ir, termas of ite potzntial long-tecm action,
anh-inflammatory therapy may be moat effective when

started at a timg 1n which the dis@asae 16 at its hrsr srages of
davelczmaent. Tha trus dilemma is: Should wae treat with
3nh'-inr'iamm:|tory L"\H'lpy alt young childran who wheezs
irrespecrive of their potential peagnesis, thus ovactreating
some children who prebably co no: have the resd feor
chronic anti-inflamnatory therapy? O: should we y instead
to idennify ¢hildren at high risk of having asthma, thus run.
aing the risk of not treating aggressively enough some
young children who may have asthma but who cannot be
identified with the dagnostic tools currently available?

In mv opxion, this issue is solved in the guidalinas in the
best rossibiz way given our current knowledge of the mat-

edge about asthma, mortality continues to rise in certain seg-
ments of the populadon, making the dissemination of timely
and comprehensive guidellnes important, The new report is
well wiitten, exhaustively researched, and very comprehen-
sive. The long hours spent by the pana} are evicent In the
armount of information and materials included i this update.

Anagther asthma guideline produczd In the past decade is
the Practice Paramaters of Diagriosis and Trestment of
Asthma, developed by a joint task force of the American
Academy of Allergy, Asthma and [zuenunelogy and the
American College of Allergy, Asthawa and Immunology.!
When compared with the Expert Panel Report, these practice
parzmetsrs are geared more for thg Practicing specialist,
while the expert panel report targats the general practitio-
rer. These practice parameters have summary seatements
that are helphu far quick refarence an inclués topics such as

ter. Trere s Lintle doubt that severitv of svmptoms is a rigk _ severe intractable asthma. developing erisis plans for famlity-

factor for persistant disesse, and the puidelines are very clear

d\suzzesdng that chilcren aged less than 5 shoyld be treated
gth nnaled certicosteroic's &3 long-term contrel icat
ev have savere-persisiert or even moderate-persistent

cis¢ase. But marxkers of Frognosis of asthma in early life are
very rudimentary, and much mora work needs to be done in
this 2rez. '

The problams that the Naticnal Asthma Expert Pane! had
in approacihing issues like the reammert of asthma-like symp-
toms in children aged 4 or lass are indicsEve of both the
sTengih and the lnutadons of s type of panel in deveiop-
ing meaningtul reatmen: guldzlines. Thare i little doukbt
that the fina. procuct Is the best resuls that can te obtained
using 3 methodoiogy that is substantjallv brsad or consensus
n‘;mms a gTcup of exp&rd ih T held, Croertunately, many
times 3uch & group of experss find themselves without solid
gridance to support some of the recommendations centained
in thes2 documerts simply bacawse no such evidence has
beer. repormec e Ltesaturd. Some recommendalona exe
taus basad on opinions, whicl can cartainly be disputed by
persans with different opinions. It appears clear that in the
future. eviderca-based modely wil] reed ta be developed.
These evidence-based madels are certainly nor a panacea to
solve the probiems described above, In fact, these models are
2is0 paradigm based, and paradigms are, in the fina. analysis,
the result of the corsensus regarding disease causation that
exists in the sclentdfic comumunity at a certain dne, However,
evidence-based models allow us to deterzine more precisely
the exact [imitations of our knowledge. To this extent, they
alse allow L3 to define the arezs that require further scientific
alusidatien.

Fernends D. Martinez, MD. Prefesscr of Pediatricy arnd
Directar. Respiratory Sciences Center, Tucscr. Arizona

Co:mentuy 2: The NAZPP's Expert Panel Report 1l 15
now aveiiable six years after the firat sxpert panel re-
pestwae ralaazed in 1991, Tre 1991 report was widely dis-
tricuted among geners| practiticndrs and spacialists as well
as 2llizd hzalth pessanngl. Six yeass of advances in basic and
clirgea) Tesgarsn on astinw has siaca cedating previous rec-
ormmendatons recessady. Despite the progress in krowl-

prone asthmaiics, and food hy'persens:dvity ir. asthms, which
arz geared to the specialist,

The new panel repor: has incorporated the idea of sum-
mary statements into their document with “Key Points” at
the start of most sections. They are simple statements of
points to be emphasized and represent an ityprevement

‘over the ¢ld format. The expanded sections on the inflamma-

tory cempenent of asthma are informative. The increasing
evicence of the role of alrway remodeling in chronic asthma
is also noted. The new classification of asthma severity in the
stepwis? appreach separates mild {ntermittent fom mild pet-
sistent asinzmg, emphasizing anti-inflammarory therapy fer
the latter category.

The inzhusion of anti-leukotriene agents is a wseru! update,
although recent data would support an expandes role in the
tweazment of aythena in the higher categories of severity.
New andleukorrienes showld become zvaflzble sooa with
edditiona! studies supporiing thewr expanded role.

The sample queatiora provided for history aking is quire
detailed and will be very useful in z33ersing the nangre and
severity of asthma as well ea response to thesapy, Pechaps
this section might ft be'ter in an "addsndum.”

Thae section on critaria for spaecialict refarrul is a reitesadon
cf tha recommendatens fram the Tagk Force on Practice Pa-
ramsters and ic an impaortant addition to tha Panel Raport.
The empiasis on the option to start with higher-level
therapy in patients with exacerbetion and then stepping
down to lowe: levals reflects most physicians’ clinical expari-
ence and is a practical alternasive to the step-up appreach.

From the allergist's perspective, the section cn allergy in
asthma is extensive and a gaod reference for primary care
clirdcians. The new, more specific recommendation for skin
testing ir at least the patients with persistent asthma and ex-
posure to perennial indaor allergers is very appropriate and
:ong cverdue. The sample queszons on environmenta! fac-
tors, especially allergen-related enes, are very helpful. The
secton on tmmunaotherapy has also been expanded and im-
proved. Discussion of tarrrazine sengfuvity (not supported by
newer research) and revommendatons for routdne use of
chemicels for dust mites have been temoved, reflecting up-
te-date allergy ressarch. :

Differences from the 1951 ceport are Hatad a» the gtact of
mos: sections and should alert the ender to new changes.

ND.7S2 PB14-918
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Guidelinef for the Diagnosis and Management of Asthma (continued)

However, some tecommendations appear to have been
changed or deieted with no note in the list of differences
from the 1651 report. For example, theophylline is no longer

recommended for emergengy room teatment in the new
report. Some minor points that caught our attention include
the recommendation for twice daily peak fow monitoring In
the hospital discharge guideiines, whilz orly morning peak
fiow monitering is retommenced elsewhere in the report.
Argther point is the removal of pneumococeal vaczination
rom the recommendaticns with no explanatoa offered.
Preursococcal vecaraton is still impertant especially in asth-
metics with other choonic diseases.

The takle of estimated comparative daily desages of the
inhaled stesolcs 15 based malnly on indirect dats such s rela-
tive topical potency, bioavallability, and studies of relative

3es producing sumbar effects. These data eriy highlight the
fazt that studies directly comparing tha clinical potancy vér-
sud the sicke effecs of the Lnhaled cortcostenoids on & micro-
JLrem per mictogram basts are sull lacking. Such studies
T would provics a Ty scientdfic basis for dererminacan of the
Tr:ina'vc zlirical potencies of the varous Lnhaled stercids,
Cverall. this repore is an exgellent and comprahensive
guide for cliricians who deel with asthena. The changes 2.

multiple quality improvement efforts gvar the past four
years.

At the Children’s Hespital, the first inutiative % implement
the 1931 Expert Panel Rapore (RPR-1) asthena guidelines was
in the Emergeney Medicing and Teauma Center (EMTC). In
1993, a tsam of physicians, nursas, and regpiratory therapists
from the EMTC and the inpatient pediatrie units formed to
examine how clasaly our Emergency Department cara fol-
lowed the guideliries. A focused chart review revealed thatin
1993 ondv 20% ¢f children (> 3 Ecm} had peak How MorITor-
ing done and 40% of children had spprapriste desing and se-
quencing of Albutero! updratts within the Frst hout of care,
Vanatipn i was greater than expected. in part bacsuse
of the size of the ED and the large number of intems and tesi-
dents who rotate through the area. When aggregate data
were preseriad demcnsmating this variation, the team
scught to integrate the guidelines into daily practice in a
user-friendly way.

The asthrma team adapted the guidelines for the emer-
gency management of pediatric asthma by develoging an al-
godithm and delinzating the essandal management steps.
With consistent r2-evaluation and fine-tunirg, the peak flow

snitoring eate for children with asthms ia the ED is now

figc: @ maior advances in asthma reseazzh and Incorporate
£2ém in Sdar and eagyto-follow guidelines. Although studies
shaw thal thafe & 100 [OF Ibrovament in the acceptance
ard use of purlshed grudRcnas by primary care physicians,
these is early a need for essents) informadon presented in
1 zeesesibie and exsy-to-use manner. itis to ke roped that
gaidelines and praztice parameters will ke moce widely ac-
cepted and used by specalists and primary care pracdtioners,
{2ading ‘0 tha greventicn of unnecessary complicatiors and
deaths form asthma 25 we approach the naw millennivs

3

2ierences:

-Zpectar 3L, Micklas Ra eds. Praciize Paramaters tor tae Diag-
soc and Treatment of Asthma, | Allegy Clin [nomunol
{supplement. 34:T07-843, 1998, {Asuiracted with temmertery
in Abszracss of Criraeal Care Guidelines, Feb 1994 p 1]

1.Caren TA, Cranferd CO, Colden WE, Walis RC, Pawelak JE.
Prmary care phyvicians’ resperse te disseminagon of practice
peiceiines  arch Fam Mad 3013242, 1995,

Richzrds A, Tar, VD, Reseerck Physician, Ailergy Research
Fourdatign, Los Angeles, end Shelden L. Spectar, MD, Clinical
Profeszam, Deparoment cf Medicing, UCLA Schoal of Med:cine,
ard Director, Allirgy Research
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emmentery S—From 2 Guldeline Users Parspective:

Methodiat Hespitel is Indiana’s largest, not-for-profit
raaching hospital with approximalely 45,000 admissicns per
vear. and it (s dedicered to providing the highest level of
nezlih cas2 to pedens and families, The Children's Hospiral Is
& nospital within a hospital with 1100 admissions yearly {ex-
ciuding reonaal infant care unit 3ad nawbom aursery). The
Children’s Hospita! Is 2 community-based program with ori.
mary care prysicians and subspacalists ¢ollaborating 1o care
for children with a wide variaty of diagnosss. Padiatric
2s:nma is the single, hiéhest volume admiting diagnostic
Erous tothe C‘mla.r:n'@.Tosgit&ﬁecause cl'the large num-
“ér of partens seen arda e rising morbidity and mortality
assoqiatest with the pedRANSC asthma, it has been the focus of

$5% and agiirogma:e dosing and secuencing of Albuters,
upcrals in the MrSTHoUT O care 18 965,

version of the guidelines has demonstrated the
evolution in cur undersianding of the underlying patho-
physioclegy end management of asthma. This urcase builds
on the 1951 guidelines, the Jaternarienal Consensus Resort on
thz Disgrcsis and Maragement of Asthma (NHLBI 1952), and
the Clagal [nitiativs for Astima (NHLBL WHO 1993),

One of the most impentant enhancemens In e EPR-U Us
the sacoenition of the role of intlamunation early on in the
disease procass and tha emrhasiy
treatment of svmetoms. Tne EPR- is recorimended sterdng
out slowiy with pharmacologicsl management and addirg to
the regimen if and when tha patdent failed to improve. The
current report emphasizes starting at a highs: feval of
thereny to sstablish pronpt contral and then srazping down
tg a maintenance Tevel,

Asthma classification is more descriptive and includas the
categories mild intermitrent, mild persistent, modevate pergictan?.
and severe persistent asthma. Whai will be especially useful for
clinicians is the descriprion of signs and symptoms feund in
tach of these categories priar to weatment and recemmenda-
tons for severity-based management.

All categories of persistent asthma require daily therapy
with anti-inflammatory agents. Care providers must be able
to have the time to establish a partnership with the patient/
famdly, ask the critical questions {wonderfil sample questions
for initlel asgessment, environmental assessment, and fol-
low-up are induded within the guldelnes) to detemine haw
exteraively asthyna ls affecing the Uves of the child and fam-
ily mambern and provide educativn. Patents and farnillas
mugt face acthma as a chroaic disordér that requires long-
term management, including both phammacolegic treatmnen:
anc environmental avoidance, to achievs control. Parents of
poorly controlled children will often &ccept & nightrime
cough, inability to fully participate in sports and activites,
and school and wark absence as part of the expected disease

{continued on page 8)
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process. The care ;rovider and family must corme te consen-
sus regarding goals of therapy so that they can work effec-
tively toward a‘taining those outcomes. A written action
plan must be established for routine, step-up care and emer-
genCy MaNIgement, i - _
The EPR-[[ emphasizes the central rele that the primary
care provider must play in patient aad family education. Edu-
cation is a continuous process, which requires reassessment,
review, and reinforcement at each encounter. However, in
the currant third-party reimbursement envircrunent, can
primary care physicians 2{ford ¢ invest the time it takes to
provide this? Physiclans are not reimbursed for time spent
eduzating patents. It may not be fiscally feasible to employ
nurses or theraplsts with skills axd knowledge to assist with
c2ucation because (¢ i alss not relmbursed. Consumers and
professionals need 1o ergec the third-party payers to ensure
tha! educaten iz not same “nlce” thing that |s occasionally
done with astuna padents but is se2n as an essential aspec:
¢f azthme management.
T Marty Micke!, RN, Clinical Nurse Specialist,

* Niethodist Crildren's Hospital, Indianzpolis, Indiana

lommantary +—Froot a Guideline User's Perspactive:
rce again the NAEFP has convened an expert panel en
asthma: fe two expeart panels have created excellen: guide-
lines for ¢iagnosis and manzgement of asthma, The frst and
secend sets of guidalines are essentiai to anyone involved in
the care of the asthmaric patient,

My experience with wsing the guidelings has changed over
the years. Whan the 1951 guidslines were te.eased, [ was part
of a comeniti2e locking at standardization of asthma educa-
o in tre padiatric and adul: populations. The commiittee
had spent sany hours werking on asthma educatior. mate-
rials. At ther poin! we were spinning our whees and not gei-
ong much accomphshed. The Teack Your Patients About
Asthma: A Clinicians Guide was a welcome relief to our group.

he guide wis relersad by the NELBI and was based on
secozrrencacons of the Expert Pensl Report: Guideliines for the
Ziagnasis and Maragement of Asthma (1991). By stressing the
impottance of patiert educttion our commitree was able to
achisva the gcals we had been stiving for over the past few
vears. The guidalires heiped us show the imporance of
asthma aducatior and administration. We were then able to
receive the naceisary support for providing asthma educa-
tion and written materials to patents. With the help of the
Clinicians Guide we were able to standardize the educatioral
matedals. Over the years we have created an axcellent
25thra educaticn program for our inpatients.

My second experience with using the guideiines was in the
development of our inpetient asthma care pathway. A
multidisciplinery team wes zssembled to develop the caze
pathway, order set, and ¢ peHent care pathway. Having
guidelines to use in the development of the pathway was es-
sential. The time we spent in development was greatly re-
cucad besause of the Expert Panel Report. [t was alse much
easier o reazh consansus. The teem appiied the guideiines to
the czre pathway w::geveleped. The ream reviewed the
Four Comperents ¢f Jz:a Maragemen: anc incorporeted
all thase omponents Mo the care path. We placed sizong

emphasic on amargency-room turmargund, patient assess-
ment anc histoery, smaking cessation, physician follow-up
afte: discharge, and patient education.

The most recent axparience I kave had with the guidelires
hag'been in the outpatient satting. L am the project leader for
the development of outpatient asthma guidelinag foc the
Methodist Madical Group. Again a multidiedplinary team was
convened to establish these outpatient guide'inas. We spent
many hours ir. development and are now beginning the pilot
phase with three different pilot sites. The pilot sites includa a
managed care physician office. a pulmonary spedialty office,
and an internal medicine office. The Expert Pansl Report was
a very valuable tool in the devalopment of these sutpatient
guidelines. I was also able to use information ! received from
a corference where Garv S. Rachelefsky, MD, of the Amexsi-
can Acacemy ¢f Pediamics (and & member of the NAEPP Ce-
o:dipa!‘.ng Committee) spoke on some key changes that
would be occurring with the new guidelines. This group
placed importance on correct diagnaais, peak flew menizor-
Ing, asthuru ecucation, appropriate medicadon usage. smok-

Ing-cessation, anc having a written action plan.

Ore area in which we had problams was determining
when & patient sheuld be raferred to a specialist. The new
guidelines scldresy this issue. The tear will now beabla to
incurpotete recoaunendations from the new guiceiines re-
garding specialty referrai. The addition of questons to use
for Ziagneoals and injtial assessrment will assiet our pilor sites in
making tha correct dizgnosis, The new guldelines address
Ar¢as O conce:m. -

The biggest chailenge with Yaese proiecs s determining
wiio will have the iime to provide the interventions that we
feel are gssantial. The physidans’ concemns ase very valid re-
Zroding effice Eme and resources avasable to assist with the
guidelines we have eswablished,

In the past. consensus has been an issue with the develce-
meri of guidalines, That has not teen an issus hary Secause
we had the Expert Panel Report and besavse wa used a
rulitidisciplinary team approach. In each case a phugisian
champier was identified which emphasized physician sup-
port and buy-in,

One other chzlienge nas beer in disseminating the indor-
madon. The sharing of the guidelines has been easier with
the pulmorary specialty greup than with primary care phy-
sicians. Pricmary care physicians are bembarded on a daily
basis with new guidelines. Depending on patient volume and
phvsician intezest, the guidelines are not slways deemed im-
pertant.

The Expert Panel Report and the Expert Panel Rezort [] are
very valuable tools for the clagnosis and maragemen: of
asthme, Anyone caning for asthmare padents should use
theae snd the other resources avallable from tre NHLBL

Lisa Higgins, RRT, Pulmonary Outcomes Sgecizlist, Claran
Health, Methodist Hosgital, Indienayzlis, hidiana

T obwmin 3 togy of Experc Panel Répare I (E7.0C7, <xil of wrte
the NHLBI Informanon Qffice, FO Bex 30108, Barresds. MD
20824=0103;  3Q1/251-1222.
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The Impact of Disease Management on CQutcomnes and Cost of Care:

A Study of Low-Income Asthma Patients

An asthma disease management program designed seechically for low-incorme patients
experancing significant adverse events can substantially improve heaith outcomes, while lowering
-costs. The Vimginia Heailth Qutcomes Partnership croject aimed to help physicians in a fea-for-
service primary Care case management program rmianage asthma in Medicaid recipients.
Approximatefy one third of physicians trealing asthma in an area designated as the interventan
community received training on disease management and ccmmuniceticn skifls. The imgact of this
training was measured based on an annual rate of 2,615 cleima for asthrma emergency services
and 9,905 ciaims for asthma drugs in the intervention community averaged aver 2 years. This
study discoverad that the rate of emergency visit clalms for patients of participating physiciars
droppad an average of 42 percent relative to the companison group. Although only a third of the
eligible physicians participated in the training, cammunily-wide effects on emergency visits ard
prescription use were observed. Emergency visits declined 7 percent relative to the comparison
communtty, while the dispensing of diugs recommended for asthma increased 25 percent relelive
to the carrparison community. A cost-effectiveness analysis revealed direct savings to Meclcaid of
$3 to $17 for every incremental dallar spent providing disease management support to physicians.
The rasuits of this studv demonstrate the potential this prograrn offsrs, especiaily for Medicaid
programs in other states that went to improve (he care of their primary care case management
enrolleas and, at the same ime, manage CoOS(s.
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The Impact of Disease Management on Outcomes and Cost of Care:

A Study of Low-Income Asthma Patlents

Concems atout the health outcomes and costs of care for Medicaid recipients with chranic
diseases led to the development of a mocel program designed tc enhance quality and reduce
overall cost of care for Médicaid patients enrollad in the primary care case management program in
Virginia. Known as the Virginia Health Outcomes Parinership (YHOP) project, this model program
aims to provide Medicaid programs with the means to deilver high-quality patient care and thereby
produce more favorable outcomes. At the same time, this pregram focused on helping physicians
and patients avoid less effective reatments and ex;;ensive settings for care, such as inpatient
hospial services and emergency raoms. The program was desigred for easy replizetion or
adoption in ather stgtes. particularly those with primary care case management 2rograms (Hawks

and Lavy 1996).

To determine the best candidates for intervention, the program began by studying numerous
diseases among the fee-for-seivice Medicaid populstion: in Virginia, As¥ma was selected primarily
bacause of the prevalence of the disaass, the natieral medicel consensus about treatment
protecals, the ability to measure specific outcomes, and the cost of gervices and related
medications to Virginia Medicald (Jones et al. 1996). An eady anelysis of data from Medicaid
cialms in virginia showed opportunities for improvement because 2 :arge number of peopie wers
visiting emergency rooms to receive treaiment for asthma (Ressiter o 2l 1996). Although effeclive
phamaceutical therapy for asthma is available, tha prevalerce of deaths associated with asthma
and outpatient clinic visits for asthma have risen nationally by £0 percent in the last ten years (CDC
1995, Knapp 1996). Interventicn in the form of improved prescribing by physicians and the
appropriate use of asthma medications by patients should reduce the need for costly emergency
treatment. A reduction in the number of claims for amargency room visits would serve as a key

indicator of haw well outcomes improved.
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We hypothesized that health outcomes would improve substantially following the implementation
of a voluntary, intensive educationa! pregram. This program would offer physicians a multipronged
approach to managing asthma, Key elements of the program include: enhancing the
communication skills of medical professionais, especially with regard ta asthma; offering infarmation
to theze professionals about agvances i cinical practice end state-of-the-art mecications; and
providing periodic feadback to participants regarding emergency service enceunters for their

asthma patients enrclled in the pregram.

An important objective of this study was to determine the intrinsic potential of this disease
management pﬁ:gram to improve the health of lew-income Medicaid patients while achieving cost
savings in providing treatment This pofentiat was assessed by detemmining the effact of the
program on thoée patients with medium to severe asthma whase physicians participatad in the
study. Since VHOP was a population-basad initiativs, it was especially important to aszsess the
community-wide impact of the program. Ve determined this Impact by estimating these measurad
effects across all eligible physiclans and patents in the intervention cemmunitias, whetirer or net the
physiclan partcipated in the program. Program effects were aiso extrapolated statewids for all

gligible physicians and patients.

Moast private sector disease management pregrams operate within managed care, and require at
least some level of participation by ail eligible physicians. Since the VHOP pilet program was
entirely voluntary, its overall effect wouid depend on the proparticn of eligible physicians recniitac.
Despite the veluntary naiure of VHOP, we hypothesized that providing incantivas to participate and
offering opportunities ta leam with pesers would attract enough physicians to detect some faverable

cutcomes across the entire intervention community.
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Methods

Establishing a Baselina of Patients

We used an intervention area - comparison area research design to track changes through time,
yet contral far changas in background conditions and self-selection of patients and physicians into
tha prograrmn. Using ciaims files frc;m the Virglhia Departmient of Medical Assistance Services, we
identified & census of fee-for-service Medicaid recipients. These recipients were afigitle to recsive
Medicaid in July 1995, January 1986, July 18886, or January 1997, and they had &t least one
asthma-related claim for physician office visits, hospital outpatient visits, or hospital emergency

visits. These claims also fall within the range of ICD codes 433.0 - 493.9,

For the same perlod, we identified a census of patients having at least one claim for asthma drugs.
~Asthma drugs were identified using Nationa! Drug Compendium (NDC) codas of the Food and Drug
Adrministraticn associated with the generic names for drugs used to treat asthma according to
pubiished guidelinas (NHLBI 1852, 19€7). Once the generic names were identified, NDC numbers
were assoclsted with those names Dy matchinig brand snd generis names for singie and multiple

entity products to NDC listings (First Databank 1395, 19¢8).

These Medicaid recipients. having both roceived asthme-reiated services and been prascribed
asthma drugs, were defined as the baseline asthma patierits. Tne physicians assigned to these
patients by Virginia's primary care case management program (the "Medaliion" program) were
identified. Enrollees in the Medallion primary care case management program ware ther: sslected
for the study. Assigning each of these patients to a single physician enabled us to create patisnt-

level files that linked the physician, claims for services and asthma prescription drug clalms data.
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Figure 1 illustrates the samples that were drawn from the relevant subaet of &ll 598,807 Virginia
Medicsid recipients. The patient samplas consisted of those recipients with any claim fiied for any
asthma-related care in Medicaid fiscal year(s) (FYs) 1998 and 1937 (July to June). The total
numbers of Medicaid recipients in Virginia are distributed amang four categories: 87.778 are
eligibility category "Aged or Blind” with Medicare as a primary payer; 109,313 are "Disabled”;

308,855 are "Children”; and 94,851 are “"Adults with Children",

Only recipients in the pimary czre case manegement program, primarlly “Children" and "Adults with
Childran”, wera sligible for sampling. Those remaining in tradiiional fes-for-service were not

included in the study because they are not assigned to a participating physician, making it difficult to
monitor an ongoing disease management pregram, Others, enrolled by choice or by assignment to

hea'th maintenance organizations, were not used in the study because they do not have Mediczid

¢claims reported in the data fileg, and their care is mere directly managed by the health maintenanca

organization.

Within the primary care case management population, Madicaid claims data were used from 7,753
asthme patients in Madicaid FY 1956 (2,618 in interventien communities, 4,535 'n comparison
communities) and 6,73C asthma patients in Medicaid FY 1997 (2,415 1n interventjan. communities,
3,955 in comparison communities), [n 2ddition, although not shown in Figure 1, claims for asthma
drugs were studted for 8,908 patients in intervention communities and 25,742 patients in

comparson communities.

Claims data were reformatted into a disesae-structured databass that permitted a statistical
analysis of individuals with asthma based on the numker of claims by type and cost. Prior to the
intervention, Virginia Medicaid was spending over $16.7 million in the fee-for-service sactor for

asthma services: $1.9 million for inpatient hospital stays (11.4 percent); $5.8 miilion for hospital
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emergency department visits, excluding urgent care visits (34.7 percent); $1.8 million for hospital
utpatient visits, including urgent care visits (10.8 percant): $3.8 million for physician office visits
(22.8 percent); and $3.4 mitlion for medications (20.4 porcent). Claims from hospltalemergency |
room visits were combined with claims from urgent care hcsphal outpatient visits in an effort to

study what this paper defines as "smergency visits,"

Cenducting the Intervention

in Qctober 1995, the Medicaid asthma patients and their physicians wara identified from sight
counties, as well as metropolitan Richmend, and these physicians were targeted for the VHOP
intervariton. These counties became cur intervention communities. A set of counties elsewhera in
the state that closely matched the Intzrvention counties for size of Medicaid pcpulation, average
famlly income, z2nd number of local hospitals and dectors became our comparison commurities,

" Asthma patients from both the intervention and comparison communities, aiong with their
pnysicians, were selected for the etudy if they had et least one asthma-related service clalm within
ta Guarters prior to the intervention. To quartify differences between witervention and comparison
communities before the Intervention, three fiscal years of Medicaid claims data were comgared for
numerous meascres of asthma servica, uss, and costs. This iepor, however, usas only pre-
intervention comparisons for the two quarters befers the program started, beginning with the first
quarter of FY' 1936, July-August-September, Using a longer are-intervention period In preliminary
analysis to quantify beginning differances between interventior: and comparison communities
yielded similar levels for each measurs of comparison and added ittle information for pre-

intervention comparisons,

The VHOP outcomes measurements begean in the first quarter of FY 1996 (July-August-September

1998), and continued thraugh the third quarter of FY 1997 (January-February-March 1997). The
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observed pre-intervention period was the first two quarters of Medicaid FY 9€ (Jurie-August-
Septermbier 1985 and Octover-November-December 1995). The follow-up periad consisted of the
five subsequent quarters (January-February-March 1996, to January-February-March 1€87). The
educational workshops were conducted October 1995 to May 1686, Ve selected the first full
quarter prior to any training (quarter -2) as the baseline quartsr for analyses because physicians
were schedulsd for their educational session over an eight-month pericd, Knowirg it would take
eight months to train all the physicians, we ahticipated a gradual criset of the eifect. After thesa
sesslons, feedback reports on the physician's asthm_la patients’ service claims wears sent ta
participants at six-menth intervals. Each physician received thres of these reports over the course

of the study.

Recruiting Physicians to Perti;:ipate

VHOP employed a variety of tactics to recruit eligible physicians from thg interventicn commurity
inte the entirely voluntary educationa! program. Free educationa! ma'srials, professionally pregared
and presented with practical and realistc demenstrations, wers provided. In gcdlion, pnysicians

wha participated receivad iree continuing professicnal education cradils.

The recrultment effort successfully reached 65 physicians and the 632 asthma patients with claims
for asthma servicas assigned to them by the Madaltion prograr. Thase physicians represented
approximately 33 percent of all siigible physicians in the intervention commuriies—that Is, those
physicians enroled in the grimary care case mar.agément program who have at least one patient
assigned to them with an office or emergency visit ciaim for asthma. These participating physicians
were treating approximately 26 percent of the patients with claims for asthma services in the

intervention communities.

LrTLARA L AA . I
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The Focus cf Physician Workshops

Workshops were offered to primary care case management physicians from the fee-for-service
sector. The 65 physicians recrulted from the intervention communities participated in these VHOP
workshops and also received patient-level feedback regorts on post-intervention emargency sarvice
encounters immediately after attending a training cession and quartedy thereafter. These
'physicia_ns were told about the curpese of the program: to reduce emergency vislts fer asthma and

increase the appropriate use of state-of-the-art asthma medications.

The workshops discussed state-df—the—an guidelines for managing asthma and pravided instruction
on haw to cemmtunicate more effectively with patierts, especially asthma patients. These sessicns
were also designad to develcp the skills of comrﬁunity physicians so that they could then teach
members of their staff, &3 well as patients, about state-of-the-ant guidelines for treating asthma
(Homer 1997) and how to use asthma devices proper&. This education-based strategy for
managlng Cisease is increasingly being usad by commercial insurers but earefully ressarched
results of the epproach is not widely gublished especially for lovrincome astnma patients (Homer

1887).

The core of the workshops consists of a communicaion curriculum that uses mulimedia and wel-
tested techniques for educating adults. The asthma portion of the curreulum consists of raviewing
curent guide'ines based on national asthma guidelines (NHLBI 1282, 1837), modified by a lccal
panel of clinical experts (VWhitehurst-Cook 1094). Physicians also receive VHOP-produced
teaching and reminder aides to use with their own nursing and office stafis and patients. The
workshops stress the importance of using effective techniguss to cominunicate with patients,
incluging how to negotiate treatment plans. In addition, workshop panticipants recsive hande-on

practice with asthma devices such as poak flow meters and a veriety of inhalers. Evaiuations from
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the participants consistently showed very high rankings, and 89 percent reported that they would

use the information In thelr practice.

At four to six-month intervals, all participating ghysicians recaived a list of thair asthma patents to
help them identify these individuals who might benefit from additonal education and improved
treatment.  Since the workshops reccmmended speckic techniques for intervening with service-
intensive patients, patients with at least one asthma-related amergency visi pre- and pest-

intervention were highlighted in the feedback reports.

Analyzing Data

We bagan bv analyzing the effects of intervention on those phiysicians who pariicipated in the
training fthe participating physiclans group). If this analysis indicated that the tra_ining had an impact
on the way physicians managed their asthma patients, than we stuciied the effect that intsrvantion
had on the entire population of eligible physicians in the intervention communities, ragardless of

whether they participated in the program.

These anzalyses compéarad data over seven quarters, two prior to the intervention and five after the
Intervertion. We cited the differences in Medicaid claims betwasan, first, the physicians in the
participating group and those in the comparisen communities and, second, the entive populaton of

asthma patients in the intarventicr communities and the comparison communites.

To assume an accurate comparison, we fecrmed a relative risk ratic. This ratio comparas the
asthma outcome (for example, emergency visits per 1,000 persons) in the participating group cr the
intervention communities with the corresponding figure from the cormparizon communities. This

figura is then divided by a similar ratio from the baseline quarter (quanter -2). A relative riek ratio of
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less than 1.00 indicates a decreased rate of, for example, emergency visits for asthma in the
intervention communities. A relative risk ratio greater than 1.00 Indicates an increased rate for
these pationts . A t-test statistic for differences between rates of service or drug used per 1,000 in

each quarter is used to test for statistical significance.

Given the seasonal nature of chronic asthma, we hypothesize that intervention is more lixely to be
effective during fall and winter (quarters -1, +1, +4, and +5) when the high frequency of asthma
attacks offar more opportunities for improvement. Curlng spring and summer (Quarters +2 and +3),

the low frequency of asthma attacks means opportunities for improvement are at thair lowest

A related issue to the seasonal nature of asthma is regression to the mean. Regressiontothe
mean aver time is commen in a chronic disease such as a§mma. In othesr words, a certain number
of paople who had an adverss outcome early tend to get be'ter and aveid another adverse
outcome later, regardless of whether intervention was in place. Others who had no adverse gvents
eary tend to have cne later, Thus, if given enough time, a panel of pecpie tends tc move or

ragress i¢ the average.

The resoarch has been designed to account for seasgnal variation and regression to the mean
because it compares wo simjlar groups of communities in the state during the same season of the
year. The question, then, is not whether asthma emergency visits fell following the intervention,
Rather, the question is whether asthma emergency visits fell when compared with a simitar
geographic area at the ssme season of the year as the Interventicn, Both groups would
demanstrate regression to the mean to the extent it occurs among low-income asthma patients.
Thus, the regression to the mean effect is held constant in the intervention group relative to the

comparisan group aver time,
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Results

The results are shown for asthma patients of participating physiciang and also for alf the asthma
patients in the intervention communities, whether or not their physitians ware successfully recruited
for raining. The key measures of outcoma ars claims for emergency visits for asthma and claims
for guideline-racommanded drugs. Asthma contro! should be improved if daims for emergency
visits fall and guideline asthma orugs Increase in association with the program. In the pre-
intervention perod, the comparison communities had lower rates of emergency visits per 1,000
patierts and lower rates of claims fcr recommended drugs (except during one quarter for albutern
nebulizers): and participating physicians' patents had Jower pre-intervention emergency service visit
rates than those in either the intervention or comparison communities. All these rate differences
are statistically significant (p<0.001). Although the starting values for outcome indicatcrs ware net

the same pre-Intervention, these differences were accounted for thraughout the analysis.
The Impact of Training Participating Physicians

Table 1 shows r\ates for asthma emergency visis In the participating pﬁysician group and
comparisan communities that were seiected 1o be studied both gre- and post-intervention. Rezall
that “his group of participating physicians, which is associated with 28 parcent of eligitle patients,
recaived specific instructions on tha steps they could taka to improve asthma control. They also
leamed which asthma drugs te recommend end how to communicate wAth patients in ways that

improve outcomes.

Substantial reductions in asthma emergency services (visits per 1,000 patisnts) were observed for

patients of these physicians (Table 1, under the row labeled "Relative rick”). No reductions cccurred
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during the first two post-iraining quarters. A sharp reduction (47 percert) was obsarved during the
third post-training quarter, and the reduction persisted cut inte the fifth post-workshep guarter,
which was the last ddéner studiad. The reduction in émergency visits, averaged over the third to
fifth post-intervention quarters, was 42 percent, and averaged over all five post-intervention
quarterg, a 25 percent reduction occured, VWhile the sharp reduction in emergency visits occurrad
about the same time feedback reports were delivered to physicians. we do not suggest a causal

relationship between the sharp reductior: and the arrival of these reports.

This effect was ohserved despite some longitudinal variation in emergency visit rates in the
compariscn group. As mentionsd above, the relative difference i visit rates betwezen the
intervertion and comparisen groups (relative risk) controls for any taseline rate differences or
longitudinal changes in the comparison group. As shown in Tsble 1, pre-intervention visit rates
started out much lower amang the patients with trained physicians, but the relative risk was apout
1.0 in the two pra-intervantion quarters. Emergency visits peaked in the quarter immediately prior to
the intervention in both the trained and companiscn groups. Althsugh rates fell in both gfoups after
the intervention, Yy the third quarter the comparison group rates had rebeunded toward thair pre-
Intervention values (157.5 visits per 1000 patients in quzrier +4, for example). Retes in the trained
physician group, however, had fallen sharply by comparison in the third quarter and siayed down

theraafter,
The Impact Cormmunity-wide of Infervention

Table 2 shaws the effect of intervention across the entire intervertion community. After the
intervention, the community-wids relative risk of an emergency visit for asthma ranged from G.73%
to 1.067 of the pre-intervention rate of asthma emergency visits per 1,000 patients. The

intervention had Its intended effect only initially, with no overall rend by quarter. However, the five
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quarters after the intervention had an average rate of emergency visits that was approximately 7

percent lower than the rate fcr pre-intervention quarters.

Claims for asthma drugs were sustained community-wide for all asthma patients of partiCipating
physicians, not just these irdividuals with emergency visits for asthma. As Table 3 shows, the

- dispansing of drugs recommended by the guidelines fer asthma rose sharply during the study
period in the intervention communities. The increase was as much as 25 percent in some casas.
The use of aibutercl metered dose inhalers and nebulizers rose significantly vshen compared with
communities without the VHOP intervention. Thesa comparison communities had lower ievels ¢f

recommendad asthma drug use during the pre-intsrvention period.

In the intervention communities, the use of albutero! metered dose inhalers rose between 22 and
31 percent by the last two quarters studied. !n {he caomparisen eormmunities, the use of these drugs
remained relatively flat The use of zlbuters nebulizers rose in the intervention communites
relative to the comparison between 18 and 24 percent, although r.ot ali quarters zre statistically
significant. Both albutere} drugs are “relisvers" arg offer relief for acute asthmz attacks. At the
same {ime, the program had no apparent community-wide effect cn the use of steroid-metared
dose inhalers, asthma preventars used to aveid attacks. Wa exartined other types of relievers and
preventors, but they are nat shown here. They either were used at very low leveis or showed no

significznt changs from the intervention,

The use of inbaled cromolyn metered-dose inhalers, which was not rezommaeanded in the physician
workshiops, actually fell during the study period in the intervention comrmunities relative to the

comparison communities. Use of inhaled cromalyn nebulization inhalers remained the same,
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Analyzing the Cost Effectiveness of intervention

By anslyzing the Madicaid claims data available to the study, we can ¢etermine the cost
offectiveness of the VHOP intervention. Raviewing this data also makes it possible to project what
effect the program might have from the standpoint of cost for the entire Madicaid primary care case
management program. In Table 4, we estimate the éost effectiveness of the program for beth the
participating phiysicians group and the intarvention communities. We then project this effectiveness
statewide to asthma patiants with any asthms service clalm In the primary care case management

program.

The effect of the intervention is indicated by the relative risk after the intervention. Table 1 shows
the impact ¢cn patients with participating physicians, and Table 2 shows the effect for patients in
communities with the intervention. If we averags the relative risk acrass the five pastintervention
querters examined, the paricipating physician effect was 2 reduction of 0.75. Based on this factor,
we datamined the estimaled nurmber of emergency visits that would have occurred without the
intervention is 2,111. The same averaging of relatve risk for the community effect reveals a
reduction of emergency visits by a factor cf 0.92. Based on this factor, ths estimated number of

emargancy visits that weuld have occurred without the intervention is 1,702,

Inpatient hospltal emergency visits and urgent ¢care emergency visits cost an averags of $540 for
each of the 1,583 claims (sec Tabie 4). Based on that average cost, Medicaid spending for asthma
was reduced by $64,260 (1,702 x 3540 - 1,583 x §540) to $285,120 (2,111 x $540 - 1,583 x $340)
over the coursa of fiva quarters from the start of the intervention. Ttis reduction in spending came
about by avoiding visits to the emergency room, if the two postintervantion Juarters where the
effect was dé!ayed are not averaged in, the cost savings calculated for the participating physicians

would be about 40% greater. Table 4 uses these impacts as high and low effect sizes tc explore
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the cost effectiveness of the program in the study communities and for all asthma patients in

primary care case management with any service claim.

The program yielded an estmated savings for the Medicaid program of between $950 and $4.300
per physiclan trained. At the-same time, the metric quantities shown in Table 3 indicate tha cost for
asthma drugs rose per physician trained by roughiy $180. The net savings, then, ranged from S770
to $4,120, given a developed program. The incramental costs for VROP training in asthma and
communication skills was $235 per physician. Based on these figures, each: dollar spent in treining

another physician generates from $3 to over $17 in program savings.

Of all Medicaid récipients in Virginia in the fee-for-service primary care ¢case meanagement system,
16,627 patients had zsthma servica claims. Had the Frogram been implemented 10 cover ail these
recipients statewide, the savings would have been significant Ve estimate the system would have
saved approximately $350,000 to $2.25 million frem reduced emergency visits for asthma care from
those observed patients who received treatment (Table 4). This savings would have bean

achieved without enhancing the pregram from its initial intervention phazs.

Conclusions

A disease managament program designed especially for low-incorme patients facing significant
adverse events can substantially improve health outcomes, Asthma attacks are caused by
predictable iniggers that patients can modify, Using effective cormmunication sKills, physicians can
sducate patents about their role in treatment by helping them develop state-of-the-art skills for
managing asthma, A disease management program can support physicians in partnership with

Medicaid to lower costs.
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Appropriate Use of the Emergency Room

In the case of treating asthma, every dollar spent in a disease manageament program he'ped reduce

Virginia Health Outcomes Partnership:Summary of Conclusions

Effect After
VHOP
Intervention
Claims for Emergency Visits v
Use of Asthma Drugs )
Inhaled Albuterol Metered Dase Inhaler $
Inhaled Albutercl Nebulizer . A
inhaled Steroid Metered Dose Inhaler 'Same
Claims for Physician Offica Visits Same

the use of costly emergency visits. Even after accountng for seasonial variation and regression to
the mean, rates of emergency visits for patiants of participating physicians started to fall in ralation
to comparisen communitiés. These rates began to drop within two calerdar quartsrs following the
implementation of the program. This somewhat delayed onset is likely due a cembination of the
staging of the education program, the tms required for the education to affact physician and patient
behiavior, and tha resulting reduction in emergency services claims. The relative risk of adverse
heaith cutcomes, measured &s asthima emergency visits, remained lew for the three subsequient
quaners examined. The effect on natients of participating shysicianz was tc raduce emergernicy
visits about 40 percent in the fall and winter, Iand about 22 percent in the =ping summer, in SULPOT
of our hypathesis that the program would be more effective during the asthma season when the

opportunitiss for improvement are greatzr.

Approprate Use of Drugs
The use cf recommended asthma drugs increased by as much as 25 percent, but not all types of
asthma drugs. The use of reliever drugs, albutercl melered-dose inhalers and nebufizers,

increased. However, the use of preventor drugs such as sieroid metered-dose inhalers remained
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the same after seasonal adjustment by companison to other communities, Certain drugs not

recommended for use, such as cromclyn meatered-dose inhaiers, declined in use.

A change in the use of preventors might be observed over more time, or through even greater
ernphasis in the workshops on the citference between preventors and relievers. Physicians may
have to place extra attention an communicating the importance of preventlon before low-income
Medicaid pationts increase in their use of preventors. Such patients face many sccial and financial
problems, and it may be enough to ask the patients to know what {0 use for acute attacks to avcid
the emergency depamﬁent Avoiding the need tc make emergency visits for treatment was the

main goal of the program.

Benefitng from the use of preventor dmgs‘ in the absence of symptoms may net be 2 priofity for this
group of patients. We speculate that those patients with moderate t¢ savers asthma targeted by
the Intervention hay have been more ready to change and would hsve recsivad optmal benefit
from the use of relievers if their condition had been mors exacerbated then the mild asthma

patients in the study. Many mild tc moderate asthma patients suffer through acute attacks vathcut
treatment until thay are seen in the emergency depanment. Thesa patients may have only
intermittent asthma with Infrequent attacks. ldentifying and targeting these patents would increase

the number of preventor drugs used and reduce further the uge of the emergency department

Cost Savings

Thare ere different ways to look at the cost savings generated by the program. The inzremental
costs for each physician trained excludes the design and research costs that have already been

paid by & grant. To incomorata costs of developmant would raise the cost of the disease
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management program, but developmental costs would have to be sEread over alarger program
and several years to be adequately addressed. In addition, the developmert of the cgmrjf_lunica_tjonv
skills curriculum would be spfeéd o'véf several diseases. Even ﬁth conservative assumptions, the
development costs would have a small efiect on the cost-effectivenass ratio spread over more

diseases, patients, and years of program operation.

Effects of the Program at the Cornmunity Level

Cnly a fraction of the physicians in the intervention communities partcipated in the program. About
200 physicians In the intervention communities accSunted for over 85 percent of all the patients
with any service claims for asthma. Yowever, the program reachad only 86 of these physicians,
and they were the ones with fewer emergency visits for asthma per 1,000 patients at the baseline.
Their patient§ exparienced relatively less severe illness when campared with the patients of
untrginad physicians in both the interventlen and cemparson communities. Thus, there was a kias

“against favorable outcomes for frained physicians.

Cespite this bias and the reiztively small number of chysicians trained, the program had an effect
on the use cf emergency services and drugs at the community leve!, Since the effect on
smergency service visits was spraad ameng all {trainad and untrained) physicians in the
intervertier communities, we did not observe large, coinsistent changes at the community level for
emergency visiis. However, the effect on visits was large in the first quarter, when the pregram was

heavily marketed to all 200 physicians by mail, faxing, and phone calls,

There is an explanation for the sustainad effect at the community level on drug use but net on
emergency service visits, Trained physicians retained a direct link with and contre! over drug

prescribing. Fer every asthma patient with a servics claim, there are roughly two others without a
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service claim but with & drug claim for astnma. It could well be that after training, physicians
dramatically changed thelr patems for prescribing drugs to this large group of asthma patients with
drug claims. Tralned physicians can also attempt to reduce emergency visits, but will only be

successful when the patient adheres to the treatment.

Enhancing the Program
Enhancing the effectiveness of the program must begin with extending the reach of the program o
include more participation from physicians. The direst cost savings af $64,230 to $285,120 resulted

from participation of only 26 percent of the eligible physicians from th= intervention communides.

Much graater savings are possible with more vigersus recruitment efionis. in developing the
program, we conducted physician focus groucs. The physicians in the fecus groups, all
particlpating primary cara case managers in Medicaid, had epinianis about when to best schedule
the training sessions, the importance of providing a financial incentive that made the training free,
the most useful types of materials to take back to their practices, andg the imgornarce ¢f the
identities and credentials of the presenters, All these ware adaressed in the design of the pregram.
More rigorous reciuitment may cost more money, raising the cost of conducting the prcgram and
negatively affecting the cost effectiveness. Yet further enhancements in the recruitment, including
even sironger financial incentives and greatar expactations from Medicald for paricipation, would

probably incraase the numbar of physicians attending workshops,

Qpportunities also exist for enhancing the effectiveness of the program. One way to do this is ty
reasslgning oatients with persistent emergency visits for 2sthma from physicians who have not
received VHOP training to physicians who have received VHOP training. WWe prefer an approach

that reassigns patiants to physicians who volunteer to attend the training because the velunteer
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effect will likely weaken as a larger proportion of eligible physiclans are recruited. Results in an

educational program are more likely to be favorable among volunteers than corszripts.

The Potential Impact of Expanding Fhysician-Patient Partnerships

Since the conclusion of this pilot study to train physicians, the VHOP program has expanded. Now,
the program incorporates pharmacist t-aining and involves the statewide point-of-sale prescription
drug system. The results of this training will be avallable In 1998, and at this writing 68 phammacists
have recaived training in communication skills and guidelines for asthma in the intarvention

communitiss,

The state's point-of-sale preseription system could be used as a toc! 10 remind trzined phamacists

to communicate optima! treatment guidelines with padents of trained physicians. This intervention

wauld he'p assure thet patients better adhere fc the treatment regimen. Encouraging a stong
pa&nership amrong patlents, phanméacists, and physicians might be the best approach to improving
outcomes for a chronic diseasa (Thomas 1856). Afera!, astima is a dissase thatcanbe
controlied with the tools medicine has to offer today if they are properdy used by the health
professionals and patients who need them. Thiree other disease with the same potential for quality

and cost improvermernt have been identified — heart failure, diabetes, and schizophrania — &énd

intervention education materiais and guidelines have been develcped.

Aithough Medicaid pragrams acrass the country continue to expand mandatory enroliment in health
maintenance organizations, there is reason to betieve Medicaid will remain largely fee-for-servica in
many states. Several factors will slovs or ever halt the enroliment of large numbers of Medicaid
eilgibles Into contracted health plans: low capitation payment rates to managed cere plans,

threatened loss of the traditional patient base for politicaily powerful community hesith centers or
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teaching hospitals, and the inability to force parsons who are dually sligitle for Medicald and

Medicare into managed care plane.

The partnership approach uses the techniques of professional medizal interviewing and diseass
management to suppon physicians, phammacists and nurses as they improve healtn sutcormes far
thelr patienis—thereby lowearing costs at the same time. Statss searchfng for ways to improve
health outcomes for their Medicaid errolleas may find the partnersnip approeach to be a useful

option for managing diseaces for those enrvllees remalning k1 fee-for-service.
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Figure 1: Virginia Health Qutcomes Partnership: Virginia Medicaid

recipients by program type, asthma disease stata, interventicn or
comparison community status, and VHOP trained physician
assignment- Fiscal Year 1997.
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TABLES

Table 1: Virginia Haalth Outcomes Partnership: Emergency Visit Rate Per 1,000 Asthma Patients for Participating Physicians Versus
Compariscn Communities By Quarter, July 1895 - March 1997.

T
!

Pre-{ntesvention ! Post-Intervention
FISCAL YEAR Fiscal Year 1596 Fiscal Year 1997
JAS OND ; JEM AM.J JAS CND JFM
QUARTER -2 -1 ! +1 +2 +3 +4 +5
Emaeargency Visits/,000 _ Mean (S D)
Patients .
Patients With Parficipaling ' H
Physidans and Feedback 603 (0.45) 815(051) 627(042) 314(0.26) 290(058) 47.0{059 353 (0.50)
Compaiisan Communities 1173 {049} 157.0{0.52): 123.7 (0.43) 39.5(0.29) 107.2{047} 157.5{(0.55) 1082 (0.49)
P-Values <0.001* <0.001* | <0001* <0.001* <0.001* <0.001* <¢.001*
Relative Risk 1.00 101 | 099 103 053 0.58 0.62
Numbar of Patients With Mean (S D)
Chim lor Service .
Patients With Participating !
Physicians and Feedback n.a na ; 632 632 632 632 632
Comparisan Communities 4,535 4535 | 4,535 4,835 3,955 3,955 3,955
*P value obtained from t-test fur equally of means. Significantat 95 percent confidence Interval. -

n.a. Nol applicable.
Source Willingisan lostinste fou Heddi Studizs based an Viginia Medicutd dxa (fiscal 1996 and 1997)
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Table 2: Virginia Health Outcomes Parinership: Emergency Visit Rate Per 1,000 Asthima Patients In Intervention Versus
Comparison Communities By Quarter, July 1995 - March 1997,

. Pre-intervantion j_ : PasHntervention o
FISCAL. YEAR FiscaI'Year 1996 Fiscal Year 1897
JAS oNno JFM AMJ JAS OND JFM
QUARTER -2 -1 : +1 +2 +3 +4 +5
Emergency Visits/1,000 tean (S D)
Patients

intervention Communities 143.6 (0.43) 177.2 (0.51}| 111.9 (0.54) 665 (0.32] 1213 (039) 2058 (0.51) 1350 (0.38)

Comparisen Communities 117.3 (£ 49) 157.0 {0.52) 1237 (0.43) 595 (0.29) 1072 (047} 157.5 (0.55) 108.2 (0.49)

P-Yalues <Q.001* -<0Q01* | <0.001° <0.001* <0007 <G.001* <Q.001*
Relative Risk 1.00 822 H 0739 (.912 0.924 1.067 1.009
Number of Pafients With i
Claim for Service '
Intervention Communites 2,618 2618 | 2618 2,618 2,415 2,415 2,415
Comparison Communtties 4,535 4535 | 4535 4,535 3,955 3,855 3,955
*p valye oblalned from ttest for equalily of means. Significant at 95 percent caafidence interval.

Source: Witlanuon Instituie for Healh Studics based ca1 Vargmnia Melcaid o {Fiscal 1996 and 1997}
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Table 3: Virginia Health Outcome Partnership: Asthma Drug Use Per Person With Any Asthma Drug
in Metric Quantity in Intarvention Cornmunities and Comparison Cemmunities By Quarter, July

1995 < March 1997.

-

Pre-Intervention !

Past-intervention

FISCAL YEAR Flscal Y'ear 1996 Fiscal Year 1997
JAS OND ; JFM AMJ JAS OND JFM
QUARTER -2 4 1+ +2 +3 +4 +5
Inhaled Albuterol Metered Dose inhaler
intervention Communities 236 22 .5 258 26.6 32.5 34.3 31.8
Comparison Communities 215 20.7{ 217 226 238 2389 237
P.Value <0.001* <0.004*, <0.001* =C.001* <0.001* <0001* <3.001"
Relative Risk 1.€0 099, 1.08 1.07 1.25 1.31 1.22
§
Inhaled Albuterol Nebullzer \
irtervention Communities 72.1 £9.8, 68.7 79.9 82.5 g8.C 104.24
Comparison Communities 117.7 116.1; 1128 1227 1283 1224 1243
P-Vajue <0.001* 0.126; 0.015°  0.188 0.827 <0.001*  0.502
Ralative Risk 1.00 0.5, 0.29 1.06 1.20 1.31 137
inhaled Sterold Metered Dose Inhaler - v
~ Intervention Communities 16.2 12.5, 13.0 13.2 14.9 11.3 11.4
Comparison Communities 10.4 10; 11.5 10.6 10.9 12 11
P-Value <0.001* 0.101; 0.1 <0.001* 0.107 0.866  0.014°
Relative Risk 1.00 G.80) 0.72 0.80 0.70 6,60 0.68
|
Inhaled Cromolyn Metered Dose [nhaler f
Intervention Communities 27 17.8, 17.1 15.9 18.3 14.0 16.8
Comparison Communitios 146 16.2; 15.0 15.3 14.2 17.1 14.5
PValue :
Rolative Risk 1.00 0.70: 0.73 0.68 G.63 0,52 0.74
t
Inhaled Cromolyn Nebulization Inhaler L
intervention Communitiss 166.8 161.68 170.0 160.7 181.5 171.1 169.4
Comparison Communities 139.7 1458, 1473 1422 147.8 1484 148.4
P-Value :
Relative Risk 1.00 083  0.97 0.95 1.03 0.97 0.96
1
1
Number of Patiants With Any Asthma Drug !
Intervention Communities 8582 8582 8582 8582 11228 11228 11.228
Cemparson Communities 24,308 24.306i 26,306 24306 27179 27178 27,479

*P vulue sttaired from t-test for equality of means. Significant at 85 percent confidence interval.
Sourte: Williaawon Instirute for Health Studies based on Virginia Medicaid data (Fiscal 1996 znd 1997)
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Table 4: Virginia Health Qutcomes Partnership: Cast Effectiveness of Avoided
Emergency Visits for Asthma for Patients In Intervertion Communities and
virginia Medicaid By Quarter, January 1596 - March 1897,

Asthma Patients With Any Sarvice

Claims®
Virginia Medicaid
intervention ané\ry Care
i Communitiss ase
Fiscal Year 1997 o Management

Total Medicaid Recipients” ) 2,610 16,627
Cost Effectiveness Calculations:
Actual Post Intervantion Emergency Visit

Claima
Tetal 1,583 9,282

Quarter +1 - 293

Quarter +2 174

Quarter +3 293

Quarter +4 497

Quarter +5 328
Estimated Emergency Visit Claims Without the

Intervention
Assurning meari quartery impact

In communities with the intarvention (0.83) 1,702 8,614
Assuming mean quarnarly impact
of targeted patients with trained physicians 2411 6,947
(0.75)
Medicaid Savings (8540 per claim) $84,250 - $285,120  $350,000 -

.$2.28 million

* Claims for serviees including: physician office visit, hospital amergency room, haspital ou'patient eliric and
{npatient hosgital stey.

. By cligibility catepery. Aged or Blind (Medicare pricrary poyer), §; Disabled, 457, Children Undr 21 Years,
1,782; Adults With Children, 363.
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EXECUTIVE FELLOWSHIP
N
MEDICAID DISEASE MANAGEMENT
AND

HEALTH OUTCOMES
Introduction

Disease management and health outcomes are nnovations in Medicaid
managed care that are becoming increasingly aveilable through new types of
contractors. They provide states the opportunity to make immediate
impravements in care often with significant cost savings. They can also be
used to ease the transition to more complex Medicaid masaged care.

In this rapidly changing environment, it is essemtial that Medicaid directors and
their top managed care staff keap abreast of the innovations in organization
and payment that ere oscurring to serve the special needs of the Medicaid
population. '

This is an opportuae time to provide Medicaid directors a vehicle to become
more fully aware of the emerging opportunities and strategies available in the
market and to share concerns with each other about the issues they face in their
states. To assist with this, the Williamson Instinute for Health Studies proposes
to initiate a program with a retreat format in our new executive conference
center on the Medical College of Virginia Campus and cffer electronic
conferencing capabiliry for further interchange and discussion,

To assure the timeliness of the proposed pregram, some of the most prominent
and forward-looking examples of discase management and health outcormes
available in the United States and intemnationally will be highlighted. Our cwn
Virginia Health Outcomes Partnership program which is the first disease
management effort in Medicaid in the United States and now 2 permanent
disease management contract in Virginia will be highiighted.
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Background

Disease management and health outrcomes offer a way for Medicaid programs

to capture the benefits of managed care in a fee-for-service system. There are

reasons to think Medicaid directors need to sericusly consider these tools even
though they are on a track toward capitation payment.

From the beginning of the Medicaid program to the carly 1990s, Medicaid was
largely a fee-for-service payment system, except in a few key states such as
California, Arizona, and Minnesota. Demonstration programs in the 1980s
showed that managed care programs, such as primary care case management
and risk-based contracts with HMOs, could successfully curb Medicaid cost
increases and make them more predictable while not reducing the quality of
care (Freund et al 1989). Nearly all states tumed 10 managed care programs
when Medicaid spending exploded in the period 1988 - 1992 because of
increasing enrollment, markedly increasing dispropertionate share hospital
payments programs, plus general and medical inflation, (Holahan and Liska
1996).

By 1995 nearly 12 million Medicaid recipieats were enrolled in menaged care
programs, acccunting for nearly one-third of all recipients and growing (Kaiser
Commission 1993).

But the trend toward Medicaid managed care is largely limited to children and
adults on Aid to Families with Dependent Children (AFDC). Primary care
medical services for children and adults are the first to be covered by managed
care programs in Medicaid, but they account for ordy 25 percent of program
expendinures. The new coverage for chiléren will chaage the figures. but today
sixty percent cf ali spending is with the aged. blind and disabled, who have not
been enrolled in HIMOs except in a few demonstrations or in several 1115
waiver states (Kaiser Commission 1997).

There are scveral reasons to think that the aged, blind and disabled will remain
in fee-for-service in many states.

1. Medicaid has traditionally made very low payments to providers in the fee-
fer-service sector. To the extent historica! fee-for-service payments are
used to establish the payment levels, capitation payments may be
unacceptably low for managed care plans. Many managed care plans are
relyctant to take on the risk for this most expensive group at below market
ratres.

t2

Tradizional providers serving the low income disebled and clderly, rosist the
changes that Medicaid managed care can mean for the patents they have
customarily served. Medicald recipients with the ability to select among
health plen optiens or other providers in the community offered by a health
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plan can be very threatening to politically powerful community health
- centers, teaching hospitals, and state mental health clinics and hospitals.

(99 )

The most costly but relatively small group who are dually eligible for
Medicere and Medicaid cannot be forced into a closed-panel health
maintenance organization for the Medicare portion of their coverage.

Consequently, it is quite likely that most Madicaid programs will have an
extremely resource-intensive group of recipients enrolled in a fee-for-service
system for quite some time. Most are heavy users of inpatient, physician, and
pharmaceutical care. The dually eligible are heavy users of pharmaceutical
care under Medicaid because Medicare is the primary payer for the inpatient
and physician care.

Nationwide, in 1994, there were 6.4 million blind and disabled Medicaid
recipients, and 3.8 million aged Medicaid recipients. The= blind and disabled
accounted for 15,7 percent of Medicaid recipients and 33 percent of spending.
The aged accounted for 11.2 percent of all Medicaid recipients and 26 percent
of spending.

The assumnption that risk-based contracts will be the uriversal form of
coverage in the future could be a long way off. The nceds of the aged, blind
and disabied are complex and require a complex set of providers and sites of
care that arc mostly new to risk contractors. The political and professional
environment of many states may slow or arrest the move toward capitation
payments through the zdoption of anti-managed eare legislation. The
Medicare-Medicaid crossover group mey always remain in Medicald fee-for
service as long s freedom of choice to remain in Medicare is perpstuated.

Discase management, which attempts to systematically cptimize therapy and
improve outcomes, provides an exciting, low-cost, altersative or transitional
strategy to Medicaid directors loocking for answers to the issues cf cost and
quality in their programs.

States that have begun disease management programs are.

Virginia Pharmacist being used to provide educational efforts to
physicians on several disease states.

Florida Asthma, diabetes, AIDS/HIV, and hemophilia now
being implemented with discase management
organizations. ’

Mississippi Has received approval for federal financial participation
support to implement disease management focusing on
pharmaceuticals. .

Qregon Several pilots proerams underway. !

- | West Virginia | Planning efforts have begun to implament statewide |
| effort. |
4
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Program Objectives

The overall pragram objective of the Executive Fellowship in Medicaid
Disease Management and Health Outcomes Is;

» to bring together Medicaid directors with diverse program needs to study

the principles and methods of disease management and outcomes
assessment and critically examine their applicability to their own statc.

Specific objectives of the pragram are:

to provide an informal learning environment in which Medicaid directors
and others can study and share insights into strategies for managing the
diseases and improving the health outcomes of care for their program
recipients

to provide training in the followmng tepical areas:

« disease management

disease selection

* health outcomes

+ pharmacoeconomics

+  information system development

» parsonal lzadership development and change management

to study cutting-edge strategies, drawing upon gistinctive examples world
wide (no particular vendor wil! be presented, only examples of

governments doing relevant programs)

using internst telecommunications, to extend the learning process and 10
provide e unique colleague network for panticipating Medicaid directors

to provide a forum for Medicaid directors to develop anin depth
understanding of the issues and to seek feedback on and possible solutions
to those issues

to provide a forum for networking among Medicaid directors and
potentially to establish a cadre of leading state Medicaid programs in the
area of disease management and health outcomes.
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Program Structure and Design

Selection of Medicald Directors

We propose that 9-17 Medicaid Directors, Pharmacy Administrators, or top
managers at Medicaid managed care companics be selected for participation in
this program through a nominaticn system, administered by the National
Pharmaceutical Council. The Williamson Institute would issue, in an ecademic
style, an invitation to participate. Depending upon the response selected
goverrument affairs representatives from companies could be used to reinforce
the invitation and recrit participants.

Depending upon the rules of each state, we anticipate some participants will
need technical computer support; which would be provided by the staff at the
Williamson Institute. It couid also be facilitated through the spousor’s
network of government affzirs representstives. The support would invelve
connection to the world wide web for the telecomumunications portion of the
program.

On and Off-Site Seminars

The proposed Executive Fellowship is designed to combzine on-site learning
with distance seminars conducted via internet technology. The mix of on and
off-site study minimizes the time of Medicaid directors away from work and
home and reduces travel expenses. The off-site sessions via the internet
provide & major distinguishing feature for the proposed program, setting apart
from the typical policy conference attended by Medicaid directors.

Specificaliy, the off-site seminars:

» provide a vehicle for a more interactive study of issues raised during the
on-site training program

* provide an opportunity for building a colleague network among program
participants

* introduce the Medicaid directors personally to internet techralogy, one
ares that disease management and health outcomes itself is emphasizing

* provide a maans of problem sclving for busy exccutives in a secure and
confidential cavironment

RTRAAD  &AO AT CAATTUAITT A ns T outen EEAE

(vAayar N

A



Time and Sequencing of Seminars

The Executive Fellowship will extend over a three month period, beginning
with a 1 1/2 day en-campus session offered at the Paul and Gail Gross
Executive Conference Ceater, next to the Wiliamson Instinute in Richmond,
Va and ending with a two-month off-site seminar session, discussed below.
The initial on-campus program will commence in October 1998.

On-Site Seminars: The on-site program will includs a mix of educational
content focused on heelth issues, training in the use of the internet (specifically

ia support of the off-site program), and opportunities for relaxation and visiting
histori¢ sites.

The following is a possible sequencing of on-site pragram activities:

Day 1 (Wed): | Travel to Richmond
Evening Reception

Day 2 (Thr): Educatior:al Sessinns (5 hours in seminars, 1 hour in
computer lab).

Day 3 (Fri) Educational Sessions {3 hcurs in semtnar, 1.2 hours in
computer lab) moming
Travel home, afternoon

In advance of the on-site sessicg, the Medicaid directors will be invited to
prepare a brief overview of their program and populaticn served, as well as
current problems or issues they are facing. The overviews and issues will be
presented briefly on the first dey of the program. They will be candidates for
study and problem solving during the off-campus session.

Off-Site Seminars: Approximately two weeks after the on-site session ends,
the program will continue with two electronic seminarg running
simultaneously. One will have high-leve! continued policy discussion of the
role of disease management and health outcomes for Medicaid, continuing the
en-campus lezming sessions. The other will focus on the problem or issue
each director identified as something they would like to solve. The second
serminar will facilitate all participants giving feedback and consultation on the
directar’s issue.

The faculty and presenters at the on-site portion cf the program will participate
in the off-shte serninars; setting up the seminars, prowdmg angoing discussion
and comments, offering advice and expertise.
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Frogram Closure: All participants wili be given a professionally-printed
certificate of completion, which be delivered to them at the end of the off.site
portion. Another possible approach is to estabiish a separate meeting time for
participants immediately before or after the regular Medicaid Directors -~~~ -
meetings (Spring and Fall) to receive an update from each director on the
progress of disease management and outcomes assessment in their state as
solutions to their issue or problem. The certificate could be presented at such
a program closure session.
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Program Curriculum

The overall focus of the curriculum will be on new ways for Medicaid to tap
into the emerging methods of disease management 2nd health outcomes 10
change fee-for-service Medicaid while not necessarily converting it entirely to
capitation or as a transitional strategy o capitation.

The topics covered tor the on-site program fallow:
Topicai OQutline
Introduction: Setting the Stage

State Medicaid as Responsibility for a Defined Population
Epidemiology and disease menagement

Health services research and outcomes
Pharmacoeconomics

Quality Assessment and Improvement

The strueture of quality assurance

Data requircments

The Role of Change Leadership from the Top — Personal Development
from the Management Experts

Medicaid HEIDIS

Partnership, Not Paternalism

Patient Communication as the Key

The Role of the Meadicaid Provider as Coach for Good Patienthood

Lessons from publiz programs around the world in Disease
Manzgement

Selecting Diseases

Likely and Potential Diszases
What to Look for in a Good RFP for Disease Management -
Provider Liability in Medicaid Disease Management

Disease Management and Health outcomes

The Needs Assessment and Evaluation of Readiness to Change
Information System Problerns and Prospacts

What Can Be Eliminated and Lead to Streamlining

The Political Economy of Medicaid Disease Management
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QUALITY AND COST OF DISEASE MANAGEMENT 1

The Impact of Disease Management on Outcomes and Cost of Care;

A Study of Low-Income Asthma Patients

Louis F. Rossiter, Michelle Y. Whitehurst-Cook, Ralph E. Small, Charles Shasky, Viktor Bovbjarg.
Lynne Penberthy, Ahmad Qkasha, Jennifer Green, lbrahim A. lbrahim, Steve Yang

Louis F. Rossiter, Ph.D,, is & professor, Lynne Penberthy, M.D., and Viktor Bovbjerg, Ph.D. are
assistant professors, Ahmad Okasha, Ph.Q., lbrahim A, brahim, MD, Ph.D., Charlas Shasky,
R.Ph., and Steve Yang were all doctoral candidates at the time of the research, and Jennifer
Green is director provider education at the Williamson Instituta. Michelle Y. Whitehunt-Cook, M.D.,
is assistant professor, the School of Medicine. Ralph E. Small, PharmD., Is a professor Schooi of
Phamnacy. Ail are at the Medical College of Virginia Campus, Virginia Commonwealth University,
Richmond, VA.

This research was supperted by a ccniract with the National Pharmaceutical Council, Reston,
Virginia, in cocpgration with the Virginia Department of Medica! Assistance Services, Richmond,
virginia.

Address corespondence to:  Louig F. Rossiter, Fh.D,
Profeasor
Williamson Institute for Health Studies
Virginia Commonwealth University
PO Box 980203
Richmond, VA 232¢8-0203
B204/928-5223 (TEL) B04/828-1864 (FAX)

Tre following material is based, in whele on in part, upon data accessed from the Virginia
Department of Medical Assistance Servicas (DMAS). DIMAS retains all rights of ownership to said
data. No copies cf reproductions, slectranic or otherwise, in whole or in part, of the following
matedal(s) may be made without the express written pemission of DMAS.
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QUALITY AND COST OF DISEASE MANAGEMENT 24

Notes

The suppert and advice of Richard A. Levy, Vice President of Scientific Affairs, and Jeann Lee
Giliespie, Director of Scientific Affairs at the NPC, are ecknawledged. Ve also are extremely
qrateful to Joseph A. Teefey, former Director, and David Shepherd, Pharmnacy Adrministrator, at
Virginia DMAS for all their cooperatian, edvice, and expertise. We also acknowledgs the
participation of Judith Miller Jones, The Degge Group, Ltd., and John Hawks, Comsort, as
consultants during various 5tages of the project. Peter Morgan, mecical eclitor, gave advice cn
earlier drafts. The specfal teachers in the VHOP program deserve a particular acknowledgment for
their skill and agvotfon to impreved patient and physician communication: Jameson G. Buston, !,
M.D., Diplornat, Amenican Board of Family Practice (ABFP); cartified trainer - Bayer Inistitute of
Health Communications; Anna K. Bittner, M.D., Diplornat, ABFF; end Lena G. Joseph, M.O.,,
Diplomat, American Board of Intemal Medicine.
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Department of Madical Assistance Services
Division of Quality Care Assurance
600 East Broad Street, Sulte 1300

Richmond, Virginia 23210

Facsimile Cover Sheet

To: Cynthia Smith
Company: United States - OMB
Pheone: (202)-385-7816
Fax: (202)-395-7840

From: David Shepherd,R.PH.
Unit: Pharmacy

Phone: (804) 225-2773
Fax: (804)786-0414

Date: 11/23/98
Pages including this

cover page: ;'f,o/;g CTwe SC\L’S> H Ny 2

Comments Cynthia - The 51 pages attached is just some of the
latest publications as a result of the VHOP ( Disease Management ) z
project.. S .y

| will send you more info in the mail. If you wish- you and Rob are
Invited to the presentation to Alabama on Dec. 2nd and 3rd. This
will take place in Richmond.

Feel free to contact me at any time. Sincerely David Shepherd
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From:
Medical Practice Communicator

Paticnt-Provider Communication and Managed Care
C. Everett Koop, MD

[Medical Practice Communicator 5(4):1,5 1998. © 1998 HMI Inc.]

The true measure of medical outcome consists of far more than surgical results or the
regression of a disease process. It comprises the fusion of clinical success or failure with
nurture of the complex relationship amorg physician, patient, and family.

I continue to advocate open and honest communication between patients and their
healthcare providers. To do otherwise would be a dJSber’CG to the medical profession
ard to those who depend upon it.

Results from a Louis Harris poll show that 93% of the 230 primary care physicians
surveyed agreed that serious medical problems could be averted if patients were more
willing to talk about their problems, and two-thirds said that not being able to spend
cneugh time with patients is a very serious or somewhat serious problem. Among the
more than 1,000 patients questioned, a quarter admitted they were reluctant at times to
talk to their doctors about a health problem. Nearly one in five said thet he or she
avoided talking about 2 health problem bezause the doctor seemed rushed or distracted.
Often, patients said they were embarrassed to discuss problems such as urinary
incontinence or sexual dysfunction.

PhLysicians who can' rely on their patients to report symptoms or to comply with their
instructions cannot perform effectively, wasting time, energy, and, therefore, money.

Lamentably, few physicians today are prepared to commuricate affectively with their
patients. Medical students and residents have lost the advantage that I enjoyed of lzarning
these skills from elder practitioners for whom communicaticn was an art As a rasult,
young physicians enter medical practice brimming with enthusiasm and a mastery of
mzdicine's vast technology, bur often sadiy deficient in the ability to rejate to the very
people they have pledged to serve.

In addition, the current practice environment often discourages extensive interaction
between patient and provider. Many physicians have told me of the pressure and even the
threat of financial penalty they feel from managed care and in non-managed-care settings
to limit the time they spend with each patient.

LTHAND WAL -7 CUATITUNA A nAaNT T suLa AL LY AL

Ar n=



Managed care still has an opportunity to initiate change from within, Several forthright
actions (some of which innovative health plans already have taken) would improve
pat'em-prowder communications w}ulc protccf.mg the 'm.napcd carc company’s s
franchise: -~ _ _ -

« Encourage: - with financial incentives ~ member providers to cultivate their
relationships with patients, such as by rewarding phy-sicians if they score highly cn
patient satisfaction surveys. The formation of a boad between doctor and patient
creates an atmosphere in which patisats feel comfortable discussing important health
issues and allows physicians to practice effectively and efficiently.

¢ Entitle patients enrolled in plans to develop ongoing relationships with the same
doctors. Ensuring continuity of care elicits familiarity and trust and a greater
likelihood that patients will more readily voice their concerns and comply with
medical instructions.

* ELncourage providers (o listen respecifully and thoughtfully to thexr patients, and
provide instruction and explanatlons clearly and patiently.

» Encourage patients to express their concerns opetily and honestly to their

. physicians. Assure them that they will be heard and their cbservations will be taken
seriously.

» Establish the office of ombudsman, a neutral party who will listen to and adjudicate
patient grievances.

C. Everett Koop, MD, 1= the former US Surgeon Gerneral.

This article is a modified version of one that appsared in Healthplan, Used with
permission. ©1998 by American Association of Healt®; Plars.
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Fatal Car Trnk Entraprent — Continued

The findings in this repart are subject to at least three limitations. First because
LEXIS-NEXIS may exclude cases in areas with minimal media coverage, mayoverlook
cases that are not in the database because of search technique, and does nd contain
all newspapers in the country, the total number of cases identified may be mderesti-
mated. Second, because primary source ME/C data were not obtained for:wo ind-
dents, infarmation accuracy in media reports used for analysis is unknown. Third,
because autopsy findings are often minimal or nonspecific, determiningcause of

deaath for these types of deaths is largely dependent on the circumstances ad a thor- -

ough examination of the death scene.
State and local public health officials can use the findings in this reporito guide

" prevention messages about children playing in or araund car trunks. Effectve public

health strategies to prevent deaths associated with car trunk entrapments should in-
ctude 1) preventing children’s access ta car keys; 2) keeping cars kocked, wth trunks

closad, when cars are nonn use; and 3) supervising young chifdren closely when they

are around cars,
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Foreasled State-Specific Estimates
of Self-ﬁepormd Asthma Prevalence — United States, 1&5&

Asthma i3 a chronic inflammatory disorder af the lungs charadterized byepisodic
and reversible symptoms of airflow obstruction (7). During 1993-1994, an estimated
13.7 million persons in the United States reported having asthma, and from 198D to
1994 the prevalence of self-reported asthma in the United States increased 5% (2).
Despita this increase, surveillance data are limited for asthma at the state :nd local
levels {3 ). To estimate the 1998 prevalence rate of asthma for each state, (DC ana-
lvyzed national salf-feponad asthma prevalence data from 1995, This reporisumma-
rizes the results of the analyses which project that approximately 17 rnllionpersnns
in the United States have asthma.

For this analysis, persons were considared 1o have asthma if they had hai asthma
diagnosed by a physician at some time in their life and had reported sym:oms of
asthma during the preceding 12 months. Using methods that bave been apgied else-
where to farecast cancer rates (4), state-specific asthma prevalence estirates for
1998 were cakulated using a three-step procedure: 1) race-, sex-, and agespecific
asthma prevalence rates were.calculated for each of the four U.S. census rejions us-
Ing data from the 1995 National Heakh Interview Survey (NHIS); 2) each stde’s 1998

AR
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Seff-Reported Asthma Prevalence — Continued )

demographic compaosition as estimated by the Bureau of Cansus was multiplied by
the comesponding regional prevalences; and 3) Enear extrapalations of region-specific
Increases In asthma prevalence from 1380 to 1994 were applied to the 3-year geriod
from 1995 to 1998 for each state. Confidence intervals and relative standard errors for
all estimates were cakulated using regression parametars provided by CDC's National
Center for Heakh Statistics for prevalence of chronic conditions {(5).

%MMWF_‘MMMHW& The
state wit gest esktmated number of persons with asthma was Calitornia
(2,268,300), followed by New York (1,238,200} and Texas [$,175,100) {Tahle 1). State-
specific prevalence rates ranged from 5.8% to 7.2%. Differences in asthma prevalence
rates between states were not significant. By region, 1-year period prevalence esti-
mates ranged from 6.4% to 8.8% in the Northeast, 5.8% 10 8.1% In the South, 6.6% to
6.7% in the Midwest, and §.0% to 7.2% in the Wast.® The narmow range of prevalence
rates within each cf these regions indicates that state-specific differences in dema-
graphic composition minimally influenced estimated asthma prévalence.
Reported by: S Rappaport, MPH, B Boodram, MPH, Epidesmiology and Statistics Uni, Amarican

Lung Associstion, New York City. Air Poliution and Respiratory Fealth Bg Div of Environmente!
Hazamds and Heafth Eflects, National Certer for Envivonmental Health; and an EIS Gifice;, CDC.
Editorial Note: The findings in this report project state-specific prevalence rates of
5.8% to 7.2%. These findings are consistent with those from a study in Oregon, which
estimated asthma prevalence at 6%-7% (6). However, surveys of self-reported
asthma prevalence in Bogalusa, Louisiana {7}, Chicago, lilinois {8), and Bronx, New
York (9) all indicated estimates cansiderably higher than those in this report. State
program planners can use these findings to estimate the burden of asthma within
their states.

The findings in this repont are subject to at least two Ilmnzlons First, the findings
assume a linear growth in astbma prevalence since 1335. Although this linear as-
sumption was selected after review of regional growth trends in asthma prevalence
during the preceding 15 years (2 ), changes in the trends of self-reported asthma rates
that may hava occurred in the 3-year interval during 1995-1998 could not be captured
by these linear extrapolations. Second, thesa results are based on the assumption that
age, sex, and race-specific rates of asthma do not vary within any of the four geo-
graphic regions of the United States. Each state’s estimated prevalence reflects its
regional placement in the United States and its demographic composition. These
analyses do not account for differences among states in the relative presence or ab-
sence of environmental risk factors in asthma prevalence, possibie differences in ge-
netic susceptibility toward the condition, or other sociodemographic indicators (e.g.
poverty status). As a resuhl, these findings underestimate tha variability in asthma
prevalence between states within regions. They also do not accurately represent
asthma prevalence in geographic subpopulations within statns;

* Northeast=Connecticut, Maine, Massachuseits, New Hampshire, Nm.lersey New York, Penn-
sylvania, Rhede Bsland, and Midwest-Hlinois, Indiana, lowa, Kansas, Michigan, Min-
nesota, Missouri, Nebraska, North Dakota, Obio, South Dakota, and Wisconsing
South=-Alabamy, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Loulsi-
ans, Maryland, Mississippi, Noith Carolina, Okdahome, South Carolina, Tennesses, Texas,
Virginia, and West Virginia; Arizona, California, Colorado, Hawaii, kiaho, Mon-
tana, Nevada, New Mexico, Oregon, Utash, Washington, and Wyoming.
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Selr- RepormdAsmmPrmu Continued

TABLE. Fommudmlnmudsnﬂmomdasthmamvalem' by state— United

Decomber &,

States, 1958
. ! Estimated
RAaglon/Stste Mo, caces prevalince {95% CI") Btandanf stvor
Northeast !
Connecan 215,900 B.6% {5.6%-1.5%) 72%
Maine 830,300 84% {5.4%~7.4%) 7.8%
Ma ssachusotis 401,000 B5% 15.6%7.5%:} 7.2%
Naw Hamgshim 74,500 6.6% 15.5%-7.5%) 8%
Neww Jersay 540,400 67% [5.7%~7 5%) 72%
Naw York 1,236,200 6.0% {5.8%-7.8%} 13%
Pennsyivania 800,900 6.6% {8.6%-7.5%) 72%
Rhode lsand 64,400 65% B5%-74%) 73%
Vennon 39,500 6.5% 15.5%~7 .5%] 7.8%
Totel 3,241,200 6.7% {5.7%~7.6%) 13%
Aldwest B
lowva 190,100 6.6% {5.6%-7.6%) 15%
Ninois 785 6.T% (5.7%-7 8%} 75%
Indlana 3 B.T% (5 7%-7.7%} 7.3%
Kansas 174,300 8% (5T%7.6%) 3%
Michigan 642,300 67% (5.7%~7.7%! 15%
Minnesaa 318,600 &87% {5.8%-7.7%} 7.1%
Missouri 61% {4.7%14%} 113%
Nebrask? 112,100 bT% (8.7%-1.7%} TA%
Norgsh Dalota £, 6.7% (5.7%-7 6%} 73%
7 6.7% 15.7%7.56%) 7.4%
51,000 ar%s {5.8%-7.7%) - 1.3%
Wisconsin =8 7% {5.7%-7.7%} : 12%
Tatal 4,187,608 66% (S.6%-7.6%} 14%
South :
Alsbama 280,500 0% A48%7.7%) 9.5%
Ariansas 182.500 59% 4.5%-59%| 6.9%
Disirict of Calumbia 31,400 53% (3.6%-2.2%) 197%
Delaware 44,300 59% 4 85%
Florida 58% 4. a.0%
Geaorgia 458,700 8.0 A9%-7.2%) 93%
Kentucky 232,800 59% 4.9%-6.9%) ar%
Lowvisiana 265,500 6.1% 4.8%-7.3%) 10.5%
Marytand 307,300 6.5% 5.6%-7.5%) 1%
Misgsissippl 167 900 6I% 4.7%-7A%) 13%
North Carnviina 447 200 59% 4.9%-7.0%) 8%
Okiahoma 191,700 58% 4.9%-6.7 7.9%
Saouth Carnlina 229,500 8.0% (4.8%7.2%} 10.1%
Tonnessea 328,300 5.9% 4.9%-8.9%) 83%
Taxas 1,175,100 60% (5.0%~7.0%) 8.2%
Virginia 403400 59% 4.9 8.6%
West Wirginia 108,500 58% 8.2%
Totsl 5,597,800 58% 4.9%7 %) 8.8%
West :
Alaska 432 500 are 5.7%1.7%) 1.7%
Arizona 316,200 69% (6.0%-7.9%) 8.9%
California 2,268,300 1.1% 6.y £ 8%
Colrado 283,700 1.1% [6.1%8.0%, 6.8%
MHawaii 73,100 6.0% [4.9%-7.5% 153% -
idaho 86,100 7% {5.7%~7.8%| 76%
Montana 61,600 a0% (5.7%-76% 71.4%
Newada 125,700 7.1% {63%-B.1%) 6.4%
New Mexito 127,800 - 6.8% (58%7 B%) 12%
[»] n 215500 69% {5.9%-7.B%| 69%
141,200 6.7% {5.6%~7.8% 21%
Washington 3?1900 89% {5.9%-7.8%) 8%
To 4,772,408 70% {6.0%-8.0%) 10%
Total 17,299,000 64% 55%-7.5% 78%

months.

fConfidence interval,

“Persons were considered to have asthma if they had had asthma diagnosed by a physician
& sonne time in their ife and had reponted symptoms of asthme during tha preceding 12

Vol 47 / Mo. 47 WMMWR : 102

Eell-Reported Asthrma Prevalence -— Confinuad

) Aslh ma Is the ninth leading causa cf hospitalization nataonally 170). hgseverity gan
be managed whth appropnate medicai treatment, educalion, and environmental modi-
ﬁEfEﬁ'ﬁ]‘However, fawer than 10 states have condudted asthma prevalence sur-
veys. “Veys. The initiation of state-based asthma control and management programs will
fequire better state and local data on asthma prevalence % evaluate the effectiveness
of these programs. State-level surveillance could incorporate existing data such as
haspital discharge data and managed-care data. Questions about asthma could also
be added to state and commurity-level surveys such as the State and Local Integrated
Telephone Survey and other surveys conducted in individual states such as the Behav-
ioral Risk Factor Surveillance System.

State-based surveys shauld inclirde questions related to aﬂhma diagnosis, sever-
ity, management techniques, and known geagraphic and liausehold risk factors.
These surveillance data will provide a foundation for planning and evalusting asthma-
controt programs, idemifying high-tisk and hard-to-access populations, and structur-
ing health promotion and education initiatives. i
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of asthma and wheezing among innercity children. Pedistrics 1994,94:356-62.
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Abortion Stsveillance: Preliminary Analysis — United States, 1996

For 1996, COC compiled data about legal induced abosticns from the 50 states, New
Yark City, and the District of Columbia. The total number of legal induced abortions
was available from all reporting areas; however, not all areas collected information
abaut the charactsristics of women who obtained abartions. This report presents pre-
liminary data for 1996; final abortion data for 7996 will be published during spring
1999,

In 1996, 2 total of 1,221,585 legal induced abortions were réported to COC (Table 1),
a slight increase of 0.9% from the number repocted far 1995 1]. The number of live
bisths decreased slightly by 0.2% during the same pesiod (2}; From 1995 to 1996, the
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Friday, December 11, 1998 (301) 496-4236

ASTHMA MANAGEMENT WEBSITE ANNOUNCED BY NHLB]

Physicians whu wanl to provide the most up-to-datc diegnostic and treatment metheds for
their asthma patients can now £ind, on one onlinc site, virtally all the scientific Jiternture on
chronic asthma that has ever been published, The new Web site ix the Asthma Management
Mode! System (AMMS), lsunched taday by the Naticnal [Jeart, Lung, and Blood Instirte
(NHLBI) of the Natigna] Institaes of Health in recognition of World Asthma Day.

The AMMS was designed by the NHI.BI's National Asthma Education and Eeventiou
Program (NAEPD) to help improve the diagnosls and trestment of asthma, [tis an interactive
Web-bascd system that provides users with the ability o quickly fonnulate research questions
und access key databases, retricve the latest treatment guidelines and published litemature, obtain
continuing education credits, and browsc and download malerials. One of the striking fortures of
the AMMS is its ability to bring together several high-tech functions within cor integrated
§ystcm for those clinicians who are on the cutting edge of asilna mansgement.

Said NHL.RT Director Dr. Claude Lenfant, “With its theme of *Help Our Chitdren
Breathe,! World Asthma Day is en occasion un which we are communicating to pcople of all

nations that asthma is 2 worldwide burden. The Asthma Management Model System provides an
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irmportant tool 1o help health care professionals, researchers, and public health plannars at home
and abroad reduce this burden.”

The AMMS, which can be accessed through the NHLBI home page at
www.ahlbi.nih.gov, provides a unique tool for health professionals who wish to analyze
problems relating to long-tcrm asthma management. After clicking on the research mode, the
user can sclect search terms und the system automatically formulates o question that asks what
cffect a selected treatment will have un a selected outcome in asthma paticats for whom sclected
conditions oy factors are known. The system then retricves the relevant information from such
mujor scientific databases as MEDLINE, CRISP, and CORDIS, and dacuments rom F ederal
govermunent agcncié;'like the Centers for Disease Control and Prevention.and the Food and Drug
Adnimstration,

The AMMS also offers a professional cducation mode that provides immediate aceess to
the latest asthma clinical guidelines from the NAEPP and the Global Initiative far Asthma,
continuing medical education programs lor physicians, other professional and patient education
malerials, and tools tor physicians to tcach other heaith professionals and patients abouf asthma,

Another major feature of the AMMS is u site that alJows users to partcipate in online
forums and discussions. This includes an Asthnia Coalition Exchange, which is designed to
foster information sharing and networking among comumunity-based asthma coulitions
throughout the country. The exchuange is part of a larger NAEPP program to develop
partnerships with local asthma coalitions to help implement change in the way asthma js
managed at the community level.

[t is intended that the AMMS will cvennually connect to online forums and discussion

DEC-@9~-1998 14:3a 381 4@2 2485 g5 P.B3
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groups for asthma patients. Visitors will also be able to register for regular updates on new
features that are added to the site.
The NATPP was created in 1989 ro reduce death and disabilily {rom asthma lhr.ough
professional, patient, and public education. 1t has developed the AMMS as an educstiona)

resaurce for health care professionals that should result in improvements in the way asthma is

managed. Plans to expand patient and public education components are in development.
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f.ori Atkins, ATS tcl: 212/315-6442 e-mail: latkins@lungusa.org

GLOBAL IMLAN LAUNCIIED TO CUT CHILDHOOD ASTHMA DEATHS BY 50%
Four US Organizations Part of Kcy Consortium: National Heart Lung Blood lastitute,
American Academy of Allergy, Asthma & Immunology, American College of Chest
Physitisns and the American Thoracic Society

ln Barcelona, Spain today at the World Asthma Méeting, international experts in asthma
management culle& for globa] action to reduce childhood asthuna deaths by 50%. The five-year
cllort, announced on the eve of the fust ever World Asthma Day (December 1), aims to
significantly reduce the mortality and morbidity associuted with this disease. World Asthina Day
is coordinated by GINA (Global Initiative for Asthina - esiablished by the World [ealth
Oryunization, and the NIILBI or US National Heart, Lung, and Blood Institute of the Nationa]
Institutes of Health) and the Buropean Respiratory Socicty. In addition to the NHLBI, official
supporting organizations of World Asthma Day from the US are the American Academy of
Allerpy, Asthma and Immunology (AAAAL), the American College of Chest Physicians (ACCP)
und the Americer Thoracic Society (A'L'S). Other international supporting organizations include
the European Academy of Allergology and Clinica) Tmmunelogy (FAACD) und the International
Union Against Tuherculnsis and Lung Discase (ITVATLD).

Asthma is a chronic condition characterized by 2 narrowing of the bronchial wbes,
swelling af the bronchial ube lining, and mucus secretion that can block the sirway, making
breathing difficult. The prevalence of asthma can be #s high as 30 percent among certain

populations, and internationally, cases have more than iripled in the last ten years. In the U.S.



T pEc-10-1998  @7:27  NIH/NEUS UL 4% wois

ey A f

AL &Vae qULO (99 LCHIEE UF STAFF

between 1990 and 1994, ‘the number of people reparted Lo suffer from asthma increased from
10.4 million to 14.6 million with approximalely 5.0 million of them children.

“The theme of the inaugural Wurld Asthma Dey is Help Qur Children Breuthe,

Gilabally, asthuna is reporied to be the single most common chronic disease causing absence from

school. and 35% of children with asthma experience significant pain or discomfor as a result.

The Agenda for Action, announced tuday by Professor Romain Pauwels, chairman of

GINA, calls for parents, physicians, public authoritics aad national organizations to work

togethier to addsess childhood asthma and (he following specified international targets by the year

2005:

»

Reduce childhood 2sthma deaths by at jeast S0 percent.

Cut the number of childhood hospitalizations due to asthma by at lcast 25 percent.
Reduce the number of school days lost due to asthma by 50 percent.

Key short-tefni strategies to achicve (he targets of the Apcnda for Aclion includc:

Inform and edueate health authoritica, pbysicians und familics about effective
management of childhood asthrou. Health authorities should be awase that they need to
make sure access to a physician and/or specialist and appropriate reatment is a\«ailab]c'tu
all patients, regardiess of socioeconomic status. Physicians need professional guidelines
to properly diagnose and trcat asthma, Families need Lo be cducated on asthma treatments
so that they are administered properly.

- Increase the svailability and acceysibility of effective anti-asthma therupy for

childrep. ‘[here is ample cvidence that effective anti-inflanumatory therapy in usthma
leads w0 an improvement in the quulity ot life for paticnts, a cost-effective reduction in
morbidity, and reduction in the loss of school and work time, hospitalizations and deaths.
Support rescarch into the understunding of the prevalence, canses and treatment of
childhood asthma. Epidemiological studics should be implemented to establish the
prevalence and social impact of asthma in children. Research should vomcentrate on
identifying the role of environmental factors; developing methodology for identifying
asthma in children; studying the Jong-term cffects of dilferent therapies; ussessing
strategies to prevent asthma; and idemtifying the basic mechanisms undeslying the

development of sllergic sensitization and chronic airway inflammation.
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‘The NHFILBI's National Aa!h;'na Educstion and Prevention Mrogram (NARPP) is the lend '
| agency for US activities related to Warld Asthma Day. In recognidon ofWorld Astbma Day, the
NAEPP is launching a new website (www.ahibi.nih.gov) that provides a science-based decision-

making tmil, as well a3 un educationa! and communications tcsouree, for hcalth care
pro{essionals, regearchers, public health planners, and uthers concerned about asthma.
The AAAAI web site provides an update on its national Pediatric Asthma: Promoting
Best Practice initiative (Www.aaaai.org). Information about asthma und other pulmanary
discases, as wel] ay a link to the Chicago Astbma Consortium, is available on the ACCP website
al www.chestnet.org. ,
In the US, many grassrooty organizationy dedicated w the support ot aythma palients and
"their families will be hosting activities in commeimuration of World Asthma Day. For
information about local groups and activities, picase call Lori Atkins at the ATS, or Abby Nash
at the American Lu;;'g Association (212/315-6622) .
Asthmna Statistics
Global Figures:
v It is estimated tha( inlernutionally, the prevalence of asthma has jncreased approximately
50 percent over the laslt ten 10 15 years. ‘
. The highest prevalcnce rates ate found in the United Kingdotn, New Zealand, Ausiralia
and lreland; and the lowest are {ound in Indonesia, Albania, Ronania and Georgia.
Death rates vary in differemt countries. Death fates are decreasing in countries where anti-
inlanmatory medications are available and used effectively. Death rates are increasing in

areas lacking proper medical cure and access to treaumnents.
Asthma in the Unitcd States:

»

Accarding to 1995 data, the Centers for Discase Control estimates that thore are nearly 15

million Americans with asthmu Of these, between five and six mitlion arc children.

> Prevalence by age group:
0-4 years old: 1,280,000
5-14 2,790,000
15-34 4,050,000
35-64 4,090,000
>65 770,000
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> The rate of asthma nméng children five to 14 years of age increased 74% between 1980

and 1994 the ratc ol asthma among preschool children increased 160%.

- Asthma is the most common chronic iliness leading to schoo} absenieeism - it accounts
for morc than 10 million missed schoo! days annually,

> " An estimated $1 billion is Jost annually in productivity by working purents caring for

| children who miss school due to asthina.

> Asthma is the third leading-cause of hospitalization in children under age 18§,

’ Asthma is 26 percent more prevalent in black children thun in white children.

> Thete are over 5,000 deaths annually due to asthma, and asthma-related deaths smong
chitdren five to |4 years of age mare than doubled from 1979 to 1995, |

> Dircet and indirect monetary costs related to asthma will total approximately $11.3
billioa ta 1998, _

The NHLB] ié a part of the National Institutes of Health, and agency of the U.S.
Depariment of Health and Hurnan Services, lis major mission is 1o [oster rescarch investigations,
fruin resenrch scientists, and translate research results to impact on public health.

. The AAAAL is the Jargest professjonal medical spedialtly organization in the United
Stules, represcnting allergists, medica!l specialists, clinical immunologists, allied health
prolessionuls and others with a specia] interest in the research and treatment of allergic disease.

The ACCP is Lhe leading resource for the improvement of cardiopulmonary health and
critical care worldwide. Tts 15,000 members cncompass all the disciplines of chest medicine,
including pulmenalogy, cardiology, thoracic surgery, asthma, immunology, critical care and
pediatrics.

The ATS is an international professional and scientific sociely focussing on respiratory
and critical care medicine. ‘The Society has 12,500 members who help prevent and fight
respiratory diseasc threugh research, education, pativnt care end advocucy. The American
‘Thoracie Society also serves as the inedical section of the American Lung Association, a
voluntary health agency devated to preventing lung disease and promoting tung health.

HHt&

NOTL: B-roll with animation of the airways consteiction that occiirs in osthmu and foatage of
people from around the world undergoing exarminations for asthma, taking rsthma medications
and other situations related to asthma is aveilable from the NHLBL.
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