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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. 
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Asthma Disease Management Initiative in Medicaid 
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: ^ 0 ^ ( l r W 

iKv^ a) the Medicaid program targets low-income, children; V^- w ^ g-' v,x ^ 
fo) the Federal government shares in state costs for asthma related care for MedicaicT) 
patients, and; ^ 
c) State Medicaid databases may providodonographic and epidemiological dataio define 

KA ( ^ S C 0 P e 0 f t ^ e a s t h m a problem in the state and assist in measuring state-specific\ 
^ k \ $ \ > outcomes of an asthma initiative.1 O M a f f ^ - ^ M ^ 

( W h a t Is Disease Management? Disease management is a new managed care technique designed i ^ ' ^ 
TjQ to improve the care of certain chronic conditions, such as asthma. Disease management ^ U> oo f-^ 

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. (Kilbome, 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 visits 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) 

1 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 
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 relat£d office visits. [tstK-v^ MV^...£-/zt ^ w ^ C o ^ C / W J ^ 
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 ftmds 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 fiinds 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: 

fy' 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 
infonnation 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. ^pMLf^-

^) 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 ofthe 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 wi th 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 wi th a simple bedside device the clinic gave him. 

Once upon a t ime, this is what managed care was supposed to do: cut 
costs by keeping people healthy. Instead, health 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 wi th 
health maintenance organizations and employers to supervise the care of 
people wi th 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 wi th health maintenance 
organizations. 

Among the 1,000 HMOs that belong to the American Association of 
Health Plans, at least 150 are collaborating wi th the American Diabetes 
Association in a 10-year disease management program that aims to reduce 
blindness and foot amputations among diabetics 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 i t ," 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 i t ." 

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 wi th 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. 

"I 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 wi th multiple ailments, in a blue-collar 



neighborhood. 

"I 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, wi th 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 wi th 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 wi th 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. "I met wi th 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 cutt ing 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 wi th 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 af terward. Of 1,497 wi th adult diabetes, 40 
percent had safe levels of blood sugar before enrollment; af terward, the 
figure was 60 percent. 

Some management programs that affect large numbers 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 intuit ion. 

"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 funct ion," 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 
f low meter, a plastic pipe that measures his breathing. 

"If you do a peak f low," 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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Despite scientific advances in urvderstandir.g and treating 
asd'jna, the rates of asihma death, hospitaliiator, and mor­
bidity have inoeised or remained Stable over the past 10 years. 

To help bridge the gap betwewn current knowledge and practics, the 
N£dox\al Asthma Education and PreventioR Prograsi (NAEFF) ot the 
National Heart, Lung, and Blood Institute (NKLBD ha* convened twe 
expert panels to prepare guidelines. In 1991 the first panel rslessed 
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objeddve c-LCiS-ores to MSCSJ severity end monitor therapy; environ-
mentaJ control tr.easuxes; comprehensive phanriacologic thempy, and 
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Comsuttw monitoring the sdentiflc literature since 1994 notified Lhe 
NAEPP that ruffident new informaticn had been published to warrant 
developing an update of the 1S91 report* 

Th.e comprehensive report offers clinicians working in diverse 
health care settings recommendations on practical dedsion-making 
issues in asthirJ diagnosis and management ar.d spedfic aids to fa­
cilitate implementation of the recommendations. Each section begins 
with a list of key points and a list of differences from the 1991 report 
and cendudes with an alphabetized list of references. A total of 36 Eg-
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GuidelineSjfor the Diagnosis and Management of Asthma (continued) 

Table 1. Classification of Asthma Severity, By Clinical Ftatures Before Treamunt* 

Severity 
Clas* 

Step * 

Peisistsnt 

S!B5 3 

Pefsietant 

StiD 2 
Wild 

Sympnmst 

Clinical Features Before Treitnwnt 
MghBitnt 
Symptoms 

Sap ' 
f/iid 
iiMer-

Cs?\tinu«I s>rapiomi 
Umlled phytlcul aetMry 
Ffeq-jeni exacerbailons 

Daily symptoma 
OtSy use of InheJed jhot-acang 

betag-egorU: 
Exacertstions &!f«c! actvity. 
Exacataiions i 2 tfmBs/wk: 

rrey last days 

Symptoms > 2 Smes/wlc bu: < 1 rtma/d 
Exacsrtations may atfect idMty 

Ŝ motome s 2 tlroiAvk 
Asymptomatic anfl ncrmal PE? 

betv<esri exacerbations 
Exacematlons bnef (rram a Jew hours 

to a faw days); inians'rty may ver/ 

Fraquant 

> 1 CUCVVK 

> 2 d-nes/mc 

< 2 tl̂ es-tr.o 

Lung 
Function 

FEV,/PeF 
A 60% predctad 

PEF variability 
> 30% 

FEV,;PEF> DOT.-
< 30% p/acletM 

PE" wora&aity 

rEV,/PEF 
i 80% predicted 

PEF varlBtjimy 

FcV/PEF 
> 80% predicted 

PS" varteb'lhy 
<2Q% 

'Ee -o!*; TMt la »i$̂ ti>' tdo înl tarn ffi* triginai. Fi(Vir« 1-4. Th« pn 
in !i< i«v«rw eitacory. An fcwividuai ahouia 3* tMicnfC !a ihe (T*3«t t r^ ' i ^Kk in *ry fn.-ura frxufe. tha chvutarrta retsd i.-a 
jaiartl »fld iray 0'/«rtop bacauaa it rljNy vt.nsli. FurthiTOc™. en IncSvtoar* daMlflcaicn may ow»r tuna, 
t^ttiar.a v. iny ieval Mva.Hy cafl havi mJC .TKaanita, cr aanan tx»e*rt»iw«. Soma p«a«fti» wnr. intamimam ajmr1.* axpati«?c» «ivir» 
i i i n't-'JifUAUnlig ««M«rT)*Bart4 Hpanta^ by lerg p««od« of Mnrnl !wn0 functfan anc no rymptomi. 

Clinica! :i;e guidelLaes are atataments of prafessio.TAlly sp'proprlatt care proctsies that hive been derived from -either 
! e^pir.cal research cr professicnal ccnsens-Ji. Trey are not cutcocve tadicators but can be used as tools in peer reviaw of 
• ii--.divi.du3l cases of adverse outcoase/foreval'jatinj the'ippiopdateness of surgery or other invasive prccsduie?,t3 assist 
i in deveicptf'.s; process indicators cf quality for moniroring and evaluadon acivibes, and ss benchmirlu rorwiewlns the 
i ippropnateneMcftheuseofar.cillEryiervices.'•,"" " ' 

! The prî vajr̂  puxpcie cf Abifrocis of CHnicsi Cxre CuieUUnts is to assist in tha diiMjrinaticn 0/ clirici: caie guidalin**. The 
j Joint Cocuruwicn on Accreditation of Haalthcam Oî aniaadora cc-<* rot endarta the guidalinw or the ipproashw to 
I g-jidelir.e development ir.d tval'jation described in Aitttmcit, Medical tpecUJty groups and other heal.th profeasicnai 

wsocatorj are invited to euboit gvidelicea (cr consideration-All alwfracta have been reviewed for appropriateness and 
are-iiir/ and are urjally tccompanied by expert peer commentaiy. Readers art strongly urged to consult the full sets of 
all gtiidelinea. articles, and reports. 
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Guidelines^or the Diagnosis and Management of Asthma (continued) 

Table 2. Ovarvlew of the Medications 
Lona-T«rm-Co'ntroi Madlcationa' 
R Can'cajlvreliis: Moat potent end aHaeilv* antj-;n/larr.mat9fy maiiestion curranlly available. Inha'ed fonr. used Ih* teftfi-

ts.-n control of atihrrju Syitemle eorticostf rcids «'« often used to sain proinpt concol of the disease when Initiating long-
• \em theraoy. 

• CromHyn sodium end nedocmmH: Mild-to-modsralB anH-inflttinmetoty rredications. May be Lsed as Initial choice for long-
term-centroi nerapy fcr childrw. Can alio be used ai preventtve treaurent prtor to exercise ot unavoidasie exposure to 
k.-iown allergens. 

• te.ij-aetfnp bcUftsoniau: Long-eeting bronchodilator uaad coneomHamily with •nti-inflamrratery m«d:«aSo^ far long-!«m 
csntrcl of symptams, especially nocrjaal symptoms. Aisa preverta axerciae-Jnduced brcncfiospaam (EB). 

I MethybzuKnes: Sustained-release Uieoohyiiine « a mi)d-lo-moderaie brenchodHator used princpaiiy as adiuwil ts lihaieo 
conicosteroids for prevention o' nocturnal asihma symptoms. May twe mild arti-inflammatory effect 

I LB-jkatciene medttm: Zafirfukast, a teukotriene receptor aniagonist, or Jlleuton, a 5- Ipcxygenase Inhibitor, may be 
censidered an altamatve therapy lo lew oosss ot mnaied ccdcosiersws w cromolyn or necocromii for pwems > M years 
ot age wim irlla paraistant «=tt-.Tia, eitnousr1 lunher dlnicoJ •«p<ri«ne« and study ew naedad to «t*.ab![«h thair roles in 
asih/ra Ihe'apy. 

CulcK.Reilef Medications 
f StorT-ac/ng f)3fa2-acon.'£<3: Therar-y of choice for reJef of acne eynptomi and prevention of EIB. 
S Ar.h:.ici!nerslcs: Ipratropium bromide My provide seme aacttve'benefit to mnaied BeiAj-BBsn*1* m sever* exacsrearois. 

N'jy Se an stterratUe brorchodiiator ter pa'jtnu wh.e do net toi»m'.B inhaled betAj-efionists. 
f U SysarrJc csriccatcntidsi: Used for modf«!e-to^«vef8 axaserbaione to ipeed reccvery end pffiv/ent rtcun-ance cf 

exRc«<5at!ons. 

uies and 7 text box« provice ^uick access to technical 
irifomaaan and illustxationj* (eg, Tables 1 and 2). 

Asthr.a Is now defined as a chronic infiamxiatury 
disorder cf the aL-vays in which many cells and cjUular 
elec.ents play a role, in partio^ar, mast ceils, easino-
phds, T hiriphoc>'tes, neutrophils, and epithelial cells. 
Ir. suscepfcb'ie individuals, this irilanunaion causes re­
current episodes of wheesing, breathiessness, chest 
tightness, and cough, particularly at night and in the 
eiriy morning. These episodes are usually associated 
with widespread but variable airflow obstruction that is 
cften reversible either spontaneously or with treacnen'-
Tne inflajrjcnaion also causes en associated increase in 
the existing bronchial hyperresponsiveness to a variety 
of stinui: This definition ia still in process, with recent 
e'/id*nct in.dicating that subbasemsnt rrvenbana fibrosi* 
may OCCUJ in some patients with ajthana and that these 
changes contribute to persistent abnormalities in lung 
function. 

Corrponcni 1: Measure} of essessrr.ent and monitoring. 
Making the correct diagnosis ia extremely important, re-
quirr.g dinical judgment because signs and symptoms 
vary widely from patient to patient as well as within 
each patient over sure. The ciinidan must determine that 
episodic symptoms of airflow obstruction are present, 
airflcw obstruction is at least partially reversible, and 
alternative diagnoses are excluded. The initial assess­
ment section differs from the 1991 guidelines in several 
ways: 
• Severity classificadorj were changed from mild, mod-

5t-r.:n Tai font ex£«p: In ei^uu si -eik monitewj. 

erate, eu\d severe to mild intermiiitnt, vftd pmiitmt, 
moderate persisteni, end J«cre persistent (see Table 1). 

• Examples of questions to use for diagnosis artd initiel 
assessment of asthma were added, 

• Information on wheezing Ln infancy ard vecal cord 
dysfunction was expanded in the di£ferential diagno­
sis secden. 

6 Criteria for referral were rehr.ed vvith input from spe­
cialty and primary care physicians. 

« More specific recommendations for meas-jrin; peak 
expiratory flow [VEF) diuiua] variation ars made. 
The periodic assessment and monitoring section dif­

fers also: „ 
o A goal of therapy has been added: Meet paSent̂  ard 

families' expectations of and sadsfactor, with asthma 
care. 

« Periodic assessment of six domains of patient health 
corresponding with asthma therapy goals is now rec-
emmended: signs and symptoms, pulmonary func­
tion, quality of life, history' of exacerbitions, 
pharmacotherapy, and patient-provid«r cemmunica-
iion and patient satisfaction. 

• Changes affecting peak flow moritoring have besn 
made; change from twice daily to moming (if morning 
reading is less than 8C% of psrsciial best FEF, con­
sider monitoring more often); addidon of discussion 
of inconsistencies among peak flow meters; and 
strong emohasts on use of the individual patient's 
bestFEF. " 
Componerrt 2: Control cf factors cor.triiuting to athma 

ttvm'fy. Substantially reducing sensitive patients; expo­
sures to inhalant allergens wiC decease airway inflam-
maden, airway hyyerxtspc^w^w, »j*-xrua rymptoir-j, 
need for medication, and death frcrr. asthma. Change;. 

(cunriniifi es ptft 4; 
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Management of Asthma Exacerbations: Emergency Department and HosplteNBased Care 
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Guideline^ for the Diagnosis and Management of Asthma (continued) 

Kay Educational Massages for Patients 

dec* o/' or doajnant that Ihe tofowing key /neSsejM ^va b*an covand: 
Easlc Facts ACaul Mtiina 

• T IB ceMitrosl b«twetn a»th(P»i!o and rocnai eiiwaya 
• O '//hst tiapp«rw lo tha airways in an asfflrrui attflCK 
Roles ol Mad'cations 

C How iredtcations work 
— Long-term conMI: medications that prevent symptofne, oftan by rsdueing inflarrmaton 
— oufcx mnsf: snai-JCinfl bwcnooi'atcr reiaxeg muscits iroune a.rwiys 

3 S'.rejs Uie impertafis* of tong-l^Tn-cc-MrQ'. madicatiana and not to expact quick rei:«l fron than 
Ski l l * 

a IrrAiar use (p&tlant demonstrate) 
3 Ssacecfroifiing chamber use 
0 Syrraam monito<<pg, peai (low nciitcring, and raccsrtilnc early sign* cf dstanorsaor. 

Environmental Control Measures 
O icsnafyir.g end avoiding envircnrr.ental precipitanti or «x?e*urei 

Wfiin sro How Ts Take R*i»c\.a Aetlone 
O Bispcneino to cnanoes in asttims s8'/€rity (icJIy ss:i«T.tna36,Ti«n? plan jrid action plan) 

Ei Nc;e: T}-.::s!» rioa'f <-i ifl th» j'.ktilntj 
Figure 2. Trtis cfcrdt Shot help* cUnkiins klq> rrtc* of ttpicf csvtrcd !n iiucsilon of their patients. 

frosi the 1991 report include a specific recommendattcr. 
of skin tesiig or in vitro resting for patients with persis-
ter.: astrjna exposed to perennial ir.cocr allergen; aspi­
rin forbidderi only for those sensitive to aspirin or wiuh 
severe persistent asthma: ar:G annuel influenza vacana-
tons recommended for padents vsrlth persistent asthma. 

Cc^?cn£n:3: Pharmcdoiic therapy. As in the 1991 re­
port, a stepwise ipprosch is recorrjnended '.vi-J\ the type 
•ind arr.ount of medication dictated by asthma severity, 
ar.d again iong-term, ar.d-iiularronator/ therapy for per­
sists.-.: isLH.-r.a is emphasizsc (se? overview ir. Table 2). 
Alg;>rit>jr.s and other Hg-Lires display Kiar.agemeivr in 
home, (s*« Fifj^e 1), ar.d other sittings. Key differ-
sr.cea rrcm the 1971 report are categoriiadon of trvedica-
tior.s irac two general clasees: !ong-t«nn control and 
ûicic reiiit; nê v n-.edicatioru for lor,g-ter» ccntrol tnd 

prevenrion (lor.g-actir.g inhaled bela.-egoivista. 
nedoccrrjl, zaflrliJiast, adleutan); increased ynderstBiid-
ing of Inhaled conicosteroids and their significant role in 
aitrona therapy (clinical coa\pfirability of different 
preparations is estimated); emphasis in the stepwise 
'approach on initiating higher-level therapy at the onset 
to establish prompt control ar.d then stepping dowr.; 
and addition of a new section on asthma in infants and 
young children. 

CcCTTCf-fMr 4: Education fcr a partr.enhip ir. asthma cart. 
Again stressing providers' use of every chance to edu­
cate patients and families Ln self-management, the guide­
lines add the following: 
• Emphasis is cn patient education by the principal cli­

nician as well as other members of the health care 
raam (see Figure 2!. 

• Charts se: out detailed questiens to elicit information 
and educar^onal-A^ssaages for each visit. 

o Addiiicnai empkasis is placed or. evaluating out­

comes ir. terms of patient perceptions of Improvement, 
especially quality cf Lfa and the ability to en|oge in 
desired aenvities. 

« Roles of written materials and rormal educahen pro­
grams are clarified with emphasis tha: they car. 
supplement but not replace educaden by clinicians 
(sources are provided). 

« Renewed emphasis is placed on providing padents 
wich both a written treatment plan fcr daily self-man­
agement and a written accon plan for management of 
exacerbadons (with examples applicable to both chil­
dren and adults). 

ft A new section on assessing and responding to cul­
tural and language differencas was added. — 

• A r«w section on patient *ducatior. fcr ncn-CFC 
(chlotroflucrocarbon) inhalers (giv«n international 
barrting of CFCs) was added. 

Csmir.entary 1—From the Guideline Developer's Per-
ipectivf: The new guidelines for die diagnosis ar.d man­

agement cf asthna releastd this year by the NAEPP consti-
curs the Snal result of a tnultidisapliriary effort to jvunmariie 
our current knowledge of the trettmen; of this complex dis­
ease. Onewsythene^ 
p̂revious (1991) versiorv h»$ to do ^ith the treaement of 
atttuna in children. For the first tint, the guldtltnes ac­
knowledge Lhe fact that In this age ftroup, wheeling and 
other signs and symptoms af brcnchlal obstmcton may fcs 
due to a spx-rnim nf r ^ " ^ ^ ^fe:«n^ conditiora. 

This is a particularly signifisant pfoble* ««rly child­
hood, ft toe during which nrifttfy children prejant with 
whetxir.g/ but moat lo«« their eymptoma lata in Ufa. It wa* 
thu* important, in th4 context of a documer.t that defir.es 
aathm* as a ckror.ic infla.Tunatciy disease of the airways to 
ggtis the n*ed for caution in the chconic USS ^ Whaled 
tQitf.? ̂ rgviUrett 3 yeSra bt as* lu%4 yovyK. Tnis is Ccr-^iriy 
a cociplex matter because there is Urle doubt tha: n\cst cises 

tcoK'tmcd on jcj*. S) 
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GuidelineSjfor the Diagnosis and Management of Asthma (continued) 
of osthwft occvirring «t »ry age present for the first tinie with edge about asthma, mortality corvtinues to rise ir. certain seg-
symptoms cf airway o'sstructiort durLiy the first years or life, ments of cfie population, making the dissemination of timely 
It Is thus likely that ir. termj cf its potsntial long-term action, and comprehensive guidelines important. The new report is 
arti-inflammatory therapy may be moat effective when well written, exhaustively researched, and ver/ comprehen-
started at a time in which th< thteate 16 at its Hc« stapes ef sive. The long hours spent by the panel are evident In the 
d«yeig?rn«fit. fha true dilaatwa ia: Should we treat with omovuxt of information and materials included this update. 
anti-in/iarftmatory therapy all young children who wheeze 
irrespective or their potential prognosis, thus overtreiting 
some children who probably co not have the reed for 
chronic anR-TJlarrunatary therapy? 0: should we try instead 
to identify children at high risk of having asthrtia. thua run­
ning the risk ot not treating aggressively enough some 
young children who say hive asthma but who cannot be 
identified with the diagnostic tools cunendy aviilable? 

In my o?xion, this issue U solved in the guidelines ir. the 
best possible way given our current knowledge ot the mat­
ter. There is iittle doubt that severity of symptoms is a pjk 

update. 
Another asth.ua guideline producsd In the past decade is 

the Practice Parameters of Diajnwa and Treatment of 
Aathma, developed by a joint task force of the American 
Academy of Allergy, Asthma and tmmunolojy and the 
American Calleye of Allergy, Asthma and Inurlunology.' 
Whan compared with the Expert Panel Report these practice 
parameters are geared mora for the pracdcir-s specialist, 
While the expert panel report targets the general practitio­
ner. Tnese practice parameters have tumaary statements 
Lhat are heJpfd for quick reference and indues topics tush aa 
severe intractable asthma, developing crisi plma'for fatality-

•. asthma, which 

i£they have severe-persister.t or even moderate-persistent, 
disease. But markers or Erognosis of asthma in early iife are 
very rudimentary, and much mora work needs to be done in 
this area. 

Tne problems Lhst the Niticnai Asthma Expert Pane! had 
ir. approaching issues like the feesarer.t of asthma-like symp­
toms children aged 4 or less are indicative of both the 
strer.gm and the Unutadons of this type of panel in deveiop-
mg neanLigful rreatmen: guidslines. Th«re is little doubt 
that the final product Is the best tesul: that can be obtained. 
using a mcthodoiogy that is substantially based or consensus 
among a group of experts m tr.e fteio. Cnicrtunately, many 
tifnea such a group of experts find th.etnaelvea without solid 
q^dsnce to support soar-e of the reconvntrdadons contained 
in'these documents swpty because no such evidence has 
be«r. reportec m the Uteratura- Lome recommenda&ena BJC 
thus bsaed on opmiona, whiel. can certainly be disputed by 
persons different opiniona. It appears clear that in the 
future, evider.ca-based models will reed to be developed. 
These evidence-based models are certainly nor a panacea to 
solve the probiens described abeve. In fact, these models are 
iiso pandigm based, and paradigms are. in the final analysis, 
th* result cf the consensus regarding disease causation that 
exists in the seientifie ccmm'jnlty at a certain time, However, 
evidence-based models allow us to determine more precisely 
the exact limitations of our knowledge. To this extent, they 
also allow us to define the areas that require further sciendfic 
iluridsaon. 

Fe7r.cr,do D. Martinez, MD. Profeasr of Pediatrics arA 
Diredar. RespiKisry Sciences Center. Tucscn. Ariionn 

Co^.o-rntary 2: The NAtPF'S Expert Pine! ^4pon 11 IS 
now avtiiable six years aiter ih.e £rst expert panel re-

pc:t wis raiiased m 1991. The IWl report waa widely dis-
tributed a.-nong general prsctiticner* and specialists as well 
as iliiid hiiltr. peisonnA. Six yeas* of *du-ances in basic and 
ciiruz: researcr. cr atlfsa. hat ff.aCi Lodating previous rec-
orr.::-.er.dirv;>ni rtcesstfy. Despite tha prcgrsis L- Lr.cwl-

idea of sum­
mary statements into thetr doc-jment with "Key Points" at 
the start of most sections. They are simple statements of 
points to be emphasized and represent an improvement 
over the eld fonnat. The expanded sections on the inflamma­
tory component of asthma are informative. The increasing 
evidence of the role of ainvay remodeling in chronic asthma 
is also noted. The new class Location of asthmi severity in the 
stepwis* approach separates mild intermittent iron mild per­
sistent astiur.a, emphasizing anfc-inflammarcrv therapv fcr 
the latter category. 

The inclusion of anti-'.euicotiiene agents is a useful update, 
although recent data would support ar. expandec rcle'in the 
treatment of asthma in the higher cstegc.les of sever.t'/. 
New endlsukotrienes should become avallebie soon with 
tddibonAl studies supporung their expanded role. 

The saople queadona provided for history raking Is cults 
detailed and will be very useful in assessing the r.arur? and 
severity of asthma as well ea rcaponae to therapy. Pirhap? 
tha section might St better in an "addsndvun." 

The tection on critjria for ip«dalist refarral is a reiteradon 
o? tha recomaeniadons from the Task Force on Practice Pa­
rameters and is an important addition to the Panel Report 
Th* emphasis on the option to start with higher-level 
therapy in patients with exacerbation and then stepping 
down to lower levels reflects moat physicians' dinical experi­
ence and is a practical alternative to the step-up apprcach. 

From Lhe allergist's perspective, the section on allergy in 
asthma is extensive and a good reference for primary care 
clinicians. The new, more specific recommendation for skin 
testing ir. et least the patients wUh persistent asthma and ex­
posure to perennial indoor allergens is very appropriate and 
long overdue. The sample quesdons on environmental fac­
tors, especially allergen-related ones, ire very helpful. The 
section on Immunotherapy has also been expanded and im­
proved. Diacuision of tanrazlne sensitivity (not supported by 
newer research) and retammendatlcns for rautif.e use of 
ehemieals for dust mites have been removed, reflecting up-
tc-date ailergy research. 

Differences from the 1991 report are listed at u-.e tt*rt of 
most sections and should alert the reader ta new chang«. 
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However, sorre recomnendationj appear to have been 
charged cr deleted with no note in the list of differences 
from the 1951 report. For example, thegphvlJine is no longer 
recotr.rr.er.ded far emergency room treatment in tne new 
report. Some minor points that caught our attention include 
the recommendation for twice daily peak Sow monitoring Ln 
the hospital discharge guidelines, while ody moming peak 
Row monitoring is recommended elsewhere in the report. 
Another point is the removal of pneumococcil vaccination 
from the recommen<la:icns widi no explanation offered. 
?neumoccccal vacanabon is still unpcrtant especially in asth­
matics with other chronic diseases. 

The table of estimated comparative daily dcsages of the 
inhaled sre.-olcs is based mainly on indirect data such is rela­
tive topical potency, bioavailability, and studies of relative 
dcses producing simUex effects. Ttwse data only highlight the 
fact that studies direcdy comparing the dinicai potency ver­
sus the side effect of the Inhaled corticosteroids on a micro­

gram per microgram basts are still lacking. Such studies 
^would'prc^dc a ^ Jy sciendflc basis for determir.acon of the 
Jrslaave ciirucal potenriw of the various inhaled steroids. 

Overall this report la an excellent and comprehensive 
Suidu for diricians who deel with asthma. The changes re­
tire: v.« --»ior advances L-. asthma research and ^corporate 
yem in C;ear and eaiy.to-follow pjidelinea. Although studies 
shjw that there u room tor unprovag.er.tu*. the acceptance 
afid use of puelishea guidaunes by primary care phvaiciana, 
there is clearly a need for essential informadon pre*«nted in 
an accessible and eaiy-to-use manner. It it to fee hoped that 
guidelines and practice parameters will be more widely ac­
cepted and used by specialists and primary care praedtionars, 
leadLng to "he ereventicn of unnecessary complies tiers and 
dei'Jrs from wthma as we approach the new millennium. 

Aiierences: 
i-ipecto: SL. NicUas RA eds-

.-.o«i* and T.-ta^ert o: A3thjr.a 
tsupplesiintl 9a "0"-<e3. 19SS. {As<trair.«ci witr. cemmtrttiy 
to Abs:f:c:S sf Citicai Cirr Gjidilmes. Feb 1S94 p I.] 

J.Gcrrcn TA, Cranford CO, Goldsr. VV5, Walls RC, Pawtlak IE. 
?r.msr/ c»:» ph-.-sxiana' resoense tc disjeninasaft of practice 
guiceiinss nrcli Fatr. Mei <:;3S-*2. 1995. 

Richards A. Tar., VD. Rtiiirck Physician, AiJerjy Rtsaxk 
Fo-diidaiim, ies Angefes, and Shtldcn L Spniar, MD. CUnial 

fTSftsio'. D&armtnt cf MeiiciKi. LfCM School of Mf didnt, 
ar.d Dirctpr, A'.Urgy Rtinrch 

Conunenler/ 3—From a Guideline Users PirSpectivs: 
Methodist Koapitel U Indiana's largest, not-for-profit 

teaching hospital with approximately 15,CQD idfftUsiCns per 
yaar. and it i i dedicated to providing the highest level of 
r.etlih ca.-» ts patscna and families. Tne Children's Hospital Is 
i nospital within a hotpitsJ With 4.100 admissions yearly [ex-
ciuding r.eonaal infant csxe uyut and newborn nursery). The 
Children's Hospital Is a community-based projrtm with ori-
mar. care physicians and subspedaiists collaborating to care 
for children with a wide variety of diagnoses. Pediatric 

multiple quality improvement efforts over the past four 
yeata. 

At the Children's HcspitaL the first Lmtiative tc implement 
the 1951 Expert Panel Baporr (SPR-I) asthma guidelines was 
in the Emergency Medicine and Trauma Center {EMTQ. In 
1993, a team of physicians, nurses, and respiratory therapists 
from the EWTC and fh« inpatient pediatric units formed to 
examine how closely our Emergency Department care fol­
lowed Lhe guidelir.es. A focused chart review revealed that in 
1993 onlv 20% of children [> 5 yean) had peak flow moruloF 
inft done and 40̂ 0 ofchiidren had eooropriate dosing ardse-
guendng of Albuterol updrafts within the first hour of care. * 
Variation in care was greater than expected, in part because 
of the si2e of the ED and the large number of interns ard resi­
dents who rotate through the area. When aggregate data 
were presented demcnjrrating this variation, the team 
sought to integrate the guidelines into daily practice in a 
user-friendly way. 

The asthma team adapted the guidilinej for the emer­
gency management of pediatric asthaa by developing an al­
gorithm and delineating Lhe essential management steps. 
With consistent rs-evaluation and fine-hmirg. the peak flow 
monitoring ate for children with asthma Ln the ED is now 
95% and appropriate dosing and secuencing ot Albuterol 
updrafts tnjtke first hour or care is g8H. 

The 1997 version of me guidelines has deawftstrated the 
evolution in cur understanding of the underlying patho-
phyaiolosy end management of asthma. This update builds 
on the 1991 yjidelines, the inttmitidnal CWiftUtu Report cr. 
thi DiajjMCsiJ and Manit̂ smer.t ef Asthma (NHLBI 1S92), and 
the q i ^ ' i Imthtivt fo- As^.W^NHLBI VYSO IWs). 

O^e of tha most important enhancemens In tn* EPJ.-U is 
the recognition or the role of inilagvoation eariv or. In the 
disease process and tha emphasis on e«-ly and r.^r^'wf 

- rising morbidity and mortality 
.isicc:a:ed with the pectiatric asthma, it has been the tows of 

current report err.pnasues starring at a highs? hvel of 
therapy to establish prcmpt control ana then ateyping down 
to a maintenance level. 

Asthmi dassiScadon is more descriptive and includes Lhe 
categories mild intemittent. mild persistent, modentt persisteni. 
and sewe persistent asthma. What will be especially useful for 
clinicians is the description of signs and symptoms found in 
each of these categories prior to treatment and recsnvnenda-
tions for severity-based management. 

All categories of persistent asthma require daily therapy 
with and-Lnflammatory agents. Cart providers must be able 
to have the time to establish a partnership win the patient/ 
family, ask the critical questions (wonderful sample questions 
for Initial assessment, environmental assessment,'and fol­
low-up are included within me guidelines) to detennine how 
extensively asthma is a/fecdng the lives Of Che ch&d and fam­
ily memo era and provide education. Patients and familiss 
must face asthma as a chronic disorder that requires long-
term management. Including both phasmecolcjic treatment 
and environmental avoidance, to achieve control. Paienta of 
poorly controlled children will oftan accept a rugKttitnc 
cough, inability tc fully participate in sports and activities, 
ard school and work absence as part of che expected disease 

(cor.Hnvtii an ct$i 8) 
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process. The care provider and family must come to consen­
sus regarding goals of therapy so that they can work effec­
tively toward attaining those outcomes. A written action 
plan must be established for routine, step-up care and emer­
gency management. 

The EPR-ll emphasizes the central role that the primary 
core provider must play in patient and family eduation. Edu­
cation is a conrmuous process, which requires reassessment, 
review, and reinforcement al esch encounter. However, in 
:he current third-party reimbursement environment, can 
primary care physicians afford tc invest the time it takes to 
provide this? Physicians are not reimbursed for time spent 
educating patients. It may not be fiscally feasible to employ 
nurses or therapists with skills and knowledge to assist with 
education because It is also not relmburted. Consumers and 
professionals need to target the third-pany pjyers to ensure 
thai educate- is not some "nice" thing Lhat Is occasionally 
done with asthma patients but is seen as an esser.rial aspect 
ef aathrr.a management. 

T Marty Michel, RN, Clinical Nurst Specialist, 
1 yitikoiisi ChMftn's Hospital, Indanapolis. [ndiana 

Commentary 4—From a Gcideline User'i Perspective: 
Once again the N'AEFP has convened an expert panel cn 

asthma: the two expert panels have created excellent guide-
lines for diagnosis and management of asthma. The first ana 
second sets cf guidslL-.es are essentiai to anyone involved in 
the care of the ssthmaric patient. 

My ejfpericncc with using the guidelines hss changed over 
the years. When the 1951 guidelines were released, I was part 
of a committee locking at standardization of asthma educa­
tion Li L-.e pediatric and adult populations. The committee 
had spent many hours working on asthma education mate­
rials. At thar point ws were spiniurg our wheels and not get-
cr.g much accomplished. The Tiath Your Patients About 
rtarnma: .A- C'.Mcisr.s Guidt was a welcome relief to our group. 
The guide wis releised by the NKLBI and was based on 
recorirxncaccns cf the Expert Pttr.tl Krpqn: GuiiiUnn (or the 
Zie^nuiis ird MetMtrmmt of Asthmi (1991). By stressing the 
importance cf patient education our commirtee was able to 
achieve the gcali we had been striving for over the past few 
yean. The g-aidelir.es helped ua show the importance of 
asthma educador. and administration. We v/ere then able to 
receive the n^essary support for providing asthma educa­
tion and written materlali to patents. With the help of the 
Clinicicns Guide we were able to standardiie the ecueatioral 
materials. Over the yean we have created an axcell«\t 
asthma education program for our inpatients. 

My second experience with using the guidelines wu Li the 
development of our Lnpadent asthma care pathway. A 
multidisciplinary team was assembled to develop the care 
pathway, order set, and a patient care pathway. Having 
gvideLir.es to use in the development of the pathway was es­
sential. Tne time we spent in developrnent was greatly re­
duced beca'-LS* of the Erpert Pcnel Report. It was also much 
sajler to reach consensus. The team applied the guidelines to 
the cire pathway we developed. The team reviewed the 
Pour Compor.ena of fCfhsu MAr.ajcment and incorporated 
ai; these csmpone.-.t* iS:o the cire path. Wr pieced strong 

emphasit on *mergency-room turnaround, patient assess­
ment and history, smoking cessation, physician follow-up 
after discharge, and patient education. 

The most recent experience I have had with the guidelines 
has been in the outpatient setting. I am tht project leader for 
the development of outpatient asthma guidelines for the 
Methodist Medical Group. AgaLi a mulddjadplirsjy team was 
convened to establish these outpatient juidelinas. We spent 
many hours ir. development and are now beginning the pilot 
phase wiLh three different pilot sites. The pilot sites include a 
m.inaged care physidan office, a pulmonary spedalty offic*. 
and an internal medicine office. The Expert Panel Report was 
a very valuable tool Ln the devilopment of these outpatient 
guidelines. I was also able to use infomstion I received from 
a conference where Gary S Rachelefsky, MD, of the Ameri­
can Academy cf Pediatrics (and a member o: the NAEPP Co­
ordinating Committee) spoke on some key changes that 
would be occurring with the new guidelLnes. This group 
placed importance on correct diagnosis, peak flew monitor-
Ing, asthma education, appropriate medicadon usage, smok-
ing-cessatton, and having a written action plan. 

One area In which we had problems was detErmlning 
when a patient should be referred to a specialist. The new 
guidelines address Lhls issue. The team will now be able to 
L-.carporate recommendations from the new guidsiir.es re-
garding specialty referral, The addition of questions to use 
for diagr.csis and initial assessment Will assist our pilor sites in 
makbg tht correct diagnosis. The new guldelLr.es address 
areas of concern. 

The biggest challenee with these prciecta Is cenrmir.Lig 
who will have the time to provide the intervendons that we 
feel are essentiai. The physicians' concerns are very valid re­
garding office tne and resource* ava^ablt to assist with the 
guidelines we have establiihed. 

In the pasL consensus has been an issue with the develcc-
meri of guidelines. That has not been an itsus hers because 
we had the Expert Panil Report and because we used a 
ir.uitidisdplinary team approach. In each case a p'r.jriician 
champion was identified which emphasized physidan sup­
port and buy-ir. 

One other challenge has beer. Ln disseminating Lhe Lnior-
maaon. The sharing of the guidelines has been easier wiLh 
Lhe pulmonary spedalty group than with primary cere phy-
sidans. Primary care physicians are bombarded on a daily 
basis with new guidelines. Depending or. patient volume and 
physician Interest, the guidelines are not always deemed im­
portant. 

The Erpen Pantl Report and the Expert Panel Rtpzrt U are 
very valuable tools for the diagnosis and management of 
asthma. Anyone caring for asthmatic padents should use 
these and the other resources available from the NHLBI. 

Lisa HtgginS. RRT. Pulmonary Outarnes Specialist, C.'anar. 
Htatttt. Mcthodbt Hotpital, Indiannpzlis, Indiana 

Tc obtain t copy of Expert Panel Ripcrt II (17.00", <•;! cr wnte 
the N'KLBl Infomariori Office, FO Box 30ICS, FUtitjii. MD 
20324-0103, 3C:/25l-i:^. 
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The Impact Of Disease Management on Outcomes and Cost of Care: 

A Study of Low-Income Astnma Patients 

An asthma disease management pnsgrarn designee spectncaHy for low-income patients 
expsriancing significant advrrss evenfs can substantially improve health outcomes, while lowering 
costs. The Virginie Health Outcomes Partnership project aimed to help physicians in a fes-for-
semes primary care case management program manage asthma in Medicaid recipients. 
Approximately one third of physicians tr&ating asthma in an ansa designated as the intervention 
community receivod training on disease management and ccmmunic&tion ahtts. The impact of this 
training was measured based on an annual rate of 2,615 deima for asthma emergency services 
and 9.505 claims for asthma drugs in the intetventioh community averaged over2 years. This 
study discoverad that the rate of emergency visit cialms for patients of participating physicians 
dropped an average of 42 percent relative to the comparison group. Although only a third cf the 
eligible physicians partdpatea In the training, community-wide effects on emergency visits snd 
prescription use were observed. Emergency visits declined 7 percent ra/afiW fo the comparison 
community, while the dispensing of drugs recommended for asthma increased 25 percent releSve 
to the comparison community. A cost-effectiveness analysis rovealed direst savings to Medicaid cf 
S3 to $17 for every incremental dollar spent providing disease menegement suppon to physicians. 
The results cf this study demonstrate the potential this program offers, especially for Medicaid 
programs in othor states that went to improve the care of their primary care case management 
enrollees and, ef the same time, menage costs. 
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The Impact of Disease Management on Outcomes and Cost of Care: 
A Study of Low-Income Asthma Patients 

Concerns about the health outcomes and costs of care for Medicaid recipients with chronic 

diseases led to the development of a model program designed to enhance quslity and reduce 

overall cost of care for Medicaid patients enrolled in the primary tare case management program in 

'Virginia. Known as the Virginia Health Outcomse Partnership (VHOP) project, this model program 

aims to provide Medicaid programs with the means to deliver high-quality patent care and thereby 

produce more favorable outcomes. At the same time, this prcgram focused on helping physicians 

and patients avoid less effective treatments and expensive settings for care, such as inpatient 

hospital services and emergency rooms. The progrsm wss designed fcr easy repliostion or 

adoption in other states, particulady those with primary care case management programs (Hawks 

and Levy 1996). 

To determine the best candidates for intervention, the program began by studying numerous 

diseases among the fee-for-service Medicaid population in Virginia, Asthma was selected primarily 

because of the prevalence of the disease, the national medicel consensus about treatment 

protcccls, the ability to measure specific outcomes, and the cost of services and related 

medications to Virginia Medicaid (Jones et ai. '996], An early analysis of data from Medicaid 

claims in Virginia showed opportunities for improvement because 2 large number of people were 

visiting emergency rooms to receive treatment for asthma (P.cssiter et al. 1996). Although effective 

pharmaceutical therapy for asthma is available, the prevater.ce 0; deaths associated with asthma 

and outpatient clinic visits for asthma have risen nationally by 50 percent in the last ten years (CDC 

1S95. Knapp 1596). Intervention 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 emergency room visits would serve as a key 

indicator of how well outcomes improved. 
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We hypothesized that health outcomes would improve substantially following the implementation 

Of a voluntary, intensive educational program. This program would offer physicians a multipronged 

approach to managing asthma. Key elements of the program include: enhancing the 

communication skills of medical professionals, especially with regard to asthma; offering information 

to these professionals about advances in clinical practice end state-of-the-art medications; and 

providing periodic feedback to participants regarding emergency service encounters for their 

asthma patients enrolled in the prcgram. 

An important objective of this study was to determine the intrinsic potential of this disease 

management program to improve the health of low-income Medicaid patients while achieving cost 

savings in providing treatment This potential was assessed by determining the effect of the 

program on those patients with medium to severe asthma whose physicians participated in the 

study. Since VHOP was a popdaticn-bassd initiative, it was especially important to assess the 

community-wide impact of the program. We determined this Impact by estimating these measured 

effects across all eligible physicians and patients in the intervention cemmunitias, whether or not Lhe 

physician participated in the program. Program effects vvere also extrapolated statewide for all 

eligible physicians and patients. 

Mast private sector disease management programs operate within managed care, and require at 

least some level of participation by ail eligible physldans. Since the VHOP pilot program was 

entirely voluntary, its overall effect would depend on the proportion of eligible physicians recrjited. 

Despite the voluntary nature of VHOP, we hypothesized that providing incentives to participate and 

offering opportunities to leam with peers would attract enough physicians to detect some favorable 

outcomes across the entire intervention community. 
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Methods 

Establisfiing a Baseline of Patients 

We used an inten/ention area - comparison area research design to track changes through time, 

yet control for changes in background conditions and self-selactlon of patients and physicians into 

tha program. Using claims files from the Virginia Department of Medical Assistance Services, we 

identified a census of fee-for-service Medicaid recipients. These recipients were eligible to receive 

Medicaid in July 1995, January 1996; July 19S6, or January 1997, and they had et least one 

asthma-related claim for physidan office visits, hospital outpatient visits, or hospital emergency 

visits. These claims also fell within the range of ICD codes 493.0 - 493.9, 

For the same period, we Identified a census of patients having at least one claim for asthma drugs. 

Asthma drugs were identified using National Drug Compendium (NDC) codas ofthe Food and Drug 

Administraticn associated with the generic names for drugs used to treat asthma according to 

published guidelines (NHLB11992,1997). Once the generic names were identified, NDC numbers 

were associated with those names by matching brand and generic names fcr single and multiple 

entity products to NDC listings (First Databank 1995,1996). 

These Medicaid recipients, having both received asthma-related services and Peen prescribed 

asthma drugs, were defined as the baseline asthma patients. The physicians assigned to these 

patients by Virginia's primary care case management program (the "Medallion" program) were 

Identified, Enrollees in the Medallion primary care case manacement program were then selected 

fcr the study. Assigning each of these patients to a single physician enabled us to create patient-

level files that linked the physician, claims for services and asthma prescription drug dalms data. 
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Figure 1 illustrates the samples that were drawn from tha relevant subset of all 593,807 Virginia 

Medicaid recipients. The patient samples consisted of those recipients with any claim filed for any 

asthma-related care in Medicaid fiscal year(a) (FYs) 1999 and 1997 (July to June). The total 

numbers of Medicaid recipients in Virginia are distributed among four categories: 87.778 are 

eligibility category "Aged or Blind" with Medicare as a primary payer; 109,313 are "Disabled"; 

306,855 are "Children"; and 94,851 are "Adults with Children". 

Only recipients in the primary car© case management program, primarily "Children" and "Adults with 

Chiidran", were eligible for sampling. Those remaining in traditional fes-for-ssrvise were not 

included in the study because they are not assigned to a participating physician, making it difficult to 

monitor an ongoing disease management prcgram. Others, enrolled by choice or by assignment to 

health maintenance organizations, were not used in the study because they do not have Medicaid 

cla'ms reported in the data files, and their care is more directly managed by the health maintenanca 

organization. 

Within the primary care case management population, Medicaid claims data were used from 7,* 53 

asthma patients in Medicaid FY 1996 (2,618 in intervention communities, 4,535 In comparison 

communities) and 6,73C asthma patients in Medicaid FY 1997 (2,415 in inten/ention communities. 

3,955 in comparison communities). In addition, although not shown in Figure 1, claims for asthma 

drugs were studied for 9,905 patients in intervention communities and 25,742 patients in 

comparison communities. 

Claims data were reformatted into a disease-structured database that permitted a statistical 

analysis of individuals with asthma Dasea on tne number of claims by type and cost. Prior to the 

intervention, Virginia Medicaid was spending over $16.7 million in the fee-for-service sector for 

asthma services; S1.9 million for inpatient hospital stays (11.4 percent); $5.8 million for hospital 
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emergency department visits, excluding urgent care visits (34.7 percent); si.a million for hospital 

outpatient visits, including urgent care visits (10.8 percent); S3.8 million for physician office vi-its 

(22.8 percent); and $3.4 milfion for mediations (20.4 percent). Claims from hospital emergency 

room visits were combined with claims from urgent care hospha) outpatient visits in an effort to 

study what this paper defines as "emergency visits." 

Conducing the Intervention 

In October 1995. the Medicaid asthma patients and their physicians ware identified from eight 

counties, as well as metropolitan Richmond, and these physicians were targeted for the VHOP 

intervention. These countiea became our intervention communities. A set of counties elsewhere in 

the state that closely matched the intervention counties for size of Medicaid pcpuiation, average 

family income, and number of local hospitals and doctors became our comparison communities. 

Asthma patients from both the intervention and comparison communitiss, aiong with their 

physicians, were selected for the study if they had at least one asthma-related service claim wrthin 

two quarters prior to the intervention. To quantity differences between intervention and comparison 

communities before the intervention, three fiscal years of Medicaid claims data were compared for 

numerous measures of asthma service, use, and costs. This report, however, uses only pre-

intervention comparisons fcr the two quarters before the program started, beginning with the first 

quarter of FY 1996, July-August-September. Using a longer pr^-interventlon period In preliminary 

analysis to quantify beginning differences between interventior. and comparison communities 

yielded similar levels for each measure of comparison and added iittle information for pre-

intervention comparisons. 

The VHOP outcomes measurements began in the frst quarter of FY 1995 (July-August-September 

1995), and continued through the third quarter of FY 1997 (January-February-March 1997). The 
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observed pre-intervention period was che first two quarters of Medicaid FY 96 (June-August-

September 1995 and Qctooer-Novem'oer-December 1995). The follow-up period consisted of the 

five subsequent quarters (January-February-March 1996. to January-February-March 1Q97), The 

educational workshops were conducted October 1995 to May 1596. We selected the first full 

quarter prior to any training (quarter -2) as the baseline quarter for analyses because physicians 

were scheduled for their educational session over an eight-month period. Knowing it would take 

eight months to train all the physicians, we anticipated a gradual onset of the effect After these 

sessions, feedback reports on the physician's asthma patients' service claims wwe sent to 

participants at six-month intervals. Each physician received three of these reports over the course 

ofthe study. 

Recruiting Physiciena to Participate 

VHOP employed a variety of tactics to recruit eligible physicians from the intervention community 

into the entirely voluntary educational program. Free educations! materials, professionally prepcred 

and presented with practical and realistic demcnst-ations, were provided. In addition, physicians 

who participated receivsd free continuing professional education credits. 

The recruitment effort successfully reached 65 physicians and the 632 asthma patients with claims 

for asthma services assigned to them by the Medallion program. These physicians represented 

approximately 33 percent of all eligible physicians in the intervention communities-that Is, those 

physicians enrolled in the primary care case management program who have at least one patient 

assigned to them with an office or emergency visit claim for asthma. These participating physicians 

were treating approximately 26 percent of the patients with claims for asthma services in the 

intervention communities. 
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The Focus cf Physidan Workshops 

Workshops were offered to primary care case management physicians from the fee-for-service 

sector. The 65 physicians recruited from the intervention communities participated in these VHOP 

workshops and also received patient-level feedback reports on post-intervention emergency service 

encounters immediately after attending a training session and quarterty thereafter. These 

physicians were told about the purpose of the program: to reduce emergency visits fcr asthma and 

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

The workshops discussed state-of-the-art guidelines for managing asthma and provided instruction 

on how to communicate more effectively with patients, especially asthma patients. These sessions 

were also designed to develop the skills of community physicians so that they could then teach 

members of their staff, es well as patients, about state-of-the-art guidelines for treating asthma 

(Homer 1997) end how to use asthma devices property. This education-based strategy for 

managing disease is increasingly being used by commercial insurers but carefully researched 

results ofthe approach is not widely published especially for low-income asthma patients (Homer 

1997). 

The core ofthe workshops consists of a communication curriculum that uses multimedia and well-

tested techniques for educating adults. The asthma portion of the curriculum consists of reviewing 

current guidelines based on national asthma guidelines (NHLBI 1S92,1997), modified by a local 

panel of dinical experts (Whitehurst-Cook 1994). Physicians also receive VHOP-prodUced 

teaching and reminder aides to use with their own nursing and office staffs and patients. Tne 

workshops stress the importance of using effective techniques to communicate with patients, 

including how to negotiate treatment plans. In addition, workshop participants receive hands-on 

practice with asthma devices such as peak flow meters and a variety of inhalers. Evaluations from 
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tha participants consistently showed very high rankings, and 99 percent reported that they would 

use the information In their practice. 

At four to six-month intervals, all participating physicians received a list of their asthma patients to 

help them identify those individuals who might benefit from additional education and improved 

treatment. Since the workshops recommended specific techniques fcr intervening with service-

intensive patients, patients with at least one asthma-related emergency visit pre- and pcst-

interventlon were highlighted in the feedback reports. 

Analyzing Data 

We began by analyzing the effects of intervention on those physicians who participated in the 

training (the participating physicians group). If this analysis indicated that the training had an impact 

on the way physicians managed their asthma patients, than we studied the effect that intervention 

had on the entire population of eligible physicians in the intarvention communities, regardless of 

whether they participated in the program. 

These analysss compared data over seven quarters, two prior to the intervention and five after the 

intervention. We cited the differences in Medicaid claims between, first, the physicians in the 

participating group and those in the comparison communities and, second, the entire population of 

asthma patients in the interventicn communities and the comparison communities. 

Tu assume an accurate comparison, wa formed a relative risk ratio. This ratio compares the 

asthma outcome (for example, emergency visits per 1,000 persons) in the participating group or the 

intervention communities with the corresponding figure from the comparison communities. This 

figure is then divided by a similar ratio from the baseline quarter (quarter -?.). A relative risk ratio of 
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less than 1.00 indicates a decreasad rate of, for example, emergency visits for asthma in the 

intervention communitiss. A ralative riak ratio greater than 1.00 Indicates an increased rate for 

these patients. A Meat 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 likely to be 

effective during fall and winter (quarters -1 . +1, +4, end +5) when the high frequency of asthma 

attacks offer more opportunities for improvement. During spring and summer (quarters +2 and +3), 

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

A related issue to the seasonal nature of asthma is regression to the mean. Regression to the 

mean overtime is common in a chronic disease such as asthma, in other words, a certain number 

of people who had an adverse outcome early tend to get beiter and avoid another adverse 

outcome later, regardless of whether intervention was in place. Others who had no adverse events 

early tend to have one later. Thus, if given enough time, a panel of people tends to move or 

regress to the average. 

The research has been designed to account for seasonal variation and regression to the mean 

because it compares two similar 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 similar 

geographic area at the same season of the year as the Interventicn. Both groups would 

demonstrate regression to the mean to the extent it occurs among low-income asthma patienu. 

Thus, the regression to the mean effect is held constant in the intervention group relative to the 

comparison group overtime, 

h fl J 
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Results 

The results are shown for asthma patients of participating physicians and also for all tha asihma 

patients in the intervention communitjes. whether cr not their physicians were successfully recruited 

for training. The key measures of outcome are claims for emergency visits for asthma and claims 

for guideline-recommended drugs. Asthma control should be improved if daims for emergency 

visits fall and guideline asthma drugs increase in association with the program. In the pre-

intervention period, the comparison communities had lower rates of emergency visits per 1,000 

patients snd lower rates of claims fcr recommended drugs (except during one quarter for albuterol 

nebulizers): and participating physicians' patients had lower pre-intervention emergency service visit 

rates than those in either the intervention or comparison communities. AH these rate differences 

are statistically significant (p<0.001). Although the starting values for outcome indicators were net 

the same pre-intervention, these differences were accounted for throughout the analysis. 

The Impact of Training Participating Physicians 

Table 1 shows rates for asthma emergency visits In the participating physidan group and 

comparison communities that were selected to be studied both pre- and post-intervention. Re^H 

that '.his group of participating physicians, which is associated with 26 percent of eligible patients, 

received specific instructions on the steps they could take to improve asthma control. They also 

learned which asthma drugs to recommend and how to communicate with patients in ways that 

improve outcomes. 

Substanl;al reductions in asthma emergency services (visits per 1,000 patients) were observed for 

patients of these physicians (Table 1, under the row labeled "Relative risk"). No reductions occurred 

L T L A A A , l . r , n . i n , . ' < " > " " « 
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during the first two post-training quarters. A sharp reduction (47 percent) was observed during the 

third post-training quarter, and the reduction persisted cut into the fifth poat-worKohop quarter, 

which was the last quarter studied. The reduction in emergency visits, averaged over the third to 

fifth post-intervention quarters, was 42 percent, and averaged over all five post-intervention 

quarters, a 25 percent reduction occurred. While the sharp reduction in emergency visits occurred 

about the same time feedback reports were delivered to physicians, we do not suggest a causal 

relationship between the sharp reduction and the arrival of these reports. 

This effect was observed despite some longitudinal variation in emergency visit rates in the 

comparison group. As mentioned above, the relative difference in visit rates between the 

intervention and compariscn groups (relative risk) controls for any baseline rate differences cr 

longitudinal changes in the comparison group. As shown in Table 1, pna-intervent'on visit rates 

started out much lower among the patients with trained physicians, but the relative risk was aoout 

1.0 in the two pre-intervention quarters. Emergency visits peaked In the quarter immediately prior to 

the intervention in both the trained and compariscn groups. Although rates fell in both groups after 

the intervention, by the third quarter the comparison group rates had rebounded toward iheir pre-

intervention values (157.5 visits per 1000 patients in quarter+4, fcr example). Rates in the fained 

physidan group, however, had fallen sharply by comparison in the third quarter and stayed down 

thereafter. 

The impact Community-wiae of Intervention 

Table 2 shows the effect of intervention across the entire intervention community. After the 

intervention, the community-wide relative risk of an emergency visit for asthma ranged from G.739 

to 1.087 of the pre-intervention rate of asthma emergency visits per 1,000 patients. The 

intervention had Its intended effect only initially, with no overall trend 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 those individuals with emergency visits for asthma. As Table 3 shows, the 

dispensing of drugs recommended by the guidelines fcr asthma rose sharply during the study 

period in the intervention communities. The increase was as much as 25 percent in some cases. 

The use of albuterol metered dose inhalers and nebulizers rose significantly when compared with 

communities without the VHOP intervention. These comparison communities had lower levels Of 

recommended asthma drug use during the pre-intervention period. 

In the intervention communities, the use of albuterol metered dose inhalers rose berween 22 and 

31 percent by the last two quarters studied. !n the comparison communities, the use of these drugs 

remained relatively flat The use of albuterol nebulizers rose in the intervention communit'es 

relative to the comparison between 19 and 24 percent, although rot all quarters sre statistically 

significant. Both albuterol drugs are "relievers" ar.d offer relief for acute asthma attacks. At the 

same time, the program had no apparent community-wide effect cn the use of stsroid-metered 

dose inhalers, asthma preventors used to avoid attacks. We examined other types of relievers and 

preventors, but they are not shown here. They either were used at very low levels or shewed no 

significant change from the inteivention. 

The use of inhaled cromolyn metered-dose inhalers, which was not recommended in the physician 

workshops, actually fell during the study period in the intervention communities relative to the 

comparison communities. Use of inhaled cromolyn nebuliration inhalers remained the same. 
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Analyzing the Cost Effectiveness of Interv&nthn 

By analyzing tha Medicaid claims data available to the study, we can determine the cost 

effectiveness of the VHOP intervention. Reviewing this data also makes it possible to project what 

effect the program might have from the standpoint of cost for the entire Medicaid primary care case 

management program. In Table 4, we estimate the cost effectiveness of the program for both the 

participating physicians group and the intervention communities. We then project this effectiveness 

statewide to asthma patients with any asthma service claim In the primary care case management 

program. 

The effect of the intetvent'on 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 average the relative risk across the five post-intervention 

quarters examined, the participating physician effect was a reduction of 0.75. Based on this factor, 

we dstsrmined the estimated number of emergency visits that would have occurred without the 

intervention is 2,111. The same averaging cf relative risk for the community effect reveals a 

reduction of emergency visits by a factor cf 0.93. Based on this factor, ths estimated number of 

emergency visits that would have occurred without the intervention is 1,702. 

Inpatient hospital emergency visits and urgent care emergency visits cost sn average of $540 for 

each of the 1,583 claims (see Table 4). Based on that average cost, Medicaid spending for esthma 

v/as reduced by $64,260 (1,702 x $540 - 1,583 x 5540) to $285,120 (2,111 x 554Q -1,533 x 5540) 

over the course of five quarters from the start of the intervention. This reduction in spending came 

about by avoiding visits to the emergency room. If the two post-intervention quarters where the 

effect was delayed 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 s'zes to explore 
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the cost effectiveness ofthe proaram in the study comrrunities and for all asthma patients in 

primary care case management with any service claim. 

The program yielded an estimated savings for the Medicaid program of between $950 and $4,300 

per physician trained. At the same time, the metric quantities shown in Table 3 indicate tha cost fcr 

asthma drugs rose per physician trained by roughly £180. The net savings, then, ranged from S77o 

to $4,120, given a developed program. The incremental costs for VHOP training in asthma and 

communication skills was $235 per physidan. Based on these figures, each dollar spent in training 

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

Of all Medicaid recipients in Virginia in the fee-for-service primary care case management system. 

16,627 patients had asthma service daims. Had the program been implemented to cover all these 

recipients statewide, the savings would have been significant We estimate the system would have 

saved approximately $350,000 to 52.25 million from reduced emergency visits for asthma care from 

those observed patients who received treatment (Table 4). This savings would have been 

achieved without enhancing the prcsram from its initial intervention phase. 

Conclusions 

A disease management program designed especially for low-income patients facing significant 

adverse events can substantially improve health outcomes. Asthma attacks are caused by 

predictable triggers that patients can modify. Using effective communication skills, physicians can 

educate patients 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. 

u T i . r \ r \ r , i . A n . n n T r ^ T \ I T t . - u n I A H A M I A t ( . in i ^ . L » / I - A T - M A I - A - - I A I 
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Appropriate Use ofthe Emergency Room 

In tne case of treating asthma, every dollar spent in a disease management program helped reduce 

Virginia HeaJth Outcomes Partnershlp.'Summary of Conclusions Effect After 
VHOP 

Intervention 
Claims for Emergency Visits 
Use of Asthma Drugs 

Inhaled Albuterol .Metered Dose Inhaler * 
Inhaled Albuterol Nebulizer 
inhaled Steroid Metered Dose Inhaler Same 

Claims for Physician Office Visits Same 

the use of costly emergency visits. Even after accounting for seasonal variation and regression to 

the mean, rates of emergency visits for patients of participating physicians started to fall in relation 

to comparison communities. These rates began to drop within two calendar quarters following the 

implementation of the program. Tnis somewhat delayed onset is likely due a ccmbination of the 

staging of the education program, the time required for the education to affect physician and patient 

behavior, and the resulting reduction in emergency services claims. The relative risk of adverse 

health outcomes, measured as asthma emergency visits, remained lev; for the three subsequent 

quarters examined. The effect on patients cf participating physicians was to reduce emergency 

visits about 40 percent in the fall and winter, and about 22 percent in the spring summer, in support 

of our hypothesis that the program would be more effective during the asthma season when the 

opportunities for improvement are greater. 

Appropriate 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, albuterol metered-dose inhalers and nebulizers, 

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

recommended for use, such as cromolyn metered-dose inhalers, declined in use. 

A change In the use of preventors might be observed evermore time, or through even greater 

emphasis in the workshops on the difference between preventors and relievers. Physicians may 

have to place extra attention on communicating the importance of prevention before low-income 

Medicaid patients increase in their use of preventors. Such patients face many social and financial 

problems, and it may be enough to ask the patients to know what to use for acute attacks to avoid 

the emergency department Avoiding the need tc make emergency visits for treatment was the 

main goal of the program. 

Benefiting from the use of preventor drugs in the absence of symptoms may not be a priority for this 

group of patents. We speculate that those patients with moderate tc severe asthma targeted by 

the intervention may have been more ready to change and would have received optimal benefit 

from the use of relievers if their condition had been more exacerbated then the mild asihma 

patients in the study. Many mild to moderate asthma patients suffer through scute attacks witheut 

treatment until they are seen in the emergency department. These petients may have only 

intermittent asthma 'Mth Infrequent attacks. Identifying and targeting these patients would increase 

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

Cosf Savings 

There are different ways to look at the cost savings generated by the program. The incremental 

costs for each physician trained excludes the design and research costs that have already been 

paid by a grant To incorporate costs of development would raise the cost of the disease 
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management program, but developmental costs would have to be spread over a larger program 

and several years to be adequately addressed. In addition, the development of the communication 

skills curriculum would be spread over several diseases. Even with conservative assumptions, tho 

development costs would have a small effect on the cost-effectivensss ratio spread over more 

diseases, patients, and years of procram operation. 

Effects ofthe Program at the Community Level 

Only a fraction of the physicians in tlie intervention communities participated in the program. About 

200 physicians In the intervention communities accounted for over 85 percent of all the patients 

with any service claims for asthma. However, the program reached only 66 of these physicians, 

and they were the ones with fewer emergency visits for asthma per 1,000 patients at the baseline. 

Their patients experienced relatively less severe illness when compared with the patients of 

untrained physicians in both the intervention and comparison communities. Thus, there was a bias 

against favorable outcomes for trained physicians, 

Despite this bias and the relatively small number of physicians t-ained, the program had an effect 

on the use cf emergency services and drugs at the community level. Since ths effect on 

emergency service visits v/as spread among all (trained and untrained) physicians in the 

intervention communities, we did not observe large, consistent changes at the community level for 

emergency visits. However, the effect on visits was large in the first quarter, when the prcgram was 

heavily marioted to al! 200 physicians by nail, faxing, and phone calls. 

There is an explanation for the sustained effect at the community level on drug use but not on 

emergency service visits. Trained physicians retained a direct link with and control over drug 

prescribing. For every asthma patient with a service claim, there are roughly two others without a 
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ssrvice claim but with a drug claim for asthma. It could well be that after training, physicians 

dramatically changed their patterns for prescribing drugs to this large group of asthma patients -with 

drug claims. Trained 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 to 

include more participation from physicians. The direct cost savings of $64,250 to $285,120 resulted 

from participation of only 26 percent of the eligible physicians from ths intervention communitjes. 

Much greater savings are possible with more vigorous recrulimsnt efforts. In developing the 

program, we conducted physician focus groups. The physicians in the focus groups, all 

participating primary care case managers in Medicaid, had opinions about when to best schedule 

the training sessions, the importance of providing a fmsncis! incentive that made the training free, 

the most useful types of materials to take back to their practices, ana the importance cf the 

identities and credentials of the presenters. Al! these were addressed in the design of the prcgram. 

More rigorous recruitment may cost more money, raising the cost of conducting tha prcgram and 

negatively affecting the cost effectiveness. Yet further enhancements in the recruitment including 

even stronger financial incentives and greater expectations from Medicaid for participation, would 

probably increase the number of physicians attending workshops. 

Opportunities also exist for enhancing the effectiveness of the program. One way to do this is by 

reassigning oatients with persistent emergency visits for ssthma from physicians who have not 

received VHOP training to physicians who have received VHOP training. We prefer an approach 

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

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

The Potential impact of Expanding Physician-Patient PartnersNps 

Since the conclusion of this pilot study to train physicians, the VHOP program has expanded. Now, 

the program incorporates pharmacist training snd involves the statewide point-of-sale prescription 

drug system. The results ofthis training will be available In 1998, and at this writing 68 pharmacists 

have receivsd training in communication skills and guidelines for asthma in the intervention 

communitiss. 

The state's point-of-sale prescription system could be used as a tool to remind trained pharmacists 

to communicate optimal treatment guidelines with patients of trained physicians. This intervention 

would he'p assure that patients bener adhere tc the treatment regimen. Encouraging a strong 

partnership among patients, pharmacists, and physicians might be the best spproach to improving 

outcomes for a chronic disease (Thomas 1996). After a!', asthma is a disssse the* can be 

controlled with the tools medicine has to offer today if they are properly used by the health 

professionals and patients who need them. Three other disease with the same potential for quslity 

and cost improvement have beer, Identified - heart failure, diabetes, and schizophrenia - and 

intervention education materials and guidelines have been developed. 

Although Medicaid programs across the country continue to expand mandatory enrollment in health 

maintenance organizations, there is reason to believe Medicaid will remain largely fee-for-service in 

many states. Several factors will slow or even halt the enrollment of large numbers of Medicaid 

eligibles Into contracted health plans: low capitation payment rates to managed care plans, 

threatened loss of the traditional patient base for politically powerful community health centers or 
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teaching hospitals, and the inability to force persons wbo ere dually eligible for Medicaid and 

Medicare into managed care pkane. 

The partnership approach uses the techniques of professional medical interviewing and disease 

management to support physicians, pharmacists and nurses as they improve health outcomes for 

their patients-thereby lowering costs at the same time. States searching for ways to improve 

health outcomes for their Medicaid enrollees may find the partnership approach to be a useful 

opton for managing diseases for those enrollees remaining In fee-for-service. 
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F.gurel: Virginia Health Outcomes Partnership: Virginia Medicaid 
recipients by program type, asthma disease stata, interventicn or 
comparison community status, and VHOP trained physician 
assignment- Fiscal Year 1997. 

Virginia Medicaid 

598,807 Recipients 

Traditional F M Tor 
Sorvice 

234,206 Recipients 

Prlmsry Car* Case 
Management 

184,441 Recipients 

Asiiima Patients 
With Any Service 

Claim 
FY96 15,673 Patients 
FYfl71S,G27 Patients 

Intervention 
Communities 

FY96 2.C18 Psti.nts 
FY97 2,41^ Poti.nta 

Ccmparison 
Commynities 

FY98 4,535 Patients 
FY37 5,953 Patients 

Assigned to 13S 
Other Physicians 

1,783 Patients 

Health Maintenance 
Organizations 

120,158 Recipients 

Other Patients 

Rest of State 

nrss 8,520 Patients 
FY97 10,257 Patients 

T A • L T ! I ' A I . M O r A " 
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T A B L E S 

Table 1: Virginia Health Outcomes Partnerelitp: Emergency Visit Rate Per 1,000 Asthma Patients fbr Participating Physicians Versus 
Comparison Communities By Quarter, July 1995 - March 1997. 

o 
E— 

<o 
1 

CD 

Cxi 

Pre Intervention f Post-lnteivention 

FISCAL YEAR Fiscal Year 1998 Fiscal Year 1997 

JAS OND ! JFM AMJ JAS OND JFM 

QUARTER -2 1 
-1 ! +1 ••2 +3 +4 +5 

Emergency Visits/1,000 
Patients 

Mean (S D) 

Patients With Parfcipafing 
Physldans and Feedback 

Comparison Communiiies 
6D.3 {0.45} 

117.3 {0.4G> 
81.5 (0.51)' 

157.0 (0.52) \ 
62.7 (0.42) 

123.7 (0.43) 
31.4 (0.28) 

5a5{0.29) 
29.0 (0.5 E) 

107.2 {0.47] 
47.0(0.59) 

157.5(0.55) 
35.3 (0.50) 
1092 (0.49) 

P-Values <o.oDr <0.001* ! <o.oai* <o.oor <o.oor <0.001* o.oor 
Relative Risk 1.00 1.01 ] 0.99 1.03 0.53 0.58 0.62 
Number of Patients With 

Claim for Service 
Mean(S D) 

Patents With Participating 
Physicians and Feedback 

Comparison Communities 
n a. 

4,535 

i 

n.a j 
4,535 i 

632 
4.535 

632 
4.535 

632 
3,955 

632 
3.955 

632 
3.955 

"P value obtained fromt-test fof equally of means. Significant at 95 percent canfirfence InCeral. 
n.a. Noi applicable 

Source WaiiaaAsoa Uilimic fax Hnddi Studka biict! on Vijguia Mnlicuiil <Ua (i-lscil 1996 mid V/TT) 
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Table 2: Virginia Health Outcomes Partnership: Emergency Visit Rate Per 1,000 Asthma Patients In Intervention Versus 
Comparison Communities By Quarter, Jul/1995 -March 1997. 

i 

Pre-intervention PosHntervention 

FISCAL YEAR Fiscal Year 1996 Rscal Year 1997 

JAS OMD ; JFM AMJ JAS OND JFM 

QUARTER -2 I 
-1 ! H +2 +3 +4 +5 

Emergency Vislts/1,000 
Patients 

Mean (S D) 

Intervention Communities 143.6 (0.43) 177.2 (0.51)! 111.9 (0.54) 66.5 (0.32) 121.3 (0.39) 205.8 (0.51) 135.0 (0.38) 
Comparison Communiiies 117.3 <0 49] 157.0 (0.52]; 123.7 (0.43) 59.5 (0.29) 107.2 (0.47) 157.5 (0.55) 109.2 (0.49) 

P-Values <o.oai* <0.001' | <Q.Qor <0.QO1* <0.001* <0.001* o.oor 
Relative Risk 1.00 .922 ; 0.739 0.912 0.924 1.067 1.009 
Number of Patients With i 

Claim For Service ! 
Intervention Commifniies 2,618 2,G18 j 2.618 2.618 2.415 2.415 2,415 
Comparison Communities 4.535 4,535 J 4.535 4,535 3,955 3,955 3,955 
*p value obtained from Mast for equality of means. Significant at 95 percent confidence inlorva?. 

Source WiUimuon ImDtulc for tteullh Sudcj bwi l c«i Virginii McUcaiJ JJU (Pitcsl 19)6 ami 1997) 

o o 
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Table 3: Virginia Health Outcome Partnership: Asihma Drug Use Per Person With Any Asthma Drug 
in Metric Quantity in Intervention Communities and Comparison Communities By Quarter, July 
1995* March 1997. 

Pre-intervention ! Post-Intervention 

FISCAL YEAR Fiscal Year 1996 Fiscal Year 1997 

JAS OND ' 
1 

JFM AMJ JAS OND JFM 

QUARTER -2 -1 " +1 +2 +3 +4 +5 

Inhaled Albuterol Metered Dose Inhaler 
Intervention Communities 
Comparison Communities 

P-Value 

23.6 
21.5 

o.ooi* 

22.51 
20.7! 

o.oor 1 

25.6 
21.7 

-0.001* 

26.6 
22.S 

o.oor 

32.5 
23.8 

o.oor 

34.3 
23.9 

ooor 

31.8 
23.7 

o.oor 
Relative Risk 1.C0 0.99; 1.03 1.07 1.25 1.31 1.22 

i 

Inhaled Albuterol Nebulizer ! 
Intervention Communities 
Comparison Communities 

P-Value 

72.1 
117.7 

0 . 0 0 1 * 

69.61 
116,1! 
0.126! 

68.7 
112.8 

0.015* 

79.9 
177 7 
0.188 

92.5 
126.3 
0.827 

ss.o 
122.4 

o.oor 

104.24 
124.3 
0.602 

Relativa Risk 1.00 0.99i 0.99 1.06 1.20 1.31 1.37 

inhaled Steroid Metered Dose Inhaler 
i 
i 

I 
Intervention Communities 
Comparison Communities 

P-Value 

16.2 
10.4 

<0.001* 

12.5! 
10; 

0.10l! 

13.0 
11.5 
0.1 

13.2 
10.6 

o.oor 

11.9 
10.9 

0.107 

11.3 
12 

0.366 

11.4 
11 

0.014* 

Relative Risk 1.00 o.soi 0.72 0.80 0.70 0.60 C.66 
1 • 1 

i 

Inhaled Cromolyn Metered Dose Inhaler 1 
Intervention Communities 
Comparison Communto'ee 

P-Value 

22.7 
14.6 

17.81 
16.2! 

1 

17.1 
15.0 

15.9 
15.3 

15.3 
14.2 

14.0 
17.1 

16.8 
14.5 

Relative Risk 1.00 0.70: 0.73 0.66 C.59 0,53 0.74 

inhaled Cromolyn Nebuliration Inhaler 
1 
1 

1 
Intervention Communities 
Comparison Communities 

P-Value 

166,8 
139.7 

161.6i 
i45.e! 

I 
I 

170.0 
147.3 

160.7 
142.2 

181.5 
147.8 

171.1 
148.4 

169.4 
148.4 

Relative Risk 1.00 0.93; 0.97 0.95 1.03 0.97 0.93 

i 

Number of Patients With Any Asthma Drug ! 
Intervention Communities 
Ccmpsrson Communities 

8,562 
24,30© 

8,582! 
24,306! 

i 

8,582 
24,306 

8,582 
24,306 

11,228 
27,179 

11.228 
27,179 

11.226 
27,179 

Source: 'WiBnason Imtinitc fct Health Scuia bwed on Virginia Medicaid dab (Fueai 1996 tnd W7) 
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Table 4: Virginia Health Outcomes Partnership: Cost Effectiveness of Avoided 
Emergency Visits for Asthma for Patients In Intervention Communities and 
Virginia Medicaid By Quarter, January 1996 - March 1S07. 

Asthma Patients With Any Service 
Claims" 

Fiscal Year 1997 

Total Medicaid Recipients'* 

Intervention 
Communitiss 

Virginia Medicaid 
Primary Care 

Case 
Managemont 

2,610 16,627 

Cost Effectiveness Calculations: 
Actual Post Intervention Emergency Visit 

Claims 
Total 

Quarter +1 
Quarter+2 
Quarter +3 
Quarter +4 
Quarter+5 

Estimated Emergoncy Visit Claims Without the 
Intervention 

1,583 
293 
174 
293 
497 
320 

9,262 

Assuming mean quarterly impact 
In communitjes with the intervention (0.93) 

Assuming mean quarteriy impact 
of targeted patients with trained physicians 
(0.75) 

Medicaid Savings ($540 per claim) 

1,702 

2.111 

8,614 

6,947 

384,250 - 5235,120 5350,000 -
$2.25 million 

1 Claims Br services ircluding. physician office '/iris hospita] auergeney room, haipital oû otient clkic ard 
inpatient hDspilnlstty. 

fc By eligibility categesy: Aged or Blind (Medicare prL-r.fi.'y poycrX 8; Disabled, 457; Children Undsr 21 Yean, 
1,782; Adults With Children, 363. 
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EXECUTIVE FELLOWSHIP 

fN 

MEDICAID DISEASE MANAGEMENT 

AND 

HEALTH OUTCOMES 
Introduction 

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

In this rapidly changing environment, it is essential that Medicaid directors and 
their top managed care stafFkeep abreast of the innovations in organization 
and payment that ere occurring to servi; tha special needs of the Medicaid 
population. 

This is an opportune time to provide Medicaid directors a vehicle to become 
more fully aware ofthe 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 Institute for Health Studies proposes 
to initiate a program with a retreat format in our new executive conference 
center on tht Medical College of Virginia Campus and offer electronic 
conferencing capability for further interchange and discussion. 

To assure the timeliness of the proposed program, some ofthe most prominent 
and fonvard-Iooldng examples of disease m&r.agement and health outcomes 
available in the United States and internationally will be highlighted. Our own 
Virginia Health Outcomes Partnership program which is the first disease 
management effort in Medicaid in the United States and now a permanent 
disease management contract in Virginia will be highlighted. 
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Background 

Disease management and health ouicomes 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 seriously consider these tools even 
though they are on a track toward capitation payment. 

From the beginning ofthe Medicaid program to the early 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 succesdiilly curb Medicaid cost 
increases and make them more predictable while not reducing the quality of 
care (Freund et al 1989). Nearly all states mmed to managed care programs 
when Medicaid spending exploded In the period 1988 -1992 because of 
increasing enrollment, markedly increasing disproportionate share hospital 
payments programs, plus general and medical inflation, (Holahan and Liska 
1996). 

By 1995 nearly 12 million Medicaid recipients were enrolled in mEnaged care 
programs, accounting for nearly one-third of all recipients and growing (Kaiser 
Commission 1998). 

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 arc the first to be covered by managed 
care programs in Medicaid, but they account for only 25 percent of program 
expendimres. The new coverage for children will change the figures, but today 
sixty percent cf all spending is with the aged, blind and disabled, who have not 
been enroUed in HMOs except in a few demonjtratiens or in several 1115 
waiver states (Kaiser Commission 1997). 

There are several 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-
fcr-service sector. To the extent historical 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 
reluctant to take on the risk fbr this most expensive group at below market 
rates. 

2. Traditional providers serving the low income disabled and elderly, resist the 
changes that Medicaid managed care can mean for the patients they have 
customeiily served. Medicaid recipients with the ability to select among 
health plan options or other providers in the community offered by a health 
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plan can be very threatening to politically powerfijl community health 
centers, teaching hospitals, and state mental health clinics and hospitals. 

J. The most costly but relatively small group who are dually eligible for 
Medicare 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 Medicaid programs will have an 
extremely resource-intensive group of rsdpiems enrolled In a fee-for-'semec 
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. Thz blind and disabled 
accounted for 15.7 percent of Medicaid recipients and 33 percent of spending. 
The aged accounted fbr 11.2 percent of all Medicaid recipients and 26 percent 
of spending. 

The assumption that risk-based contracts will he the uriversal form of 
coverage in the future could be a long way off The needs of the aged, blind 
and disabled are complex and require a complex set of providers and sites of 
care that arc mostly new to risk contractors. Tne political and professional 
environment of many states may slow or arrest the move toward capitation 
payments through the adoption of anti-managed care legislation. The 
Medicare-Medicaid crossover group may always remain in Medicaid fee-for 
service aa long as freedom of choice to remain in Medicare is perpetuated. 

Disease management, which attempts to systematical]}' cptimire therapy and 
improve outcomes, provides an exciting, low-cost, alternative or transitional 
strategy to Medicaid directors looking for answers to the issues cf cost and 
quality in their programs-
States that have begun disease managemcat programs are. 

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

Florida Asthma, diabetes, AIDS/MV, and hemophilia now 
being implemented with disease management 
organizations. 

Mississippi 
i 

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

Oregon Several pilots promms underway 
West Virginia Planning efforts have begun to implement statewide 

. effort. 
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Program Objectives 

The overall program objective of the EKecutivc Fellowship in Medicaid 
Disease Management and Health Outcomes Is; 

• to bring together Medicaid directors with drverse program needs to study 
the principles and methods of disease management and outcomes 
assessment and criticaily examine their applicability to their own state. 

Specific objectives ofthe program 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 following tcpicnl areas: 

* disease management 

" disease selection 

* health outcomes 

* pharmacoeconomics 

* inforTnation system development 

* personal kadership development and change management 

• to study cutting-edge strategies, drawing upon distinctive examples world 
wide (no particular vendor wil! be presented, only examples of 
governments doing relevant programs) 

• using internet telecommunications, to extend the learning process and to 
provide a unique colleague network for panicipating Medicaid directors 

• to provide a fomm for Medicaid directors to develop an in depth 
understanding ofthe 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. 



Program Structure and Design 

Selection of Medicaid Directors 

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

Depending upon the rules of each state, wc 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 tlie sponsor's 
network of government affairs representatives. The support would involve 
Connection to the world wide web for the telecommunications portion ofthe 
program. 

On and Off-Site Seminars 

The proposed Executive Fellowship is designed to combine 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 a major distinguishing feature for the proposed program, setting apart 
from the typical policy conference attended by Medicaid directors. 

Specifically, the off-site seminars: 

• provide a vehicle for a more interactive study cf issues raised during the 
on-site training procram 

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

• introduce the Medicaid directors personally to internet technology, one 
area that disease management and health outcomes itself is emphasizing 

• provide a means of problem solving for busy executives in a secure and 
confidential environment 
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Time and Sequencing of Seminars 

The Executive Fellowship will extend over a three month period, beginning 
with a 1 1/2 day on-campus session offered at the Paul and Gail Gross 
Executive Conference Center, next to the Williamson Institute in Richmond. 
V A 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 include a mix of educadonal 
content focused on health issues, training in the use ofthe internet (specifically 
in support of the ofif-siie program), and opportunities for relaxation and visiting 
historic sites. 

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

Day 1 (Wed): Travel to Richmond 
Evening Reception 

Day 2 (lbs): Educational Sessions (5 hours in seminars, 1 hour in 
computer lab). 

Day 3 (Fri) Educational Sessions (3 hours in seminar, 1-2 hours in 
computer lab) moming 
Travel home, afternoon 

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

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

The faculty and presenters at the on-site portion cf the program will pamcipat< 
in the off-she seminars; setting up the seminars, providing ongoing discussion 
and comments, offering advice and expertise. 



Program Closure: All participants will be given a professionally-primed 
certificate of completion, which be delivered to them at the end ofthe off-site 
portion. Another possible approach is to establish 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 and health outcomes to 
change fee-for-service Medicaid while not necessarily converting it entirely to 
capitation or aa a transitional strategy to capitation. 

The topics covered for the on-site program follow: 

Topical Outline 

Introduction: Setting the Stage 

State Medicaid as Responsibility for a Defined Population 
Epidemiology and disease management 
Health services research end outcomes 
Pharmacoeconomics 

Quality Assessment and Improvement 

The structure of quality assurance 
Data requirements 
The Role of Change Leadership from the Top - Personal Developrr.ent 

from the Management Experts 
Medicaid HEIDIS 

Partnership, Not Paternalism 

Patient Communication as the Key 
The Role ofthe Medicaid Provider as Coach for Good Patiemhood 
Lessons from public programs around the world in Disease 

Management 

Selecting Diseases 

Likely and Potential Diseases 
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 Problems and Prospects 
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 

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

A Study of Low-Income Asthma Patients 

Louis F. Rossiter, Mlcnelte Y. Whitehurst-Cook. Ralph E. Small, Charles Shasky, Viktor BovDjsrg, 
Lynna PenbertMy, Ahmad Okasha, Jennifer Green, Ibrahim A. Ibrahim, Steve Yang 

Louis F. Rossiter, Ph-D., is a professor, Lynne Penberthy, M.D., and Viktor Bovbjerg, Ph.D. are 
assistant professors, Ahmad Okasha, Ph.D., Ibrahim A, Ibrahim, MD, Ph.D., Charlac Shasky, 
R.Ph., and Steve Yang were all doctoral candidates at the time of the research, and Jennifer 
Green is director provider education atthe Williamson Institute. Michelle Y. Wbitehurt-Cook, M.D, 
is assistant professor, the School of Meditina. Ralph E, Small, PharmD., fs a professor School of 
Phannacy. Ail are at the Medical College of Virginia Campus, Virginia Commonwealth University, 
Richmond, VA 

This research was supported by a contract with the National Pharmaceutical Council, Reaton, 
Virginia, in cooperation with the Virginia Department cf Medical Assistance Services, Richmond, 
Virginia. 

Address correspondence to: Louis F. Rossiter, Ph.D. 
Profeosor 
Williamson Institute for Health Studies 
Virginia Commonwealth University 
PO Box 990203 
Richmond. VA 232S8-0203 
304/928-5223 (TEL) 804/828-1804 (FAX) 

The following material is based, in whole on in part, upon data accessed from the Virginia 
Department of Medical Assistance Seivices (DMAS). DMAS retains all rights of ownership to said 
data. No copies cf reproductions, electronic or otherwise, in whole or in part, of tne following 
material(s) may be made without the express written permission of DMAS. 
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Notes 

The support and advice of Richard A. Levy, Vfce President of Scientific Affair*, and Jeann Lee 
Gillespie, Director of Scientific Affairs at ihe NPC, are ecknowtedged. We also are extremely 
grateful to Joseph A. Teefey, former Director, and David Shepherd, Pharmacy Administrator, at 
Virginia DMAS for all their cooperetion, edvj'ce, and expertise. We also acknowledge the 
participation of Judith Miller Jones, TheDegge Group, Ltd., and John Hawks, Comsort, as 
consuit&nts during various stages ofthe project. Peter Morgan, medical editor, gave advice cn 
earlier dreftz. The special teachers in the VHOP program deserve a particular acknowledgment for 
their skill and devotion to improved patient and physidan communication: Jameson G. Buston, ll, 
M.D., Diplomat, American Board of Family Practice (ABPP); certified trainer- Bayer Institute or 
Health Communications; Anna K Bittner, M.O., Diplomat, ABPP; end Leria G. Joseph, M.D., 
Diplomat, American Board of Internal Medicine. 
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From: 

Medical Practice CormnunicatoT 

Patient-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 ofthe complex relationship among physician, patient, and family. 

I continue to advocate open and honest communication between patients and their 
hfialthcare providers. To do othenvise would be a disservice to the medical profession 
and to those who depend upon it. 

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

Physicians who can't 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 communicate effectively with their 
patients. Medical students and residents have lost the advantage that I enjoyed of learning 
these skills from elder practitioners for whom communicaticn was an art As a result, 
young physicians enter medical practice brimming with enthusiasm and a mastery of 
medicine's vast technology, bur often sadly deficient in ths ability to relate to the very 
people they have pledged to serve. 

In addition, tha current practice environment often discourages extensive interaction 
between patient and provider. Many physicians have told mc ofthe 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. 



Managed care still has an opportunity to initiate change from within. Several forthright 
actions (some of which innovative heaJth plans already have taken) would improve 
patient-provider communications while protecting the managed care company'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 ofa bond between doctor and patient 
creates an atmosphere in which patients feel comfortable discussing important health 
issues and allows physicians to practice effectively and efficiently. 

• Entitle patients enrolled in plans to develop ongoing relationships vrith 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. 

• Encourage providers co listen respeofully and thoughtfully TO their patients, and 
provide instruction and explanations clearly and patiently. 

• Encourage patients to cipress their concerns openly and honestly to their 
, physicians. Assure them that they will be heard and their observations will be taken 

seriously. 

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

C. Everett Koop, MD, is the former US Surgeon General. 

This article is a modified version of one that appeared in Healthplan. Used with 
permission. 01998 by American Association ofHealth Plans. 
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Fata l Car Trunk Entrapment—Confviuetf 

T h e findings in this report are subject to at least three limitations. Brst because 
LEXIS-NEXIS may exclude cases in areas with minimal media coverage, mavoverlook 
c a s e s t h a t are not in the database because of search technique, and does net contain 
aJI newspapers in the country, the total number of cases identified may be nderesti-
m a t e d . Second, because primary source ME/C data were not obtained far M O inci­
d e n t s , infonnation accuracy in media reports used for analysis is unknown. Third, 
b e c a u s e autopsy findings are often minimal or nonspecific determining cause of 
d e a t h f o r these types of deaths is largely dependent on the circumstances aid a thor­
o u g h examination of the death scene. 

S t a t e and local public heafth offidafs can use the findings in this report to guide 
p r e v e n t i o n messages about children playing in or around car trunks. Effectre public 
h e a l t h strategies to prevent deaths associated with car trunk entrapmerrts should in­
c l u d e 1} preventing children's access to car keys; 2) keeping cars locked, wrii trunks 
c l o s e d , w h e n cars are notTn use; and 3) supervising young children dosefy «hen they 
a r e a r o u n d cars. 

References 
1. LEXIS-NEXIS [database onlinel Dayton, OWo: Reed EbBvfer, 198a 
2. CDC Hear-wave-rabted mortality Mihwaukee—Wisconsin. July 1996. MMWR 1996t5:505-7. 
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4. DiMaio DJ, DiMaio VJM. Forensic Pathology. Boca Raton, Florida: CRC Press; 1991377-a*. 
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6. ZumwaK RE, Petty CS, HolmanW.Tejnperature in dosed automobiles in hotweatho Forensic 
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Forecasted State-Specific Estimates 
o f Setf-fteported Asthma Prevalence—United States. 1 

A s t h m a is s chronic inflammatory disorder of the lungs characterized by episodic 
a n d reversible symptoms of arflow obstruction { f ) . During 1993-199*, an cttimated 
13.7 m i l l i o n persons in the United States reported having asthma, and from 19B0to 
1994 t h e prevalence of self-reported asthma in the United States increased'5% (2). 
P e s p i t e t h i s increase, surveillance data are limited for asthma at tho state ind local 
l eve l s ( 3 ) . To estimate the 1998 prevalence rate of asthma for each state, CDC ana­
l y z e d nat ional self-reported asthma prevalence data from 1995. This report summa­
r izes t h e results of the analyses, which project that approximately 17 milionpersons 
tn t h e U n i t e d States have asthma. ^ 

F o r t h i s analysis, persons were considered to have asthma if they had had asthma 
d i a g n o s e d by a physician at some time in their life and had reported symloms of 
a s t h m a during the preceding 12 months. Using methods that have been appfed else­
w h e r e t o forecast cancer rates (4), state-specific asthma prevalence estrates for 
1 9 9 8 w e r e calculated using a three-step procedure: 1) race-, sex-, and agespedfic 
a s t h m a prevalence rates were calculated for each of the four U.S. census fe:ions us­
i n g d a t a f rom the 1996 National Heafth Interview Survey <NHIS); 2) each stde's 1998 
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demographic composition as estimated by the Bureau of Census was multiplied by 
the corresponding regional prevalences; and 3) (near extrapolations of region-specific 
Increases In asthma prevalence from 1980 to 1994 were appGed to the 3-Year period 
from 1995 to 1998 for each state. Confidence Intervals and relative standard errors fcr 
all estimates were calculated using regression parameters provided by CDCs National 
Center for Health Statistics for prevalence of chronic conditions (5). 

Jn 1998, asthma affected an estimated 17.299JOOO persona |p the United States, The 
state with tne iSTgest estimated number of persons with asthma was California 
12,268,300), foSowed by New York (1,238^0C» and Texas 11,175,100) (Table 1). State-
specific prevalence rates ra nged from 5.8% to 7.2%. Differences jn asthma prevalence 
rates between states were not significant By region, 1-year period prevalence esti­
mates ranged from 6.4% to 6.8% in the Northeast, &8% to a.1%,ln the South, 6.6% to 
6.7% in the Midwest, and 6.0% to 7.2% in the Wast* The narroW range of prevalence 
rates within each of these regions indicates that state-specific differences in demo­
graphic composition m'niraaNy influenced estimated asthma prevalence. 
RepoitedbyrS ftappapoit W H B Boodram, MPM. Epidemiology and Slalistics UnH, Amarkm 
Lung Association, New Kw* Cfty. Air PoUutkm and RespHatory Health Bs Div of Environmental 
Hazanfe and Heafth Effects. National Center for EtMronmental HeaMv and an BS Offinc 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% 16). However, surveys of self-reported 
asthma prevalence in Bogalusa, Louisiana (7), Chicago, lllmois; (S),and Bronx, New 
York (9) a l indicated estimates considerably 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 report are subject to at least two limitations. First the findings 
assume a linear growth in asthma prevalence since 1995. Although this linear as­
sumption was selected after review of regional growth trends in asthma prevalence 
during the preceding 15 years 121, changes in the trends of self-reported asthma rates 
that may have occurred in the 3-year interval during 1995-1998 could not be captured 
by these linear extrapolations. Second!, these results are based on Ihe assumption that 
age, sex, and race-specific rates of asthma do not vary within any of Ihe four geo­
graphic regions of the United States. Each stated estimated prevalence reflects its 
regional placement in the United States and its demographic composition. These 
analyses do not account for differences among states in Ihe relative presence or ab­
sence of environmental risk factors in asthma prevalence, possirfe differences h ge­
netic susceptibility toward the condition, or other soctodemographic indicators ( e ^ , 
poverty status). As a result, these findings underestimate tha variability in asthma 
prevalence between states within regions. They also do not accurately represent 
asthma prevalence in geographic subpopulatibns within states. 

•/Wjeast=Connecticut. Maine, Massachusetts, New Hampstfie, New Jersey. New York, Penrv 
syivaria, Rhode fetand, and Vermont JWicAvesfeElirais, hdhn«. Iowa, Kansas, Michigan, Mn-
nesou, Missouri, Nebraska. North Dakota. Ohio, South Dakota, and Wisconsin; 
ScKrtfcAlabami, Arkansas, Delaware, District of Columbia, Florida. Georgia, Kentucky, Louisi­
ana, Maryland, Mississippi, North Carolina, OUahome, Souti Carolina, Tennesseo. "fexas, 
Virginia, and West Virginia: VMufeAlasfca, Arizona, Caifomia, Colorado, Hawaii, Idaho, Mon­
tana. Nevada, New Mexico. Oregon, Utah. Washing!on, and Wyoming. 
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"Persons wars canadered to have asthma if they had had asthma diagnosed by a physidan 
at a c m e time in iheir Kfe and had reponed ayrnptoma of asthma (luring the precading 12 
months. 

'Confidence interval. 
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Asth ma is the ninth leading cause of hospitalization nationally 110). >ty MMBtiiy Qan 
be managed with appropnate medical treatment, education, and environmental modh 

jication n I. However, fewer than 10 states have conducted asthma prevalence sur­
veys. The initiation of state-based asthma control and management programs Will 
require better state and local data on asthma prevalence to evaluate the effectiveness 
of these programs. State-level surveillance could incorporate existing data such as 
hospital discharge data and managed-care data. Questions about asthma could also 
be added to state aad community-level surveys such as the State and Local Integrated 
Telephone Survey and other suiveys conducted in individual states such as the Behav­
ioral Risk Factor Surveilfance System. ( 

State-based surveys should include questions related to asJthma diagnosis, sever­
ity, management techniques, and known geographic aid household nsk factors. 
Those surveillance data will provide a foundation for planning and evaluating asthma-
controt programs, identrfying high-risk and hard-to-access populations, and structur­
ing health promotion and education initiatives. i 
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Abortion SiaveJUance; Prefimnary Analysis — United States, 1996 

For 1996, CDC compiled data about legal induced aborticns from the 50 states, New 
York City, and the District of Columbia. The total number of legal induced abortions 
was available from all reporting areas however, not all areas collected infonnation 
about the characteristics of women who obtained aJbortions. Tnis report presents pre-
fiminary data for 1996; final abortion data for 7996 will be published during spring 
1939. 

In 1996, a total of 1,221,585 legal induced abortions were reported to CDC (Table 1), 
a slight increase of 0.9% from the number reported for 1995 jUl.The number of Cve 
births decreased slightly by 0.2% during the same period {2)1 From 1995 to 1996, the 
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(301)496-4236 

ASTHMA MANAGEMENT WEBSITIi ANNOUNCED BY NHLBI 

Physicians >vhu wani to provide the most up-to-date diagnostic and treatment methods for 

their asthma pnticnts can npw fipd, on one online site, virtually all the scientific literature oji 

chronic asthma that has ever been published. The new Web site is the Asthma Management 

M»ilel System (AMMS), launched today by the National Heart, Lung, and Blood lastitute 

(NHLBI) of the National Institues ofHealth in recognition of World Asthma Day. 

The AMMS was designed by the NHLBI's National Asthma Education and Prevention 

Program (NAEPP) to help improve the diagnosis and treatment of asthma, !t is an interactive 

Weh-bascd system that provides users with the ability to quickly formulate research questions 

ard access key databases, retrieve the latest treatment guidelines and published lileralurc, obtain 

continuing education credits, and browse and download maLcrials. One of the striking features of 

the AMMS is its ability to bring together several high-tech functions within one integrated 

system for those clinicians who arc on the cutting edge of ttsibma managemcTit. 

Said NHT.RT -D^ccior Dr. Claude Lenfant, "With its theme of 'Help Our Children 

Breathe,' World Asthma Day is M occasion on which wc are commmneating to people of ail 

nations that asthma is a worldwide burden. The Asthma Managemeni Model System provides an 
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important tool to help health care professionals, researchers, and public health planners at home 

and abroad reduce this burden." 

The AMMS, which car be accessed through the NHLBI home page at 

vww.nhlbi.nih.gov, provides a unique tool for health professionals who wish to analyze 

problems relating to long-term asthma management. After clicking on the research mode, the 

user can select search terras and the system automatically formulates a question thtf asks what 

effect a selected treatment will have on a. selected outcome in asthma patients for whom selected 

conditions or factors are known. The system then retrieves tlie relevant information from such 

major xcienUlfic databases as MtJDLINH, CRISP, and CORDIS, and documents from Federal 

government agencies like the Centers for Disease Control and Prevention and the Food and Drug 

Administration. 

The AMMS also offers a professional education mode that provides immediate access to 

the latest asthma clinical guidelines from the NAEPP and the Global Initiative for Asthma, 

continuing medical education programs for physicians, other professional and patient education 

maieriiilt;, and tools for physicians to teach other health professionals and putients about asihma. 

Another major feature of the AMMS is u site lhat allows users to participate in nnlinc 

forums and discussions. This includes an Asthma Coalition Exchange, which is designed to 

Ibsier inlbrmaiion sharing and networking among community-based asthma eonhtions 

throughout the country. The Kxchimge is pari of a larger NAEPP program to develop 

partnerships with local asthma coalitions to help implement change in the way asthma is 

managed at the community level. 

U is intended that the AMMS will eventually connect to online forums imd discussion 
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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 NAEPP was crcared in 1989 to reduce death and disabilUy from asthma through 

professional„ patient, and public education. It has developed the AMMS as an educational 

resource for health cere professionals that should result in improvements in the way asthma is 

maniiged. Plans io expand patient and public education components are in development. 
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Embargoed until Dcccunbcr 11, 1998 

Contacts: 
Ellen Sommer, NHLBI tel: 301/496-4236 e-mail: esommer@nih.gov 
Sarah Cox, AAAAI lei: 414/272-6071 e-mail: scox@Baeai.orE 
Sydney Parker, ACCJ? tel: 847/498-HOD e-mail: sparkr@chesmet.org 
Lori Atkins, ATS tel: 212/315-6442 e-mail: latk.ins(&)lungusa.org 

GLODAL PLAN LAUNCHIU) TO CUT CIULPHOOD ASTHMA DEATHS BY 50% 
Four US Organisations Part of Key Consortium: National Heart Lung Blood Institute, 

American Academy of Allergy, Asthma & Immunology, American College of Chest 
Physimns *nd the American Thoracic Society 

In Barcelona, Spain today atthe World Asthma Meeting, international experts in asthma 

management called for global action to reduce childhood asthma deaths by 50%. The five-year 

effort, announced on the eve of the iirsi ever World Aifthma Day (December 11). aims to 

significantly reduce the mortality and morbidity associated with this disease. World Asthma Day 

is coordinated by GINA (Global Initiative for Asihma - esmblished by the World Health 

Organization, and the NHLBI or US National Heart, Lung, and Blood Institute of the National 

Institutes of Health) and the European Respiratory Society. In addition to the NHLBI, official 

supponing organizations of World Asthma Day from the US are the American Academy of 

Allergy, Asthma and Immunology (AAAAI), the American College ofChesi Thysicians (ACCP) 

and the American Thoracic Society (ATS). Other international supporting argamzalions include 

the European Academy of Allergology and Clinical Immunology (RA AC!) mi the International 

Union Against Tuberculosis nnd Lung Discnse (lUATLD). 

Asthma is a chronic condition characterized by a narrowing ofthe bronchial mbes, 

swelling ofthe bronchial tube lining, and mucus secretion that can block the airway, making 

breathing difficult. The prevalence of asthma can be us high as 30 perep.nt among certain 

populations, and mtcrnationally, cases have more than iripled in the last ten yeaw. In the U.S. 
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betMvecn 1990 and 1994,-the number of people reported lo suffer from asthma increased from 

10.4 million io 14,6 million with approximately 5-0 million of them children. 

The theme ofthe inaugural WurU Asthma Day is Help Our Children Breutbe. 

Globally, asthma Js reponed to he the .tingle most common chronic disease causing absence from 

school, and 35% of children with asthma experience sigm ficant pain or discomfort as * result. 

The Agenda for Action, aannunced uidty by Professor Komaiu jpauwcls, chairman of 

GTNA, calls for parents,-physicians, public authorities and national organizations to work 

togeUwr to address uhildhood asthma and lhe following specified intemaiional targets by the year 

2005: 

Reduce childhood asthma deaths by at least 50 percent. 

Cut the number of childhood hospitalizations due to asihma by at least 25 percent. 

Reduce the number of school days lost due to asthma by 50 percent. 

Key shon-tetm strategies to achieve lhe targets ofthe Agenda for Aciion include: 

Inform and educate heiith authorities, physicians and lamllics about tfrective 

manaRement of childhood asthma. Health authorities should be a.wwe lhat they need tu 

make sure access to a physician and/or specialist and appropriate ttentmcflt is available lo 

all patients, yegardltss of socioeconomic status. Physicians need professional guidelines 

to properly diagnose and treat asthma. Families need to be educated on asthma treatments 

so that they are administered properly. 

• Increase the availability and accessibility of effective nnti-asthma therapy for 

children. There is ample evidence that effeclive anti-inflnmmatory therapy in asthma 

leads in an improvement in the quality of life for patients, a cost-effective reduction in 

morbidity, and reduction in the loss of school and work time, hospitalizations and deaths. 

Support research into the undershinding of the prevalence, causvs and treatment of 

childhood asthma. Epidemiological studies should be implemented lo estabhsh the 

prevalence and social impact of asthma in children- Research should uonccntrale on 

identifying the role of environmental factors; developing methodology for identifying 

asthma in children; studying the long-term effects of different therapies; assessing 

suiitegies to prevent asthma; and ideniifying the basic mechanisms underlying the 

dbvelopment of allergic sensitization and chronic airway inflammation. 
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The NHLBI's National Asthma Education and Prevention Program ĴARPP) is the lend 

agency for US activities related to World Asthma Pay. In recognition of World Asthma Day, lhe 

NAEPP is launching a new website (www.Qhlhi.nih.gov) that provides a science-based decision-

making tool, as well as an educational and communications resource, for hcallh care 

professionals, researchers, public health planners, and others concerned about asthma. 

The AAAAI web site provides an update on its national Pediatric Asihma: Promoting 

Best .Practice initiative (www.aaaai.org). Information about asthma and other pulmonary 

diseases, as well as a link tn ihe Chicago Asthma Consortium, is available on the ACCP websile 

at vvww.chestneLorg. 

In the US, many grassroots organizations dedicated to the support of asthma paiients and 

their families will bo hosting activities in commemoration of World Asthma Day. h'or 

information about local groups and activities, please call Lori Atkin.s at the ATS, or Abby Nash 

at the American Luny" Association (212/315-6622). 

Asthma Statistics 

Global Hiĝ res: 

• It is estimated thai inlemationally, the prevalence of asthma has increased approximately 

50 percent over the last ten to 15 years. 

• The highest prevalence rates are found in the United Kingdom, New Zealand, Australia 

and Ireland; and the lowest are found in Indonesia, Albania, Romania and Georgia. 

• Death rates vary in different countries Death rates are decreasing in countries where onti-

inllammatory medications are available and used effectively. Death rates are increasing in 

areas lacking proper medical cart and access to treatments. 

Asthma in the United States: 

According to 1995 data, the Centers for Disca.se Control estimates that there are nearly 15 

million Americans with asthma- Of these, between five and six million are 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 among children five to 14 years of age increased 74% between 1980 

and 1994; the rate oi' asthma among preschool children increased 160%. 

* Asthma is the most common chronic illness leading to school abscnieeism - it accounts 

for more than 10 million missed school days annually, 

- An ostimaied $1 billion is lost annually in productivity by working parents caring for 

children who miss school due to aathma-

* Asthma is the third leading-cause of hospitalization in children under age 15. 

• Asthma is 26 percent more prevalent in black children than in white children. 

• There arc over 5,000 deaths annually due to asthma, and asthma-relawd deaths among 

children five to 14 years of Hgc more than doubled from 1979 to 1995. 

* Direct and indirect monetary costs related to asthma will total approxutiately Si 1.3 

billion in 1998. 

The NHLBI is a part of the National Insiiiuies of Health, and agency of the U .S. 

Deparlment ol'JIeMth and Human Services, Us major mission is to ibstcr research investigations, 

train research scientists and translate research results to impact on public health. 

The AAAAI is the largest professional medical specially organization in the United 

States, representing allergisis. medical specialists, clinical immunologists, allied health 

professionals and others with a special 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. Its 15,000 members encompass all thu disciplines of chest medicine, 

including pulmonology, cardiology, thoracic surgery, asthma, immunology, critical care and 

pediatrics. 

The ATS is an international professional and scientific socieiy focussing on respiratory 

and critical care medicine. The Society has 12,500 members who help prevent and tight 

respinvtory disease through research, education, paticni care and advocacy. The American 

Thoracic Socieiy also serves as the medical section of the American Lung Association, a 

voluntary health agency devoted to preventing lung disease and promoting lung health. 

# # # 

NOTL: R-roll with animation ofthe airways constriction that occurs in asthma and footage of 
people from around the world undergoing examinations for asthma, taking asthma rncdicntions 
and othev situations related to asthma is available from the NHLBI. 
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