
Columbia 
Improving Pediatric Asthma Care in the District of 

(“IMPACT DC”) 

Children’s National Medical Center 

A Pediatric Asthma Surveillance and Intervention 
Program focused on Urban Emergency Departments 

Scope of Program 
•	 Washington, DC 

– Pediatric asthma prevalence 20% above the national mean 
– ED visit rates among children <5y  is nearly five times the national mean 
– Dramatic disparities in care and outcome 

•	 Translational pediatric asthma care and research program 
–	 Established 2001 with funding from the Robert Wood Johnson 


Foundation


– Staff of ten 
– Annual budget of $600,000 
–	 Serves a predominately Medicaid (65%), urban, minority and 

disadvantaged population heavily dependent on EDs for episodic asthma 
care 

– Core clinical program: IMPACT DC Asthma Clinic 
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Visits by Zip Code, 2002 

Lowest Rate = 4/1000 

Highest Rate = 45/1000 

Nearly 12-fold Difference in Rate! 

Visits by Zip Code, 2002 Poverty in DC, 2000 

Scope of Program 
• 

– 
– 
– 

• 
– 

– 
– 
– ( )

care 
– 

Washington, DC 
Pediatric asthma prevalence 20% above national mean 
ED visit rates among children <5y  is nearly five times national mean 
Dramatic disparities in care and outcome 

Translational pediatric asthma care and research program 
Established 2001 with funding from the Robert Wood Johnson 
Foundation 
Staff of ten 
Annual budget of $600,000 
Serves a predominately Medicaid 65% , urban, minority and 
disadvantaged population heavily dependent on EDs for episodic asthma 

Core clinical program: IMPACT DC Asthma Clinic 
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Key Drivers of Program Effectiveness 

Effective Leaders & Champions 
Strong Project Director Deborah Quint, MPH) and committed physicians 

designed, evaluated, ncrementa y imp emented, and sustained a h gh y nove
model of care 

Strong Community Ties 
Built and va dated model at our medical center, then implemented and 

susta ned it in the community 

High-Performing Collaborations 
DC Department of Health, DC Asthma Coalition, Medica d Managed Care, 

School Nurses 

Integrated Health Care Services 
Each ch d and fam y evaluated in the context of their primary care system, 

sub-specialist, school/daycare, home, and insurance prov

Tailored Environmental Interventions 
Assess triggers and then target recommendations 
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model of care 

Strong Community Ties 
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Each ch d and fam y evaluated in the context of their primary care system, 

sub-specialist, school/daycare, home, and insurance prov

Tailored Environmental Interventions 
Assess triggers and then target recommendations 

3




___ 

________ 

________ 

________ 

________ 

________ 

/
) j

/ /

: 2 

: 1 

: 

(

Foll i

l il

: 

: 

: 

: 

! 
i i

i ! 
li i

! 
l

l l  _____

il i i l i

iciall
• 
• 
• Sl

 Ni
• 

i : 

iciany 
• 
• 
• 
• 

ll i i

l

l i
ill i  i ! 

ici
• 
• 

• i
• 
• 

ll l

i l

l

to 

l

to 

l

John Smith, MD 
Adolescent Clinic, Children's National Medical Center 
Washington, DC 20010 

Dear Dr. Smith, 

Your patient, Jennifer Doe, 7 4/89, has enrolled in a research study entitled, “Improving Pediatric Asthma Care in 
the District of Columbia (IMPACT DC ”.  It is a collaborative emergency department demonstration pro ect funded 
by Robert Woods Johnson Foundation.  This clinical trial involves 600 patients and their families recruited from one 
of four collaborating EDs: Howard, Greater Southeast, Providence and CNMC. While the intervention seeks to 
improve care for patients who present to the ED with asthma exacerbations, we do not seek to provide long term 
care for patients in our study.  On the contrary, we stress the importance of regular visits with primary care providers 
and community resources. 

Jennifer Doe received follow up care on 6 13 03 in the Fast Track Asthma Clinic (FTAC) run in the ED at CNMC. 
We will conduct follow-up phone interviews with the family in 1, 3 and 6 months. During the clinic visit Sally Doe, 
mother, provided information regarding Jennifer’s asthma history, symptoms, medication use, and triggers.  The 
family was then provided with educational materials specifically tailored to the family’s responses.  Jennifer's 
family was provided with materials to assist them in preparing for their scheduled visit with you. Please remember 
that the information below is based upon the primary caregiver’s report.  The information may not be consistent with 
your records for Jennifer. 

Date of Emergency Room Visit: 6/10/03 

Date of Fast Track Asthma Clinic Visit: 6/13/03 

NHLBI Classification in Clinic: Moderate Persistent 

Emergency Visits in the last 12 months

Hospitalizations within last 12 months

Triggers Discussed: Need for Safe Sleeping Zone, Cigarette Smoke, Pets 

Referred Community Resources: American Lung Association of DC, Amerigroup Asthma Case Management 

Scheduled Follow-up Visit with You Thursday, June 19, 2003 at 10:30 

We hope this information will be valuable to you in the care of your patient.  Included in this report is a completed 
Medical Action Plan, for Jennifer Doe, which we have encouraged Jennifer’s family to review and edit with you. 

If further information is required my contact information appears below.  My team and I will be happy to assist you. 

Sincer ely, 

Stephen J. Teach, M.D., M.P.H. 
Medical Director, IMPACT DC 
111 Michigan Ave., NW, Washington, DC  20010 
202) 884-5514 

steach@cnmc.org 

ow-up Letter to Private Physician, Sub-spec alist, 
School Nurse, & Insurance Case Manager 

Asthma Action P an unt  ______________ 
Name Date 

Primary Care Provider Name

Daytime Phone Number

Night/Weekend Phone Number

Pharmacy Name 

Pharmacy Phone Number

The colors of a traffic light will help you 
use your asthma medicines. 

Green means Go Zone
Use prevent ve medic ne. 

Yellow means Caut on Zone
Add quick-re ef medic ne. 

Red means Stop Zone
Get he p from a doctor. 

Persona  Best Peak F ow:

GO   ACTION: Use these da y prevent ve ant -inf ammatory med cines: 

Med ne How Much How Often You have  of these: 
Breathing is good 
No cough or wheeze 

eep through the
ght 

Can work and play 

For asthma with 
exerc se, take

CAUTION    ACTION: Continue with your medicine, as above, and ADD: 

Med ne How Much How Often You have of these: 
First signs of a cold 
Cough 
Mild wheeze 
Tight chest 

Ca  your pr mary care prov der 

DANGER   ACTION: Take these medicines unti  you talk to your doctor: 

Get he p from a doctor now!  Do not be afraid of caus ng a fuss. 
Your doctor w want to see you r ght away. It’s mportant

Med ne How Much How Often Your asthma is getting worse fast: 
Medicine is not helping 
Breathing is
 hard and fast 
Nose opens w de 
Ribs show 
Can’t talk well 

If you cannot contact your doctor, go directly to the emergency room.  DO NOT WAIT. 
Ca  an ambu ance (911) if necessary. 

Make an appointment with your primary care provider within two days of an ER vis t or hospita ization. 

Peak f ow 
from 

Peak f ow 
from 

Peak f ow 
below 

Program Sustainability 
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The System for Asthma Control 

Identified a problem and an initial funding 
source (Robert Wood Johnson Foundation) 

Designed a novel intervention to address the 

• Recruited and trained dedicated staff 
Made a comm tment to being data driven 

Leaders & Champions 
Community T
Collaborations 
Integration of Health Care Services 
Tailored Env ronmental Interventions 

Health Outcome Goals 
Reduce unscheduled v sits for asthma care 

Measures & Methods 
Comprehensive initial evaluation of 
intervention 
Ongoing surveillance 

Process Outcomes 
Deliver more care every year 

Built a diverse portfolio of funding 
• Fee-for-serv ce 
• Grants and contracts 
• Philanthropy 
• In kind support rom hospital and 
community health centers 

This job is never done…continually build 
th funders 

Building the System Key Drivers of Program Effectiveness 

Getting Results – Evaluating the System Resourcing the System 
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Building the System 
Identified a prob em and an initial funding 
source Robert Wood Johnson Foundation) 

Deve oped as a research project 
Designed a novel intervent on to address the 
problem 

Focus on ED rec sm 
Recruited and trained dedicated staff 

Young, mot vated, most y recent col ege grads 
Made a commitment to being data driven 

Makes arguments for fund ng much eas er! 
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Health Outcome Goals and Results 
Reduce unschedu ed vis ts for asthma care 

Measures & Methods 
Comprehensive init  evaluation of intervention 
Ongoing surveillance 

Process Outcomes 
De ver more care every year 

Getting Results – Evaluating the System 
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Delivering More Care 
IM PACT DC: New Patie nts by M onth 

FY06 
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Built a Diverse Portfolio of Funding 
Fee-for-service 
Grants and contracts 
Philanthropy 
In kind support from hosp tal and community hea th 
centers 

This job is never done…build relationsh ps w th 
funders and know what they’re looking for 

Resourcing the System 
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Epiphanies – Making it Last 
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• Bu d incrementa y and never prom se what you cannot 
ver 

Building the System 

Key Drivers of Program Effectiveness 

Getting Results - Evaluating the System 

• Data s power 

Resourcing the System 

• Develop a diverse portfolio 

• Success comes from the ded cat on and persistence of a 
few key indiv duals – eaders and champions rea y matter 
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