














EPA’ s Asthma Education and Outreach Program

GOALS and OBJECTIVES

By 2012, 6.5 million people with asthma will have reduced exposure to
environmental asthma triggers, leading to 90,000 ER visits avoided annually.

’s PLAN TO REACH the GOAL

olders to integrate environmen




EPA’ s Calling

obilizing 1,000 Communitie




What Defines a “Community in Action”

« Committed to driving toward the best
possible delivery of asthma care

 Aimed at bold stretch goals in parallel with
Healthy People 2010 and Network

 Tracking progress toward those goals



Total Members in Action

2,571




The System for Delivering High

Ouality Asthma Care



What: Delivering Comprehensive High-Quality Asthma Care

Integrated Health Care

Services

e Physician champions

e Guidelines-based care

e Robust patient-clinician interactions

e Asthma education and action plans

e Community-wide coordination of care

+

Tailored Environmental

Interventions

e C(linical assessment of triggers
e Individually tailored counseling & education
e Environmental management support

Trigger control at home, school, and work




HOW: Through an Integrated, Collaborative, Community-Based System

Integrated
Health Care
Services

.

Tailored
Environmental
Interventions




Who: Champions and Leaders of Community Asthma Assets

‘ Non-Profits

‘ Service Providers
‘ Coalitions
Integrated ‘ Health Plans

Health Care

\&
Services ] Funders

Tailored
Schools Environmental
Interventions

Local Environmental




HOW: Through an Integrated, Collaborative, Community-Based System




HOW: Through an Integrated, Collaborative, Community-Based System

Non-Profits

Service Providers

Coalitions

Health Plans

Integrated
Health Care
Services

o= Evaluate

Tailored
Environmental
Interventions

Funders

Environmepta



What is Your Domain of
Influence?

« What is it you are called to do?




Empowering Through Influence

Framework for delivering high quality
asthma care

— Behaviors and Practices

Value Proposition and Business Case

— Partners, Funders and Payers

Asthma Disparities Action Plan

— Reducing disparities at the community level

National Community-based Network
— Scale out by recruiting and enrolling others



The “What” of the Symposium

 Experience a Successful Framework and
Proven System for Delivering Effective
Asthma Care

 Withess how community programs are
using national resources to address
diversity.

 Develop a Value Proposition and Business
Case to help resource your Results-
Driven, Outcomes-Focused Programs



The “What” of the Symposium

 Construct Management Tools that
Build, Sustain and Spread Your
Unique Program Assets

e Connect to a Resource Rich
Campaign and Network @

 Develop and Practice a Leadership
Narrative to Convene Partners and

Stakeholders




The “Who” of the National Asthma
Forum

e National Award
Wwinners




The “How™ of the Symposium

Dynamic Presentations

Direct Mentorship
Break-Ins
Conversations of Opportunities

Generate Requests and Offers that Get
Results




How to “Be”

A Powerful Community Together

Assuming a National Leadership Role in Asthma Control
Willing to Set Ambitious and Strategic Goals

Focused on Committing to Actions You and Your
Organization Can Take

Leaders in Service to One Another

PRESENT!



What does it mean to be
“Present”?

e Present- | am here
e Present- In the moment




Net Forward Energy: More Positives Than Negatives

4+ 4+ ++ + What We Can
+++++++++

+++++++++




“People are much more likely to act
their way into a new way of thinking
than to think their way into a new
way of acting”




“People change what they do less
because they are given analysis
that shifts their thinking than

because they are shown a truth
that influences their feelings”




What we do matters

“Guinea worm is poised to become the
second human disease to be eradicated —
and the first to be eliminated without the
aid of a vaccine.”

Washington Post

“For Guinea worm, the only thing you can do
IS persuade people - many who are very
Isolated and tradition-bound — to change
their behavior”

Guinea worm expert,

Donald Hopkins attributing progress to the
strength of local volunteer programs and a
“Unique grassroots effort”



A Comprehensive Approach to
Asthma Management: Policy and
Reimbursement Issues-The
Changing Climate

W. Brendle Glombe, MD, FCCP









Purpose of Session

Learn about three exemplary asthma management
programs and how they accelerate improvements
In asthma care and address asthma disparities.

. Hear about a key achievement of each program
that contributed to positive health outcomes.

. Learn about a challenge each program faced and
their lessons learned in addressing the challenge.

Learn how to improve your asthma management
program.



Agenda

1. Introduce EPA’ s National Environmental Leadership Award in
Asthma Management and the System for Delivering High-Quality

Asthma Care

Highlights of Award Winning Programs
errigan, Parkview Health System




EPA’ s National Environmental
Leadership Award in Asthma Management

“We would urge applicants for this Award to use this opportunity to share their expertise with others. By sharing
their successes and challenges, we all learn, and help each other move closer to our goals in asthma care,
education and partnership. We have learned so much from the other Award winners, and from other resources
and programs on www.AsthmaCommunityNetwork.org!”

John Dowling, 2012 Award Winner, Michigan Department of Community Health Asthma Prevention and Control Program




The System for Delivering
High Quality Asthma Care




Integrated Health Care Services

e Strategies for Action:

— Educate and support clinical care teams to
facilitate consistent, high-quality care

— Support continuous clinical improvement

— Promote robust patient/provider
Interaction

— Facilitate communication across the care
team



Tailored Environmental

Interventions
o Strategies for Action:

— Educate care teams to deliver
environmental trigger assessment and
management

— Assess trigger sensitivity and exposure
In clinical interviews

—Provide tailored education and
counseling during clinical visits

— Make environmental management a
reality at home, school and work



High Performing Collaborations
Strategies for Action:
—Build on what works: partner with

collaborators active in your target
ommunity




Committed Leaders and

Champions
e Strategies for Action:

—Use outcomes data to promote
change

—Institutionalize the focus on
outcomes

—Create program champions



Strong Community Ties

e Strategies for Action:

—Include your community in program
planning

age your community ‘wher




How to Listen

 What elements of this System are
emerging in this program’s story?

t am | hearing that resonates




Programs in Action for Results

 Parkview Hospital Foundation
—Panelist: Connie Kerrigan

 Greenville Health System
—Panelist: Cheryl Kimble

 Northeast Independent School District
—Panelist: Diana Rhodes



Parkview Health

Comprehensive Asthma Education and
Care Navigation




Parkview Health
Comprehensive Asthma Education and Care
Navigation

Location: Fort Wayne, Indiana

Type: Not-for-profit Health System

Service Area: Eleven counties in Northeast Indiana and
Northwest Ohio

Population Served: 875,000 people from urban, suburban and
rural communities

Key Players: East Allen, Northwest Allen and Fort Wayne
Community School Districts; Central, West and East Noble
County School Districts; Fort Wayne-Allen County Department
of Health; Indiana State Department of Health




Asthma Action Team’s Key Components

Community and School-Based Asthma
Education

- A is for Asthma/Open Airways/Kickin’
Asthma

- 1:1 asthma education
- Universities

-Allen County Board of Health Healthy
Homes

Asthma Care Navigation
- Initiated July 2009 in the ED

- Expanded in 2013 to include all hospitals
within system

- Currently enhancing continuity to include

I ‘ll‘:le\lF\l 1 ~ N



Key Achievement: Addressing Barriers
to Care

+ ED Asthma Call-
Back Program

* 90 people e




Home Visits
e Pre/Post Test
e Education provided

e Environmental assessment

Establish goals to reduce




If Home Visit is Provided

* Follow-up calls 3 months after visit
— Discuss how things are going

— Assess progress towards
tablished goals determined at




Results: Year to Year Total Cost

Dadiirtinnc

e The total costs per program year were calculated by adding up all of the costs of the patient visits during each program year.



Thank you.




Greenville Health System’s
Children’s Hospltal
or Pediatric




Greenville Health System’s
Children’ s Hospital Center for Pediatric
Medicine

Location: Greenvile, South Carolina
Type: Public, Not-for-profit Hospital Program
Service Area: Greenville County and surrounding areas

Population Served: Largely Medicaid, multi-ethnic population
from urban, suburban and rural communities

Key Players: Family Connection of South Carolina’ s Project
Breathe Easy, South Carolina Asthma Alliance, Greenville
Pediatric Asthma Community Collaborative, Greenville County
School District, United Way of Greenville County Child Care
Resource and Referral UnitedWay, SCORXE (South Carolina
Offering Prescribing Excellence), Decision Dynamic Inc.” s
Disease Management Coordination Network (DMCN)




Asthma Action Team Key
Components

* Over 4,388 patients » Medical residents

in Registry « Consistent education
« Stratification throughout continuum
« Identify barriers to of care

adherence « Customized pictorial
Track asthma control asthma action plans
tests over time, flu on SharePoint
vaccination, impact of » Assessment of home
home visits triggers

Trained parent o Paren'F-to-Parent

educators visit ¢ Intensive case

homes, schools, child management

care, health fairs, » Provide access to a

Laundromats, medical home

neighborhoods « Extended hours for

» Collaborations/ clinic

Partner Expectations « Address barriers to

health literacy










Key Achievement: Effective Collaboration
with
Family Connection of South Carolina

Project Breathe Easy
Parent-to-parent support

Home visits and
environmental
assessments

Resource assistance to
families

Asthma management
education

chool and childcare







Thank you.




North East Independent
chool Distri




North East Independent School District
Asthma Awareness Education Program

Location: San Antonio, TX

Type: K-12 School-Based Program

Service Area: School District-Wide
(144 square mile area in San Antonio/Bexar County)

Population Served: An urban community with more than 67,000
school-aged children and their families and 9,000 staff

Key Players: School district’ s medical director and five other
local allergists and pediatric pulmonologists, faculty and students
from the University of Texas Health Science Center’ s (UTHSC)
Department of Respiratory Care, Santa Rosa Health System,
South Texas Asthma Coalition, Asthma Coalition of Texas,
American Lung Association, U.S. EPA, and the Centers for
Disease Control and Prevention













Make it fun, make it relevant

Controlled Asthma Uncontrolled Asthma










Reducing Communication Barriers




Results

| know that | have to use my controller
medicines, or my asthma can turn into an
emergency.

-Student
comment

| can’t tell you how much my daughter

and | learned at the Asthma Blow-out...

we have always been reactive in
dealing with [her asthma]...Even with
regular checkups we’ve apparently

missed a lot of information. Now [
understand there are options for

keeping asthma under control and
avoiding problems altogether.

- Parent






Results After First Year




Thank you.




allenges and Lesson




North East Independent
School District




Our Challenge

Changing
School Culture




| essons Learned

« Conduct an assessment: identify needs and recruii
champions

 Create partnerships and buy-in

— Custodians: cluttered classrooms are a challenge to
effectively clean

— PE Teachers: lack of asthma control limits students’
PE

— School Nurses: want to eliminate frequent repeat
VISIts
— Administrators: classroom triggers lead to more in-

clinic time/ less classroom time, impacts student
performance

« Acknowledge this BIG challenge: teachers feel
classroom environment is their domain



Parkview Health

Comprehensive Asthma Education and
Care Navigation




Our Challenge

Addressing the needs we encounter during
care navigation and home visits.




L essons Learned

« Have a good understanding of community
resources

— Food Banks

— Transportation
— FQHCs

kK when you do



Greenville Health System’s
Children’ s Hospital




Our Challenge

Getting patients to follow
their prescribed plan.




| essons Learned

Non-adherence may be non-intentional — life gets in the
way

Non-adherence may be intentional — biases, myths

Cost of medication can be a burden — lapse of
Insurance; co-pays with other insurance; self-pay

Many patients and caregivers — and health care
professionals — cannot visually identify asthma
medications

Use a consistent educational message throughout the
continuum of care



Open Forum

 What did you hear?
What was your reaction?

0 you want to understand
. T













Connecting to the System







Committed Leaders and
Champions




Convening Committed Leaders and
Champions

Committec
Leaders &

Champions







Connecting to the System







Connecting to the System













The “What” of the Symposium

 Construct Management Tools that
Build, Sustain and Spread Your
Unique Program Assets

e Connect to a Resource Rich
Campaign and Network @

 Develop and Practice a Leadership
Narrative to Convene Partners and

Stakeholders




Questions to Run On

Who does my Program Serve/What is my
Population of Service?

What does my program do really well?
What do | need to keep my program
going?

Who else in my community delivers really
good asthma care?



My Program’ s Strategic Plan

Mission

Objectives




Sharing Our Wisdom

“Community is a locus of healing, not the
hospital or the clinic.”

“Patients cannot see outside their pain, we
cannot see In, relationship is the only
bridge between ”

Dr. David Loxtercamp, author of “A Measure of My
Days: The Journal of a Country Doctor.”






Constructing Coalitions
\



Coalitions Then and Now

 Chicago Asthma Consortium
— Stacy Ignoffo, Chicago, IL CAC

 Regional Asthma Management Program
— Anne Kelsey, MPH, San Francisco, CA

 New York Citywide Asthma Initiative

— Jean Sale-Shaw, MSN, MPH, BSN, AE-C,
New York, NY



Then and Now Panel
Discussion

 \What do you offer your target population
now that is different than when you
started?

 How have your evaluation methods

evolved throughout the lifetime of your
program?

 \What kinds of partnerships have you
formed to advance your program goals?






Asthma Disparities Action Plan
Launches!
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Reducing Asthma Disparities is a Priority

e Childhood asthma is a large public health burden

million children have asthma

106



Reducing Asthma Disparities is a Priority

Minority children have a greater asthma burden than
white children

Current Asthma Prevalence among Children by Disparities in outcomes among children with
demographic characteristics: 2006-2008 asthma, by race/ethnicity, 2003-2004
7 —
20 [ 61
o 5 Emergency
- dept visits
§ 127 4T Ambulatory Hospitalization®
@ visits
o
8t 3+ Current Death
prevalence
4 2T * {
0 1+ —8——— r ——————————————————— —--
4// pe’bezale A'O/)p,t'eil‘zz‘ 4’6‘4 ,70'74784 0 T T T T T T T
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++ twosided sixnificance test sienifican oar 6, % 6, % 6, % s, % 6, o
e R T T A A A
m:;ﬁ:;:mm?mgﬁl““kh Interview Survey (NHIS) a. Ratesfor Hispanic children are not reliable
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Reducing Asthma Dispatrities is a Priority

* Federal research, clinical guidelines, and public health
education programs have improved asthma control
among all children

rams alone are not suffici
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The System for Delivering High

Ouality Asthma Care



Federal Action Plan to Reduce
Asthma Disparities: Strategy
One

Strategy 1: Reduce barriers to the
Implementation of Guidelines-based
asthma management.

— EXxplore strategies to expand access to
asthma care services

— Coordinate existing federal health care
programs in underserved communities

— Reduce environmental exposures in
homes

— Implement asthma care services and
reduce environmental exposures in
schools and childcare settings

111



Federal Action Plan to Reduce
Asthma Disparities: Strategy One

Reduce Barriers to the Implementation of Guidelines-Based Care

Immediate Priority Actions:

sImprove health care purchasers understanding/coverage of quality asthma care
— Prepare and disseminate publication “Key Clinical Activities” through NAEPP and CDC

sIntegrate patient education and support services with medical care
— CMS Health Care Innovation Awards include:

o care teams w/respiratory therapists/asthma educators, social workers, home
assessments

» school health services and tele-health
» pharmacist collaboration to improve adherence

— HRSA Patient Safety and Clinical Pharmacy Collaborative:
« team based medication management for patients with
multiple chronic diseases

« Surface and spread sustainable strategies for reimbursement

— HUD Regional Summits
112



Federal Action Plan to Reduce
Asthma Disparities: Strategy
One (cont.)

Reduce Barriers to the Implementation’of Guidelines-Based
Care

*Disseminate tools from NAEPP National Asthma Control Initiative
programs targeting primary care NATONALASTHMA
— On-line CME and Board Certification tool kits for INITIATIVE
Family Physicians Sesming SEE Sees
— 1-Hour presentations on practice change for physicians who serve minority patients
— “Virtual Learning” training programs on spirometry

*Develop and disseminate Administration for Children and Families/EPA Asthma
Resource Starter Kit for Early Childhood Care (parents, providers, children)
http://eclkc.ohs.acf.nhs.gov/hsic/tta-system/health/
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Federal Action Plan to Reduce Asthma Disparities:
Stakeholder Participation

How might Stakeholders advance this effort?

= Example 1. Help clinicians serving minority patients increase use
of evidence based care

= |nhaled corticosteroids achieve asthma control; even children with mild
persistent asthma need (Martinez et al Lancet 2011).

= Yet minority children are less likely to receive them (Crocker D Chest

2009)
= Physician education on guidelines AND patient communication improves
adherence; does not require more visit time (Clark et al Eur Respir J 2000

Jul)
= Stakeholders can examine local medical care coverage issues
and target educational messages/tools to key clinicians



Reducing Barriers to
Guidelines-Based Care

* Reflections:
— What excites you about this work?

— What opportunities do you see for
accelerating the adoption of guidelines-based
care in community settings?

— What policy level actions might advance this
work?

115



Tell Us About Your Program or
Areas of Influence

— How can you/your organization help reduce
the barriers to guidelines-based care?

— What tools and resources do you have to
share?

— What tools or resources do you need?
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Federal Action Plan to Reduce
Asthma Disparities

» Strategy 2: Enhance capacity to
deliver integrated, comprehensive
asthma care to children in
communities with racial and ethnic
asthma disparities

— Promote cross-sector partnerships
among community based programs

— Protect children from exposure to air
pollution

— Evaluate models of “empowerment
zones”

« Examine the relative contribution
and cost effectiveness of different
components of a community

17 asthma care system.



Federal Action Plan to Reduce
Asthma Disparities: Strategy Two

Enhance Capacity to Deliver Integrated, Comprehensive Asthma
Care

sIntegrate asthma with other home visit programs
— Community Guide recommendation for asthma home visits (
http://www.thecommunityguide.org/asthma/multicomponent.html)

— HUD/ALA programs on smoke free policies for federally assisted
subsidized and multi-family housing (“pilots” in Los Angeles, Cleveland, Portland)

sLeverage Weatherization Plus health.org
for cross-sector coordination

*Conduct research on models for community

partnerships to provide integrated care to

children most in need
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Federal Action Plan to Reduce
Asthma Disparities: Strategy Two
(cont.

Enhance Capacity to Deliver Integrated, Comprehensive Asthma
Care

*Provide exchange forums and technical assistance to community
asthma coalitions

— Symposium at American College of Chest Physician
annual meeting: 100 + attendees

— EPA’ s website www.asthmacommunitynetwork.org
“real time” exchange of resources, ideas, and
sample materials

— CDC State Asthma Control Programs
surveillance, partnerships and interventions
www.cdc.gov/asthma
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Federal Action Plan to Reduce Asthma Disparities:
Stakeholder Participation

How might Stakeholders advance this effort?

Example 2: Expand medical care teams to include educators/
counselors/, home visits, community health workers (CHW)

— Home visits address environmental triggers and patient skills/barriers to
adherence (Crocker D, Amer J Preventive Med 2011)

— Lay CHWSs -home visits are effective (as effective as nurses: Partridge MR
Thorax 2008 Sep) (integrated into team: Krieger J Amer J Preventive Med
2011)

Stakeholders can target clinics to assist with building business case
for home visits, training and technical assistance for CHWSs

o Seton Family of Hospitals
in Texas (Conti S)

* NHLBI training program for
Latino lay health workers



Enhance Community Capacity
to Deliver Integrated,

Comprehensive Asthma Care

* Reflections:
— What excites you about this work?

— What near term actions would you suggest
that community programs take in order to
develop or strengthen a system-wide
approach to asthma care?

— What policy level actions might accelerate this
work?
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Tell Us About Your Program or
Areas of Influence

— What near term actions can you take to
support integrated, comprehensive asthma
care in the community you serve?

— What tools, resources, strategies for success
can you share?

— What tools or resources do you need to
expand and strengthen your community care
system?
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Value Proposition Script




Completing Our Work

=\Write Your Value Proposition
Leadership Story




Making the Pitch

“For $ per
year (MY COSTS) we will dramatically improve
asthma outcomes for

(MY
POPULATION OF FOCUS) by achieving

. and

(MY HIGH VALUE OUTCOMES).”
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