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 Describe two interventions for 
integrating asthma guidelines into primary 
care practices 

 Discuss Outcomes  
 Discuss Lessons Learned 



  Over a 9 year period, visits for asthma to 
generalists increased whereas those to specialists 
decreased.     (Freed.Jpeds.2005) 

  Multiple studies show care provided by specialists 
is more likely to be consistent with guidelines than 
when provided by generalists.(Diette.Pediatrics.
2001)  

  Asthma–experienced generalists have patients with 
better outcomes than generalists:  

◦  Less cancelled activities 
◦  Less emergency or hospital visits 
◦  Less missed work days 
◦            (Wu et al. Arch Intern Med.2001)  




   Goal: To develop a comprehensive community-focused 
asthma intervention plan based on proven scientific 
methods that will reduce the burden of asthma among 
children 0-18 years who have asthma. 


   Seven sites funded across the US- Philadelphia, Oakland, 
Twin Cities, New York City, Richmond, Chicago, St. Louis 


   Two years planning phase and  five years 
implementation phase 


   Design- Must be directed by a Coalition or 
collaboration of community, health and social agencies 


   Funding through the Center for Disease Control and 
Prevention 



  North Philadelphia  

  Zip codes: 19121, 19122, 
19144,19123,19130,19132, 
19133,19134,19140,19141 

   Urban, poor, predominately 
African-American 
communities, 20% Latinos 
of Puerto Rican origin 



Collaborative Partners 
Generated Ideas 

Interventions based on  
results from  

Focus Groups 

Focus Groups convened 

Focus Group questions 
developed by Collaborative 

Focus Group report given to 
Collaborative 



  Nine focus groups: caregivers (AA/Latino), 
teens, nurses, physicians 

  All agreed that education is needed at school, 
community and doctor’s office 

  Parents were concerned about the cost of 
asthma 

  Parents and Physicians were frustrated with 
how payors cover medications and devices 

  In many ways each group pointed fingers at the 
other 




   Lack of Time 

   Deficiency of Devices 

   Need of Education     
Materials 

   Insufficient training in 
spirometry 



 Caregivers should have choices about 
which level of home visit intervention 
they wanted 

 Physicians should have choices about 
which level of practice intervention they 
wanted 

  Flexible hours for classes; Less sessions 
 Choose community sites which have track 

record of successful partnerships 



•  Workgroups formed  
Community Classes, Home Visits,  

Primary Care Provider education, Schools subgroup 
•  Plans presented to Collaborative  

and C.A.B. 

Pilot studies 
designed and  
implemented 

Research staff used these  
parameters to create an  

Implementation Plan 

Collaborative group 
formed parameters for 

intervention design 

Proposed Implementation Plan  
presented to Collaborative and 
changes incorporated based on  

their feedback 



  Design: Three levels of PCP education: 
  Level One: A four hour workshop using 

modified Physician Asthma Care Education (PACE) 
curriculum.  

  Level Two:  Practice must Identify an asthma 
practitioner and nurse champions who are 
trained to use essential tools in managing 
asthma.  

  Level Three: Practice uses quality improvement 
systematic approach to improve asthma care by 
training the staff  to become proficient in 
systems and clinical management of asthma 
using “best practice” methods.  



• Chart Review 
• Practice supports 
• PCP knowledge 
•  Identification of 

Asthma Champions 

BASELINE 
DATA 

• Case-based asthma education on 
asthma guidelines 

• Spirometry training for nurses 
and provider staff with monthly 
audits and feedback 

• QI process for practice changes 
• Monthly chart audits with 

feedback to the champions and 
providers 

Intervention 

•  Systems Changes   
•  Improved Knowledge 
•  Improved Severity 

classification 
• Appropriate Medication 

Use 
•  Increased Spirometry 
•  Increased use of AAP 

Outcomes 



  Practices approached by PI and/or Nurse Coordinator 
  Practices asked to sign an MOU 
◦  Agreed to identify a nursing and physician asthma champion 
◦  Agreed to host four lunchtime talks given by PI 
◦  Agreed to choose Level 2 or 3 
◦  CAPP offered nurse support for at least six months 
◦  CAPP offered physician support for spirometry interpretation for at 

least six months 
  NICHQ QI process 
◦  Baseline chart data pulled for 25 patients 
◦  Monthly charts pulled randomly for 10 patients 

  Feedback of baseline data given to practice physicians and NP’s 
  Practice decided which area to work on first 
  Nurse Coordinator remained in contact with practice on a weekly 

basis for at least six months 



Learn 
from 

analysis 

Plan 

Changes 

Implement 

Changes 

Measure 
and 

analyze 



 Lecture series with cases 
 Pocket card with severity classification 

criteria 
 Posters with severity classification in 

charting area 
  Severity classification on billing sheet with 

mandatory completion at end of visit 
  Feedback on performance to providers 



 Lecture series with cases 
 Pocket card with step medication chart 

according to classification 
 Posters with step medication  in charting 

area 
  Feedback to primary care providers from 

chart audits 



 Case-based lecture for primary care 
providers 

  Training of nursing staff with f/u support 
from nurse coordinators 

  Pulled 10 random readings every month and 
gave written feedback to providers and 
nurse staff re: adequacy of study and 
interpretation 

 Nurse coordinator provided on-site 
guidance for nursing staff and signed off on 
them 







 Medication/classification match was high at 
baseline 
◦ Most patients had mild intermittent classification 

and were on albuterol 

 Only one practice had a registry for asthma 
 Most of the federally qualified health centers 

were aware of the need to create a registry 
and to establish a system for classification 
◦  Incentive program  



Outcomes P value 

Asthma Action Plan Use 0.0003 

Severity Classification 0.0007 

Spirometry <.001 

Med/Classification Mach 0.821 









 At baseline, most practices had not 
implemented any of the guidelines on a 
systematic basis although many of the 
doctors did some part of the guidelines 

 At baseline, most practices did not have a 
system for identifying children with asthma 

  Strong asthma champions were directly 
related to improved implementation of 
guidelines 

 All practices wanted spirometry but it was 
very difficult to integrate into practice 



  The change in behavior was incremental “baby 
steps” 

  Support from the NC was absolutely essential 
  Understanding practice culture was key 
  Flexibility to adapt to practice culture/flow was 

important 
◦  Asthma clinics 

  Most practices really wanted to improve asthma 
management, but felt that barriers were difficult 
to overcome even with our support 



  On site training of physicians/staff using asthma 
champion model effective in improving use of: 

•   severity classification,  
•   asthma action plans 
•   spirometry 

•  The only practice that did not show some 
improvement in outcomes differed from 
the rest in that  it is a private practice 
with a solo pediatrician who left during 
the follow-up period 



 Case-based lecture series given via live 
webcast and offered to all practitioners in 
Philadelphia and Pennsylvania 

 Guideline Implementation Toolkit 
disseminated 

  Spirometry Toolkit made available 
 Practical guide to implementing guidelines 

in the office made available 
  Incorporation to electronic health record 



“The next step towards integrating asthma guidelines into 
practice” 



  Has over 30 primary care practices, four which serve 
inner-city disadvantaged populations primarily 

  Within the four sites there are ~ 40,000 patients 
◦  These practices have had over 13 years of asthma training 
◦  AAP use at about 88% overall 

  ~ 20% children have been diagnosed with asthma= 
8000 potential patients 
◦  ~25-30% will have moderate or severe persistent asthma 

=2400 patients 
  Has an electronic health record(EHR) for which 

asthma has been the “prototype” disease which has 
resulted in the asthma care assistant- a one-stop shop 
for asthma information and management for 
physicians and nurse practitioners 













 Objective 
◦  To improve environmental education for asthma 

control in inner city primary care practices 
 Methodology 
◦  1) Pcp training through lecture series 
◦  2) Creation of education module in EMR 

 Outcomes 
◦  Utilization of EMR 
◦  Enroll caregivers to determine whether education 

changes behaviors 

Funded by US Environmental Protection Agency 
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!

Primary Care 
Center 

Providers who 
utilized 

Environmental 

Education 

Module 

Providers who 
utilized at least 

one module in 

the Asthma Care 

Assistant 

# of times 
environmental 

education module was 

utilized since its 

inception 

Cobbs Creek 50% 92% 314 

University City 69% 94% 164 

Market Street 63% 94% 301 

South 

Philadelphia 

69% 97% 174 



  Primary Care Practices can be enabled to 
implement asthma guidelines in a fast and 
busy practices 

  Requires adapting guidelines to culture of 
practice 

 Asthma Champions are key in making this 
adaptation 

 Guidelines must be integrated into EMR to 
make them provider friendly and easy to 
access and use with feedback from pcp’s 



 Tish Hess, RN 
  Felice Wilson, RN 
 Robert Grundmeier, MD 
 Alex Fiks, MD 
 Cannae Dirl, MSW 
  Jules Antigua, MD 



Thank  You 


