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One Health Plan’s Experience
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Objective: To demonstrate that including the
patient’s perspective of disease control (patient-
reported symptoms) in asthma treatment and
management decisions improves patient out-
comes and reduces healthcare resource utiliza-
tion.

Study Design: Two study phases gathered
patients’ assessments of disease control. Phase 1
used a retrospective physician questionnaire.
Phase 2 used a patient questionnaire at each
office visit. Physicians and patients were mem-
bers of the Independent Health Association, a
health insurer in upstate New York.

Methods: Phase 1 gathered patients’ assessment
of asthma control retrospectively using a physi-
cian questionnaire. Physicians received a list

of pediatric patients in their practice who had
intermittent and persistent asthma as their pri-
mary diagnosis. They reviewed a sample of
these actively managed patients and answered
10 questions about them. Phase 2 was designed
to include the patient’s perspective. The Asthma
Control Test was sent to every patient with asth-
ma to complete and to bring to each physician
visit.

Results: In phase 1, emergency department visits
and hospitalizations for asthma decreased during
the program. Emergency department visits
decreased from 3.71 to 2.92 per year (P < .01),
and hospitalizations decreased from 0.83 to 0.81
per year (not statistically significant). Results for
phase 2 are not yet available.

Conclusions: Although not a controlled program,
for the participating practices the Independent
Health Association health plan seems to have
improved patient outcomes when they included
retrospective, documented, patient-reported
symptoms in their asthma management decisions.
Emergency department visits and hospitalizations
decreased. Managed care organizations should
consider adding the patient’s perspective of
disease control to their asthma management
decisions.

(Am J Manag Care. 2007,13:482-485)
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he results of current research regarding the outcomes of care
for patients with asthma have prompted healthcare profes-
sionals to rethink how the disease is managed. One shift in
thinking includes the patient’s perspective of asthma man-
agement at each office visit. This article reviews how a health plan
included this patient perspective in their healthcare decisions and found

that it led o improyed-outcomes.
g \

UNCONTROLLED ASTHMA 1S
AN‘ECONOMIC BURDEN

National/ and international asthma guidelines define asthma as a
chronic inflammatory disordéfiof the airways.'? The chronic inflamma-
tion contriﬂnutes to airwayrhyperresponsiveness that may b%: associated
with wheezing, breathlessness, chest tightness, and nighttﬁne or_early
morning coughing.

Almost 20\million Americans have asthma, and more than half teport
a recent asthma exacerbation.’ Asthma is not defined by age, affects
young and old ahke, and is consideted a major health/problem in the
United States and a serious chronic illness in children. More than 14 mil-
lion school days and T4.5 million workdays were lost in 2004 because of
an asthmaerelated illness.>* Restricted activity and unhealthy function
days account for another 100 to 150 million days.>°

In 2003, thesannual economic burden attributed to asthma in the
United States exceeded $16 billion: Almost 75% of these costs resulted
from direct healthcare expenditures, while the remaining costs are con-
sidered indirect resulting from morbidity (including lost school days,
wages, and work productivity) and mortality.*

Asthma Is Often Uncontrolled
Community-based findings suggest that asthma symptoms are not con-
trolled in most patients.” This uncontrolled asthma results in direct costs
and indirect costs® and contributes to higher healthcare expenditures.
When asked about the status of their asthma control, many patients
overestimated their level of actual disease control. Alternatively,
patients and physicians who were

asked in a survey about the status of
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asthma control using a general ques-
tion underestimated the effect of
asthma on daily functioning.” In a

482

= Www.ajmc.com m AUGUST 2007



Improving Asthma Management: One Health Plan’s Experience

study by Patel et al,'® when asked to define their level of
asthma control, 70% of adult patients and 90% of adults
reporting for pediatric patients said that their asthma was
well controlled. However, when specific questions were
asked of adult patients about missed work, nocturnal symp-
toms, and frequency of rescue medication use, the percent-
age of responses indicating poor control increased (34%,
48%, and 95%, respectively). Other investigations substan-
tiate these findings.!!

Identifying Those With Uncontrolled Asthma

Traditionally, claims-driven markers (rescue medications,
emergency department [ED] visits, and hospitalizations) were
relied on to identify patients receiving suboptimal treatment.
These markers address disease severity, and their assessment
was typically used as a framework to help physicians make
therapy decisions such as stepping treatment up or down.
However, it is unclear that interventions targeting these
claims-driven markers substantially improved asthma symp-
tom control for the patient.!°

Asthma Can Be Better Controlled

Effective management of patients with asthma must
extend beyond traditional measures of control as defined by
claims-driven severity markers. Key to this assessment of dis-
ease control is the incorporation of the patient’s perspective.'®
Asthma symptoms can be assessed at every healthcare visit
and categorized as well controlled or not.

Tools for patients to accurately and reliably assess their
asthma control are essential to a patient-driven assessment of
disease status. If an assessment is made at each healthcare
encounter, therapy could be modified based on the patient’s
and the physician’s assessment of asthma control. Several val-
idated tools are already available to assess patient symptom
control, including the Asthma Control Test, the Asthma
Control Questionnaire, and the Asthma Therapy Assessment
Questionnaire.

A DIFFERENT APPROACH TO ASTHMA
MANAGEMENT

The Independent Health Association (IHA), a health
insurer in upstate New York, has an experimental asthma pro-
gram with the goals to improve health and to decrease costs
through improved asthma management. They found im-
proved patient outcomes when they included documented
patient-reported symptoms (the patient’s perspective) in their
treatment decisions. ED visits and hospitalizations for asthma
in this population decreased during the program.

How Did This Health Plan Experiment Come About?

In 1999, New York Governor George Pataki called for a
reduction in asthma-related ED visits and school absen-
teeism.!? Regional coalitions were formed to provide asthma
education, improve asthma care coordination, and develop
data systems to track asthma improvement and improvement
efforts data. The IHA used the regional initiative to put for-
ward an improvement program for pediatric patients with asth-
ma. The IHA has a member base of almost 375 000, including
approximately 90 000 members who are younger than 18 years.
Almost 10% of this pediatric population carries a diagnosis of
asthma, making an asthma initiative a high priority.

The IHA, in collaboration with a physician advisory panel,
developed an innovative component to its existing Practice
Excellence pay-for-performance program more than 3 years
ago. The new program was a 2-part patient-centered initiative
designed to address patients with asthma aged 5 to 18 years.
Children younger than 5 years were excluded from the pro-
gram because of diagnostic and coding difficulties in this pop-
ulation. Regional practice guidelines, based on available
national guidelines for asthma management, were developed
and accepted by all major regional health plans in the service
area of the IHA, making possible the introduction of a
uniform initiative.

The program was designed to encourage pediatricians to
review current practice patterns, provide them with an accu-
rate population-based profile of their patients, and offer edu-
cation that supports improvements in care. For phase 1,
pediatricians with at least 200 commercial members in their
practice were paid for their participation in the program. One
hundred twenty-two pediatricians (>90% of those eligible)
participated.

Design and Results of Phase 1

In phase 1, pediatricians retrospectively reviewed the
patient records to assess disease control. Beginning with a
baseline study (cycle 1) and every 6 months thereafter, physi-
cians received a list of pediatric patients in their practice who
had intermittent and persistent asthma, defined as 2 or more
office visits, ED visits, or hospitalizations within a 12-month
period with asthma as the primary diagnosis. Physicians
reviewed a sample of these actively managed patients and,
using a form with 10 questions based on critical elements of
the regional guideline, answered questions about them that
addressed documentation of asthma classification, pulmonary
function tests, and symptoms. A different sample of patients
was selected for review in each cycle.

Completed medical record reviews were scored; each ele-

ment was scored individually, and a composite score was cal-
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culated. A new severity score was calculated based on the
patient’s reported symptoms and was compared with the
physician’s assessment of severity. Based on the results of the
scoring, physicians were contacted and were asked to recon-
sider their severity scoring and to reassess treatment strategy
based on the new severity rating. Physician account execu-
tives met with each pediatrician and provided them with a
report that contained a profile of their patients, outcomes of
the data collection, and the community peer mean score.
Participants attended educational sessions at which physician
asthma experts (ie, board-certified allergists, one in private
practice and another academic based) commented on the
phase 1 findings and principles of guideline-based asthma care
management. The report and the educational sessions rein-
forced potential care management improvements. Physicians
accepted the report findings because it was a summary of their
own data that they had submitted for aggregation.

The goal of returning information to the participating
physicians within 3 weeks of completion was not met between
the first 2 cycles; therefore, no effect on evaluation and pre-
scribing could be realized. However, beginning with the third
cycle, improvements were observed (Table). Only the peak
flow guideline failed to show continued improvement. This
plateau effect was expected by the participating physicians
because they reported a saturation point at which no addition-
al patient participation could be expected. Although a defin-
itive correlation could not be established, ED visits and

hospitalizations for asthma in this population decreased dur-
ing the program. Emergency department visits decreased from
3.71 to 2.92 per year (P < .01), and hospitalizations decreased
from 0.83 to 0.81 per year (not statistically significant). It is
expected that phase 1 of the program will end after 1 or 2
more cycles because additional improvement gains will not be
accomplished with continued use.

Design of Phase 2

Phase 2 provided physicians with the patient’s perspective
at each and every visit. The Asthma Control Test was sent to
every patient with asthma to complete and to bring to each
physician visit. Pharmacy records were reviewed to identify
patients who were frequent users of inhaled albuterol sulfate,
defined as 3 U in 4 months, and who were not using a con-
troller medication. Opportunities to step therapy up or down
were explored. Results of this phase are not yet available,
but it is postulated that reviewing patient-reported symptoms
at each office visit will ultimately result in a more tailored

treatment regimen, further improving patient outcomes.

CONCLUSIONS

Although not a controlled program, for the participating
practices the IHA health plan seems to have improved patient
outcomes when physicians included retrospective, documented,

patient-reported symptoms in their asthma treatment decisions.

B Table. Improvements Seen in Phase 1, Cycles 1 Through 6*

Asthma Criteria 1

Complete history 46
Smoke exposure assessed —
Assigned severity correlates with history 37
Correct medication for severity level 61
Office PFT/PFR 27
Reviewed pulmonary function diary 20
Immunization® 30
Asthma action plan 31
Adherence score* 47

Cycle

2 3 4 5 6
46 59 72 77 85
— — — 67 75
39 54 67 70 78
61 65 75 80 85
29 45 57 62 61
19 29 40 43 39
27 42 56 60 61
28 49 72 72 75
4.8 6.1 6.4 73 77

*Data are given as percentages unless otherwise indicated and are from the Independent Health Association. PFT/PFR indicates pulmonary func-
tion test/peak flow reading as defined by peak flow reading or spirometry results documented in the medical record on the day of the asthma-relat-

ed physician visit.

TInfluenza vaccine administered within previous 12 months of the asthma-related physician visit.
*A weighted point system with a maximum of 10 points for documenting in the medical record 7 criteria (smoke exposure was not included in the
weighted point system) listed in the table. The point system used was 2 points for complete history, assigned severity correlates with history, and

asthma action plan; all other criteria were 1 point each.
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Emergency department visits and hospitalizations for
asthma in this population decreased during the pro-
gram. A randomized controlled study would perhaps
clarify whether these outcomes were a function of
this program or other factors.

Managed care organizations developing asthma
initiatives should consider the IHA model of
adding the patient’s perspective of disease control
(patient-reported symptoms) to traditional measures.
Traditional claims-based measures of severity indi-

cate asthma status only at specific points. Including

Take-away Points

Management of patients with asthma must extend beyond traditional
measures of control. Incorporation of the patient’s perspective is key.
Asthma symptoms can be assessed at every healthcare visit and catego-
rized as well controlled or not.

B Tools are available to assess patient symptom control, including the
Asthma Control Test, the Asthma Control Questionnaire, and the Asthma
Therapy Assessment Questionnaire.

B Two study phases gathered patients’ assessments of disease control.
Phase 1 used a retrospective physician questionnaire. Phase 2 used a
patient questionnaire at each office visit.

B Emergency department visits and hospitalizations for asthma
decreased during phase 1.

the patient’s perspective about his or her disease con-
trol at each physician visit can serve as the basis for
therapy modifications. This can improve disease control and

subsequently reduce future resource utilization.
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