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Preface

Best Clinical and Administrative Practices (BCAP) is a five-year, $4.4 million ini-
tiative of the Center for Health Care Strategies (CHCS) to improve the quality
and cost effectiveness of care provided by health plans serving Medicaid and State
Children’s Health Insurance Program (SCHIP)* enrollees. The program is funded
primarily with a major grant by The Robert Wood Johnson Foundation, with addi-
tional support from The Commonwealth Fund.

BCAP targets key areas for quality improvement within Medicaid managed care,
including birth outcomes, preventive care services for children, achieving better
care for asthma, children with special health care needs, adults with chronic illness-
es and disabilities, and early child development services. For each topic, BCAP
convenes a workgroup of eight to 15 health plan medical directors and other health
plan decision makers to develop and pilot best practices. These best practice models
are shared with health plans nationwide through workshops and toolkits.

The BCAP Achieving Better Care for Asthma w o r k g roup convened 11 health plans that
worked collaboratively to develop and pilot best practices for more effective asthma
c a re. In the last decade, a great deal of work has been done to develop and implement
p rograms to improve care for people with asthma. Despite these eff o rts, however, asth-
ma care for people in low-income families remains a challenge. Systems of care often
a re fragmented and many providers need the necessary knowledge and support to
a d d ress the needs of these individuals. Improvements in the medical management of
asthma depend on coordinating eff o rts among providers to address simultaneously the
medical needs and personal circumstances that interfere with health outcomes. The
move by many states to provide health services to low-income families through
managed care arrangements presents an opportunity to improve the management of
asthma.

3

1 The Evolution of the Oregon Health Plan: First Interim Report. Health Care Financing Administration. 
Springfield, VA, National Technical Information Service, 1999.

2 Brodsky KL and Baron RJ. “A ‘Best Practices’ Strategy to Improve Quality in Medicaid Managed Care Plans.” 
Journal of Urban Health , December 2000.  

*Activities in this toolkit

relate to both Medicaid and

State Children’s Health

Insurance Program

enrollees. To simplify text,

Medicaid is used throughout

the toolkit to represent both

populations.



This toolkit offers a structured approach for addressing quality improvement and a
collection of “lessons learned” by a diverse group of health plans serving Medicaid
members. Whether your health plan intends to develop a new asthma management
program or is seeking to improve an existing program, this toolkit offers practical,
realistic approaches that can help you:

• Recognize common barriers faced by Medicaid plans in achieving better care for
members with asthma.

• Develop strategies to overcome these barriers.
• Review clinical and administrative strategies that other health plans have imple-

mented.
• Measure incremental and long-term change.

As reported by the National Asthma Education and Prevention Program (NAEPP)
Task Force, most health plan leaders agree that it is important to develop programs
supporting better care for asthma because:3

• More than 12 million people in the United States suffer from asthma, five mil-
lion of whom are under the age of 18.

• Asthma disproportionately affects the urban poor.
• Children from low-income populations and certain racial and ethnic groups are

more likely to report fair or poor health due to asthma.4

• Despite many advances in the treatment of asthma, the rates of asthma-related
hospitalizations and emergency department visits have risen steadily.

• In 1990, the health care costs of asthma amounted to $3.4 billion. By 1996, that
figure rose to $4.6 billion just for children with asthma.5

How this Toolkit is Organized
The toolkit begins with a brief discussion of the process improvement model used
in BCAP. It then presents the BCAP “Typology for Improvement” developed for
the Achieving Better Care for Asthma workgroup, followed by a separate chapter cov-
ering each typology category. For each typology category, an inventory of change
strategies is listed, followed by case studies of innovative pilot projects of this work-
group.  The next chapter describes methods to improve provider practices in
designing more effective asthma management services. The last chapter outlines
effective communication tactics to facilitate change. Finally, the Appendices pro-
vide sample tools from BCAP workgroup health plans and other relevant materials.

5

Using this
Toolkit to
Benefit Your
Health Plan 

3 National Asthma Education and Prevention Program Task Force Report on the Cost-Effectiveness, 
Quality of Care, and Financing of Asthma Care. American Journal of Respiratory Critical Care Medicine, 1996.

4 Summers LL and Simpson J. Asthma Care for Children: Financing Issues. Center for Health Care Strategies, 
October 2001.

5 Center on an Aging Society analysis of data from the 1996 Medical Expenditure Panel Survey.
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How this Toolkit was Developed 

The contents of this toolkit re flect the experiences of the Achieving Better Care for

Asthma w o r k g roup, a group of 11 health plans that collaborated to develop and pilot

best practices for improving asthma outcomes in their enrollee populations. 

The health plans in the Achieving Better Care for Asthma w o r k g roup continue to

re fine their BCAP-related quality improvement strategies and actively participate in

the BCAP Network, an alliance of health plans joined by the common goal of furt h e r-

ing the quality and cost-efficiencies of Medicaid managed care .

T h roughout this toolkit, you will learn from the projects undertaken by these health

plans.  Some of them have demonstrated impressive results and chart paths you may

want to follow.  Some of them provide clear documentation of hypotheses that have

yet to realize the intended results.  All are works in pro g ress, and they have been

selected by the authors because they each have lessons to impart .

Health Plan                                         Location               Medical Director               Number of  
Participant          Medicaid 

Members* 

Affinity Health Plan Bronx, NY Susan Beane, MD 83,700

AmeriChoice Northeast New York, NY Steven Arnold, MD 258,000

CareOregon Portland, OR David Labby, MD 88,000

Cimarron Health Plan Albuquerque, NM Stephen Ryter, MD 66,330

Community Health Plan of Washington Seattle, WA Melicent Whinston, MD 112,858

Health Plus Brooklyn, NY Arthur Levin, MD 148,000

University of Oklahoma Oklahoma City, OK Kathy Musser, MD** 115,733
dba Heartland Health Plan of Oklahoma

Network Health Cambridge, MA Allan Kornberg, MD 45,000

Partnership HealthPlan of California Suisun City, CA Chris Cammisa, MD 77,000

Passport Health Plan Louisville, KY Jacqueline Simmons, MD 118,000

UCare Minnesota Minneapolis, MN Craig Christianson, MD 75,000

Total Medicaid Membership 1,187,621

Table 1: Achieving Better Care for Asthma Workgroup Health Plans

*Plan estimates as of August 2002.

** Dr. Musser left the health plan in July 2002. 
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Sustained improvement requires fundamental change in the care-delivery system.6

Health plans participating in BCAP are encouraged to test changes for long-term
viability using a structured model for improvement. Such models provide guidance
and focus for health plans implementing change. They also create a common lan-
guage and approach that facilitates communication and shared learning among the
health plans.

A Brief Guide to The Model for Improvement
There are numerous improvement models used in the managed care industry.  All
offer a systematic guide for identifying problems and making changes.  The Model
for Improvement7 used by the Achieving Better Care for Asthma workgroup identifies
aim, measure, and change strategies by asking three questions:

The framing of these questions is followed by the use of learning cycles to plan and
test changes in systems and processes. These are referred to as P-D-S-A (Plan-Do-
Study-Act) cycles. The P-D-S-A cycles guide improvement teams through a sys-
tematic analysis and improvement process.

6 Headrick L, Katcher W, Neuhauser D, and McEachern E.  “Continuous Quality Improvement and 
Knowledge for Improvement Applied to Asthma Health Care.”  Joint Commission Journal on Quality 
Improvement, 1994.

7 Langley G, Nolan K, Nolan T, Norman C, and Provost L.  The Improvement Guide: A Practical Approach to 
Enhancing Organizational Performance, 1996.

AIM What are we trying to accomplish?
MEASURE How will we know that a change is an improvement?
CHANGE What changes can we make that will result in improvement?

Plan
• Objectives
• Questions and 

predictions
• Plan to carry out

the cycle

Do
• Carry out the plan
• Document problems,

unexpected findings
• Begin data analysis

Measuring 
for Success: 
A Process
Improvement
Strategy

Act
• What changes

are to be made?
• Next cycle?

Study
• Complete analysis
• Compare to 

prediction
• Summarize 

learnings

4

6

3
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Step 1: Creating Your Aim Statement

An Aim Statement recognizes a deficiency in an important process or perfor-
mance measure. It provides a clear goal for your plan’s quality improvement team.
An effective Aim Statement is clear and specific, and sets “stretch” goals (quanti-
tative targets that are a real reach).  

Step 2: Creating Measures for Improvement

Establishing a “culture of measurement” within health plans is critical to pro v i d i n g
q u a l i t y, cost-effective care.  Most health plans have quality improvement depart-
ments responsible for creating initiatives to improve the health care and satisfaction
of their enrolled members.  Where these initiatives often fall short, however, is in
measuring the effectiveness of the implemented approach or improvement.  The
Health Plan Employer Data and Information Set (HEDIS)8 guidelines establish out-
comes that health plans can use to measure improvement, but these measures are
collected at lengthy intervals and are mainly useful for analyzing long-term trends.  

Measurement for improvement differs substantially from judgment-based mea-
surement in clinical research. 9 Large amounts of data collected over long periods
are rarely required to assess the impact of a change.  Small repeated samples col-
lected over time will allow you to document progress toward your aim.

Process measures will let you know whether your change is having the expected
impact, and in some cases, can highlight the cause of unexpected results.  These
measures provide short-term feedback to evaluate ongoing improvement efforts.
Process measures should be a direct reflection of the Aim Statement.  

8

8 HEDIS is a registered trademark of the National Committee for Quality Assurance. 
9 Solberg LI, Mosser G, and McDonald S.  “The Three Faces of Performance Measurement: Improvement,   

Accountability, and Research.”  The Joint Commission Journal on Quality Improvement, 1997.  

Principles of an Effective Aim Statement

• Write clearly.

• Use specifics.

• Set direction.

• Set numerical goals.

• Set ”stretch” or ambitious goals.

Examples of Aim Statements
“Identify 100 percent of health plan mem-
bers, age two-18 years, who have asthma.”

“75 percent of members with asthma will
have an asthma action plan.”

Creating Process Measures
• Seek usefulness, not perfection.
• Use small, repeated samples.
• Measure over time and over a wide 

range of conditions.
• Include quantitative and qualitative 

measures.

Linking Measures to Aims
Aim Measure

“Contact 90 percent of all
members who have asthma.”

Numerator:
# of successful outreach attempts
to members who have asthma

Denominator:
# of members with asthma



Step 3: Identifying, Planning, and Testing a Change

This toolkit inventories the change strategies tested by the plans in the Achieving
Better Care for Asthma workgroup. The workgroup members selected strategies based
on the needs of their own organizations.  As you review these, consider which aims
most closely reflect those of your organization.  Then, review the strategies and bar-
riers listed to determine which are best suited for your health plan.  Test selected
changes on a small scale, review measures, make adjustments, and measure again.
Repeat the cycle until you are satisfied with the results.

As you plan to test a change, specify the “who, what, where, and when,” so that all
project staff know their roles clearly.  Careful planning will foster successful imple-
mentation. Be sure to plan for appropriate training and communication when you
“go live” with the change. Use an “Improvement Documentation Form” (Appendix
A) to help with planning the change.

The improvement strategies documented in this toolkit are not “one-size-fits-all.”
Running testing cycles before full implementation offers a safe way to try something
new and make modifications, while minimizing resource use and impact on the
organization. 
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Why Test a Change?
• Document magnitude of expected improvement.
• O p p o rtunity for “failure” without having an impact on perf o rm a n c e.
• Evaluate “side effects” of change.
• Learn how to adapt the change to your local setting.
• Minimize resistance on full implementation.

Key Principles for Testing a Change 
• Start small.
• Use volunteers.
• Don’t worry about full buy-in.
• Plan multiple cycles to test and adapt change. 

Measuring in Common: Highlighting Trends Over Ti m e

Health plans participating in the Achieving Better Care for Asthma w o r k g roup agreed to collect a

common set of measures to re flect the pro g ress of the initiative on a broader scale. The common

m e a s u res included HEDIS measures as well as new measures that the workgroup developed. The pur-

pose of collecting common measures is to document improvement and to show how each plan is

i m p roving from its own baseline. These measures provide a common metric for health plans in the

BCAP workgroup to track pro g re s s .

What Common Measures A re Not

Market variations, carve-outs, population diff e rences, physician practice patterns, and plan design may

v a ry significantly among health plans. Common measures are not intended for comparisons of health

plan perf o rmance, but rather to highlight improvement trends within each health plan. 

Collecting BCAP Wo r k g roup Measure s

We encourage you to identify measures in Table 2 that will allow you to track the overall success of your

i m p rovement initiative, in addition to measuring the effects of individual changes.
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Table 2: BCAP Workgroup Common Measures for Achieving Better Care for Asthma

Measure Description

Identification 
1) % of members with diagnosis of asthma # of members meeting definition of asthma

All members in health plan

Stratification 
1) % of members with asthma stratified # of members with asthma stratified by plan’s criteria

# of members with asthma

2) Validity of stratification # of members stratified into same category by two methods
# of members with asthma stratified

Outreach 
1) Contact rate # of members with asthma “successfully” contacted*

# of members with asthma attempted to contact

2) Participation rate # of members with asthma engaging in program activity
# of members with asthma contacted

*  A successful contact is defined according to the health plan’s outreach method 

(e.g., mailings not returned, completed phone calls, home visits).

Intervention 
1) % of members with asthma hospitalized # of members with one or more asthma admissions in 12 months

# of members identified with asthma in the same period

2) % of members with asthma who visit the # of members with one or more asthma visits to ED in 12 months
emergency department (ED) # of members identified with asthma in the same period

3) Average missed work or school days per # of days missed at school or work reported by member
member with asthma # of members with asthma surveyed

4) % of members with asthma with written  # of members with asthma with a written management plan
asthma management plan # of members with asthma 

5) Quality of life Measure varies according to quality of life tool chosen by plan.

6) Appropriate medication use HEDIS measure without continuous enrollment criterion.
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A Typology for
I m p ro v e m e n t

CHCS developed a “Typology for Improvement” to classify health plans’ activities
in designing quality initiatives. The four-step classification system addresses barri-
ers commonly faced by health plans serving Medicaid beneficiaries. The model
was developed based on interviews with health plan medical directors and quality
improvement directors in 10 states. Participating health plans have found the
structure of the typology useful in considering strategies for improvement.  It
offers a template for approaching quality initiatives that can be customized for a
variety of clinical quality improvement projects.

Applying the Typology to Achieving Better Care for Asthma

Identification Identifying members with asthma is the first step toward
improving the management of their condition. Useful activities may include:

• Examining the current method the health plan uses to identify members 
with asthma.

• Encouraging providers to assist the health plan in identifying members 
with asthma.

• Creating and regularly updating a registry for those members with asthma.

Health plans that invest in efforts to identify members with asthma are in a better
position to offer case management or support services to those most at risk of poor
health outcomes.

Stratification   Once the health plan has identified its population of members
with asthma, how does it determine which members are most at risk of having
poor outcomes?  Risk factors include:

• A history of hospitalization for asthma.
• Emergency department use for asthma.
• Inappropriate use of asthma medications.
• Multiple asthma-related absences from school or work.

Typology Category Description

Identification How do you identify the relevant population?

Stratification How do you assign risk within that population?

Outreach How do you reach the target population?

Intervention What works to improve outcomes?



Outreach   Ongoing outreach efforts are critical to ensure that members have
access to appropriate services and adhere to asthma management regimens.
Health plans must evaluate:

• How does the health plan reach its members with asthma?
• Does the health plan make regular calls to members? Does the plan have a 

home visiting program, or a community presence?
• Once members with asthma are contacted, how does the health plan 

encourage ongoing asthma self-management?

Intervention   Once the health plan has identified members with asthma, deter-
mined their level of risk, successfully contacted them, and encouraged them to
participate in asthma management activities, what interventions does the plan
offer to meet member needs? Questions to consider include:

• What programs are available to members with asthma who are at risk for 
poor outcomes?

• Are these programs cost effective?
• Do members use the service?
• Can the plan document improvements in health outcomes as a result of 

these programs?

While this typology is useful for organizing tactics into a systematic strategy, there
also can be overlap between typology categories. A successful effort to improve
identification, for example, can promote activities in stratification, outreach, and
intervention. This toolkit is meant as a guide to help organize ideas, but also is
designed to allow flexibility for creative planning and design of new initiatives.

12



How and when does the health plan find out which of
its members has asthma? 

By identifying members in need of asthma management services, health plans can
address risk factors through outreach and intervention strategies. It also is essential
to assess the resources necessary to identify members at risk. Plan data systems and
information sources might allow the plan to get basic demographic information, but
not provide detailed data that will help the plan more effectively target limited
resources.

Here are approaches for identifying members with asthma that can be combined
and cross-referenced to identify more members:

• Perform a claims run for ICD-9 493.xx codes.
• Perform pharmacy data analysis on all bronchodilators and inhaled steroids.
• Collaborate with other health plans to build a regional registry.
• Collaborate with schools or school-based health centers to identify children 

with asthma using standard screening questionnaires.

Additional approaches include:

• Searching durable medical equipment claims for asthma-related devices, e.g., 
nebulizer, peak flow meter.

• Obtaining information from members, e.g., through new member surveys and 
a recorded message on the plan’s main phone number, such as “Press 6 
if you have asthma.”

• Searching encounter data.
• Performing chart reviews.
• Enlisting enrollment brokers to identify new members with asthma.
• Screening health risk assessments in new member welcome calls.

All of these strategies may present barriers, such as untimely availability of claims
data, asthma-related drugs and durable medical equipment used for conditions other
than asthma, incorrect use of the 493.xx diagnostic code for conditions other than
asthma, inaccurate recording of asthma on encounter data, and high resource com-
mitment. The 11 health plans in the Achieving Better Care for Asthma workgroup
piloted a combination of ways to increase identification of members with asthma,
measured success rates, frequently measured their impact, selected the most useful
methods, and discarded approaches with little yield.

Measuring the appropriate identification rate often presents a challenge for plans.
For example, if a plan’s aim is to identify 100 percent of members with asthma, how
would a plan verify that all members with asthma are identified?  There are some
benchmarks that can be used, including:

• Comparing plan’s identification rate to local prevalence estimates.
• Comparing plan’s identification rate to the number of acute episodes already 

known to the plan by prior identification (e.g., ED visit, hospitalizations).

13

Identification 
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Developing an Asthma Registry
Four plans in the Achieving Better Care for Asthma workgroup developed asthma
registries as part of their quality improvement projects. A disease registry is a
database that contains information about people diagnosed with a specific type
of disease. Registries can be used to support information needs for improvement
activities, including member identification, stratification, monitoring, and care
management. Details of the asthma registries created by workgroup plans are
outlined below.

Purpose of Registry

Principal Use

Is Registry a Stand-
Alone Database for
Asthma?

Registry Initially
Populated by

Registry Updated

Frequency of Update

Software

Accessibility

Reports

Data Fields

CareOregon

Identify members and offer
a management tool for
providers.

Create detailed reports for
clinics and primary care
providers.  

Yes. In the future, 
CareOregon plans to devel-
op one electronic database
for disease management.

Running Structured Query
Language with asthma case
definition.

By running the code.

Quarterly.

Customized Structured
Query Language code and
Crystal reports.

Health plan and reports
sent to providers.

• Patient lists for clinics
and primary care
providers. 

• Medication detail report.

• Member demographics.
• Pharmacy utilization.
• Medical utilization: 

• Inpatient.
• Outpatient. 
• Emergency depart-

ment. 
• Primary care

provider/clinic.
• Performing physician.

Network Health 

Identify and stratify members
with asthma to direct out-
reach to members and
providers.

Identify and stratify members
for phone outreach and
maintain record of contact.

Yes. Network Health plans to
integrate other chronic con-
ditions into the database. 

Pharmacy, medical claims,
provider, and member
databases.

Automatically from databases
and manually by care manager.

Monthly.

Microsoft Access with Visual
Basic.

Health plan only.

• Stratification summary.
• Outreach trigger report.
• Utilization reports.
• Primary therapy.
• Pharmacy report.
• Rescue pharmacy report.
• BCAP contact rate.

• Member demographics.
• Primary care provider.
• Stratification.
• Missed school/work days.
• Missed activity.
• Night waking.
• Peak flow meter, spacer.
• Severity history.
• Outreach history.
• Medical utilization.
• Pharmacy utilization.

P a rtnership HealthPlan
of Californ i a

Central repository for
members identified with
asthma.

Identify the population
and establish a prevalence
rate.

Yes. Partnership manages
separate databases for
other chronic conditions.

Membership, medical
claims/encounter, and
pharmacy data.

By running programs and
updating with eligibility
data.

At least quarterly.

Microsoft Access.

Health plan only.

None currently.  Reports
are generated from a previ-
ously created database.

• Member demographics.
• Asthma severity level.
• Membership eligibility

status flag.

Community Health
Plan of Washington

Identify and stratify 
members with asthma to
direct outreach to members
and providers.

Create reports for clinics to
identify members who bene-
fit from outreach.

Yes. Separate databases exist
for other conditions, such as
diabetes.

Medical claims data, 
including demographic and
utilization data, merged
with pharmacy claims data.

By running programming
code.

Monthly.

Structured Query Language-
Server.

Health plan only.

• Lists of asthma patients
for distribution to prima-
ry care clinics.

• High-risk status for tele-
phone outreach using
inpatient and emergency
department use and pre-
scription medication fills.

• Member demographics.
• Primary care clinic.
• Stratification.
• Inpatient utilization.
• Emergency department

utilization.
• Pharmacy utilization.

Table 3: Examples of Asthma Registries
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Health
Plan
Case
Studies

Passport Health Plan: Broadened Asthma Identification Criteria

BACKGROUND: Passport Health Plan is a provider-owned health plan with 118,000
enrollees in Kentucky.

AIM: Identify all members, age two-56, with asthma, estimated at five percent of total plan
membership within this same age range.

MEASURE: # of members, age two-56, identified with asthma
# of members, age two-56, in health plan

CHANGE: Passport identified members using the following criteria:
1. Members, age two-56, and
2. One pharmacy claim for an asthma drug within the quarter being measured (for a total of at 

least four pharmacy claims for an asthma medication within the past 12 months — HEDIS), or 
3. At least one emergency department or inpatient admission within the past 12 months with a 

493.xx primary diagnosis, and
4. Active with the plan in the last month of the quarter being measured.

Prior to this new identification criteria, a member was identified as having asthma only if they
met all of the above listed criteria for identification.  This change was implemented in the
third quarter of 2001 and compared to results from the first two quarters of 2001.   

RESULTS/LESSONS LEARNED: Passport increased identification of members with asthma
from a baseline of three percent in the first two quarters of 2001 to five percent in the third
quarter of 2001. Since the first quarter of 2002, Passport has identified five percent of its mem-
bers with asthma.  This satisfies the plan’s goal and reflects the American Lung Association of
Kentucky’s reported asthma prevalence rate of five percent.

The plan believes that using a combination of pharmacy and medical claims helped increase
the identification of members with asthma.  

NEXT STEPS: Passport Health Plan will visit high-volume practices to educate office staff
and providers on NAEPP asthma guidelines in an effort to identify high-risk members with
asthma earlier.

6%

5%

4%

3%

2%

1%

0%
1st

Quarter
2001

2nd
Quarter
2001

1st
Quarter
2002

2nd
Quarter
2002

3rd
Quarter
2001

3% 3%

4th
Quarter
2001

4%

5% 5% 5%

Figure 1: Passport Health Plan Members with Asthma – January 2001-April 2002 



Affinity Health Plan: Multi-Tiered Approach to Identification

BACKGROUND: Affinity Health Plan is a non-profit managed care organization serving
83,700 Medicaid and SCHIP members in New York City and the five surrounding counties.

AIM: Identify 100 percent of Affinity Health Plan’s members with asthma by analyzing claims,
pharmacy, utilization management, and self-referral data.

MEASURES: 1. # of members identified with asthma 
# of members in health plan

2. # of members with asthma identified from each specific data source
# of members with asthma identified from all data sources

CHANGE: Affinity standardized the process of identifying members with asthma as early as
possible by using a variety of sources and enrolling the members into Affinity’s asthma disease
management program, AIR. Affinity adopted a multi-tiered identification approach that tapped
a variety of data sources to increase the rate of timely identification of members with asthma.
Beginning with the identification of members with asthma through the new member Health
Risk Assessment (see Appendix B) and inpatient utilization data, additional data sources were
developed and now include claims (ICD-9 codes 493.00 – 493.92), pharmacy, and a variety of
self-referral or physician-referral forms.

RESULTS/LESSONS LEARNED: 
1. The new initiative resulted in a four-fold increase in the number of members with asthma

identified and enrolled in AIR. The plan increased identification from .7 percent in the first
quarter (628 members) to 8.1 percent in the fourth quarter (9,932 members).  The source of
identification was tracked for members enrolled in the program. 

2. Each data source was reviewed to enhance its use as a vehicle for effective identification. For
example, the Health Risk Assessment form had a poor rate of return until it was updated and
placed more prominently in the Member Handbook. As seen in Figure 2, within the first
quarter after the change, the return rate for this form tripled, from 140 in the first quarter to
470 in the fourth quarter.

NEXT STEPS: Affinity is creating an asthma registry, which will be automated to collate all
data sources each month and to track all members with asthma by initial source of identifica-
tion, e.g., Health Risk Assessment form, pharmacy data, etc. Affinity will continue to review
the effectiveness of each data source and its role in the early identification of members with
asthma. 
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Case Management
Hospital census
Self Identified – Using HRA
Total of All Sources

Figure 2: Affinity Health Plan Members with Asthma in AIR, by Source of Identification
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Community Health Plan of Washington: Tapping Utilization and Pharmacy Data to
Identify Members with Asthma

BACKGROUND: Community Health Plan of Washington (CHPW) is a non-profit health
plan with 112,858 Medicaid and SCHIP members.

AIM: Identify 100 percent of members, age two-14, with asthma.

MEASURE:  # of members, age two-14, identified with asthma 
# of members, age two-14, enrolled in health plan 

CHANGE: CHPW developed criteria to identify members, age two-14, with asthma using utiliza-
tion and pharmacy data. CHPW identified members with asthma through the following criteria:

• Inpatient, emergency room, or ambulatory claims with ICD-9 code of 493.0-493.9, or
• Any member having filled pharmacy claims in the past 12 months for:

- Two or more fills of an inhaled beta-agonist.
- One or more fills of an inhaled steroid.
- One or more fills of a leukotriene modifier.
- One or more fills of cromolyn or nedocromil.
- One or more fills of theophylline and age at least six months.

The information is housed in a newly created asthma registry.  The plan updates asthma preva-
lence rates monthly and compares these rates with those of the Washington State American
Lung Association that are published annually.

RESULTS/LESSONS LEARNED: As of June 2002, CHPW reported an eight percent preva-
lence rate for members with asthma, which is comparable to the Washington State American
Lung Association’s rate of near nine percent.  CHPW has integrated the asthma registry into
its business operations. For example, case managers receive daily reports listing members who
have been admitted for short-stay hospitalization. The asthma coordinator, a registered nurse,
uses this information to monitor members who have been recently hospitalized and to tailor
outreach to their needs.  

CHPW’s initial barrier was the limited availability of a data programmer to produce timely
reports. Communicating with the plan’s information systems team that the success of the asth-
ma project depended on prompt reports brought an agreement to generate reports every month
for the asthma project staff.  

NEXT STEPS:  The CHPW asthma project staff is creating a multi-departmental task force to
streamline report requests and increase coordination with the information systems team.
Project staff is improving the registry to produce information about asthma medication pre-
scribing patterns based on HEDIS guidelines. This information helps primary care providers
increase their use of maintenance medication through face-to-face provider training sessions
and provider profiling.



UCare Minnesota: Redefining Diagnosis Codes to Enhance Identification

BACKGROUND: UCare Minnesota serves approximately 75,000 Medicaid and state-subsi-
dized health insurance beneficiaries, of which approximately 53,000 are eligible for the plan’s
asthma program. UCare uses an outside vendor to conduct its asthma management services.

AIM: Identify 100 percent of people with asthma who are eligible for UCare’s asthma program.

MEASURE: # of members identified with asthma    
# of members eligible for asthma programs 

CHANGE:  UCare developed the following criteria to identify members with asthma:
1. One hospital claim, ICD-9 code 493.xx, or
2. Two medical (non-hospital) claims, ICD-9 code 493.xx, or
3. One medical claim and one asthma drug pharmacy claim, or
4. Two asthma drug pharmacy claims, or
5. For members between ages two to five, use above claim combinations but add ICD-9 codes 

496, 786.09, 786.2, 491, 491.8, and 491.9.

Previously, other ICD-9 codes (491-chronic bronchitis and 786-respiratory symptom codes)
were counted as “asthma” and only one pharmacy claim or one medical (non-hospital) claim
was used. This resulted in a 12 percent rate of “denies disease.” Investigation of this rate
showed it to be primarily due to the use of asthma drugs, particularly inhalers and nebulizer
drugs, to treat conditions other than asthma. In other instances, an asthma diagnosis code was
used for conditions other than asthma. The revised criteria dropped the 491, 496, and 786
codes for members older than five years of age.

RESULTS/LESSONS LEARNED: UCare Minnesota learned to be cautious when using over-
ly-generalized diagnosis codes. The change in definition resulted in a reduction in the “denies
disease” rate from 12 percent to five percent. To date, 5,282 members have been identified as
having asthma, representing a prevalence rate of 9.8 percent. The estimated prevalence rate for
asthma in similar populations is eight to nine percent, and UCare Minnesota is confident it has
identified the majority of plan members with asthma.   
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Health Plan Action Steps for Identification  

My health plan’s challenges:

1. _____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

2._____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

3._____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Aim:
Develop an Aim Statement that focuses on increasing the number of members identified with
asthma. For example: Identify 100 percent of members, age five-18, with asthma.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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Measure:
Assess your plan’s ability to measure your Aim Statement. Avoid outcome measures 
(e.g., decrease in bronchodilator use) and develop measures that link directly to your Aim
Statement. Measure this for the initial time period and on an ongoing basis. For example:

# of members, age five-18, identified with asthma
# of members, age five-18, in the health plan

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Change:
Evaluate current methods of identification and change strategies that will effectively fulfill your
Aim Statement. To help you brainstorm, review the change strategies included in this chapter.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Next Steps:
Include staffing issues, funding, timeframes, etc.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________



How can a plan obtain and use health risk inform a t i o n
about members in need of asthma management services? 

Stratification is the process by which a plan determines which subpopulations of
members are most at risk for not receiving asthma services. How does the health
plan determine which members are at risk for poor health outcomes? How does the
plan know which members could benefit from enhanced outreach services that will
encourage them to seek care? Chart reviews, member welcome calls, and targeted
reminders to families can be used to assess members in need of asthma management
services. 

Steps to Assess Risk of Members with Asthma:
1. Identify specific risk factors (e.g., asthma-related emergency department visits 

or hospitalizations, smoking, excessive use of bro n c h odilators, and household 
p e t s ) .

2. Classify the member’s level of risk as low, moderate, or high.
3. Determine which risk factors are modifiable (e.g., inappropriate use of asthma 

medication, smoking, and household pets).

A common challenge in assessing the status of members with asthma is that risk
assessment techniques used by health plans and providers may not capture relevant
risk information. For example, if household pets or tobacco smoke in the indoor
ambient air are important modifiable risk factors, does the risk assessment tool cap-
ture them?

Assessing health risks for members with asthma is complicated because persistent
asthma may become more severe or less severe over time. Symptom flare-ups may
be relatively mild or very severe, regardless of the severity of the member’s asthma.

Strategies to Improve Member Stratification 

Improve Risk Assessment Information Received from Providers:

• Perform chart reviews in provider practices with a high volume of asthma 
patients to identify members requiring enhanced asthma services.

• Offer provider incentives for submission of asthma management plans.
• Stratify providers by specialty, practice affiliation, and number of members to 

evaluate variations in practice patterns and create a profiling system.

Improve Risk Assessment Information Received from Members:

• Provide online or voice-activated risk assessment for members who visit the 
health plan website or who call the plan.

• Conduct welcome calls to new members and include questions about the 
presence of asthma.

Improve Risk Assessment Information Received from Other Sources:

• Standardize health risk assessment tools across health plan departments   
(e.g., member services, case management).

• Standardize health risk assessment tools across health plan providers.
• Standardize health risk assessment tools across health plans.
• Participate in asthma registries in the area.
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Get the Most Out of Data in the Health Risk Assessment:

• Use risk assessment forms and claims, encounter, and pharmacy data to 
stratify members for key factors, including:

- Medicaid eligibility category.
- Number and ages of household members with asthma.
- Ethnicity.
- Language spoken at home.
- Smoking among household members.
- Household pets.
- Pattern of use of beta-agonists and inhaled steroids.
- History of asthma-related hospitalizations and emergency department 

use.
• Designate one department within the health plan for data collection and 

distribution.
• Establish a process to evaluate data and determine appropriate follow up.
• Develop a decision tool to highlight members with mod i fiable risk factors.

Assessing Members with Asthma: The Severity/Risk Mix
Many people in the medical and managed care communities use the term asth-
ma severity to mean different things, leading to much confusion. Asthma sever-
ity in the biologic sense cannot be assessed directly; rather, it can be inferred by
considering the degree to which symptoms are controlled in the context of spe-
cific medical management.

Common Ways to Categorize and Monitor
To classify a member’s asthma severity, health plans can use national guidelines
or their own administrative data, including claims data, patient surveys, and
chart reviews. Health plans in the Achieving Better Care for Asthma workgroup
found a combination of these approaches to be most effective in their stratifica-
tion efforts.
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Table 4: NAEPP Asthma Severity Categorization Criteria

Level of Severity Day Time Symptoms* Night Time Symptoms** Beta-Agonist Use Lung Function

Mild, intermittent < or equal to two < or equal to two < or equal to two uses > or equal to
per week per month per week 80 percent 

Mild, persistent Three to six per week > or equal to three to Three to six uses > or equal to
four per month per week 80 percent 

Moderate, persistent Daily > or equal to five > zero uses, but < or > 60 percent and 
per month equal to two uses per < 80 percent

day per week 

Severe, persistent Continual Frequent > two uses per day < or equal to 
per week 60 percent 

*Day Time Symptoms: Wheeze, Cough, Chest Tightness, Shortness of Breath
**Night Time Symptoms: Frequency of Cough, Wheeze, Awakening from Sleep



While the NAEPP asthma guidelines are extremely helpful, there are some disad-
vantages to keep in mind: 

• The NAEPP analysis is designed for patients who have yet to begin treatment;
thus, it does not help categorize severity in patients currently on asthma medi-
cations, although it does give a good indication of their degree of contro l .

• A patient may have severe disease, but may have well-controlled asthma with
minimal symptoms and relatively normal lung function.

• The information required to use the NAEPP approach must come from 
patient interviews. While medical records may have such information, it 
typically is not well recorded.

• Although these criteria are widely accepted, they have not been well
validated. In part i c u l a r, they may not apply well to the care of young children 
(0-3), who typically have relatively severe exacerbations with viral infections
and fewer symptoms in between. 
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Clearing the Confusion: National Asthma Care Guidelines 

A plethora of asthma care guidelines exist from organizations across the country,
complicating the task of health plans and providers to identify and follow one
standardized set of guidelines for all patients with asthma. 

The most widely used national asthma care guidelines were developed by an
expert panel of the National Asthma Education and Prevention Program,
which is coordinated by the National Heart, Lung and Blood Institute
(NHLBI), a part of the National Institutes of Health (NIH). The NAEPP
guidelines were established in 1997 and were published in the Expert Panel
Report: Guidelines for the Diagnosis and Management of Asthma. The guidelines
were updated in 2002. These asthma care guidelines are interchangeably
referred to as the NAEPP, NHLBI, or the NIH asthma guidelines, or as the
NAEPP Expert Panel Report. 

The majority of the plans in the BCAP Achieving Better Care for Asthma work-
group used the NAEPP Expert Panel Report as a model for developing asthma
guidelines. In this toolkit, we refer to them as the NAEPP asthma guidelines.

The NAEPP Expert Panel Report can be found at: 
www.nhlbi.nih.gov/guidelines/asthma/index.htm



Administrative Data 
Administrative data can provide a tool for determining asthma severity.
Indications of poor asthma control include prior hospitalizations for asthma,
prior use of oral or systemic steroids, and emergency department visits.  

Other Sources of Administrative Data: Patient Surveys and Chart
Reviews
Health plans use a variety of approaches to assess asthma control, including
patient surveys and chart reviews. What are the most effective tools?  The fol-
lowing are a variety of techniques and information about reliability:

• The Asthma Therapy Assessment Questionnaire (ATAQ) survey 
produced by Merck & Co. can be helpful in assessing degree of control. 
ATAQ measures five asthma management domains: 1) asthma control; 2) 
knowledge barriers; 3) patient behavior/attitude barriers; 4) self-efficacy 
(patient beliefs); and 5) patient/provider communication barriers. The 
asthma control domain measures four indicators of control within seven of
its items: 1) patient perception of control; 2) nocturnal symptoms; 
3) ability to participate in normal activities; and 4) overuse or increased 
use of reliever medications. 

• HEDIS provides a rough estimate of asthma control in a plan’s population.
The criteria are designed to capture persistent asthma, but the measures
reviewed tend to classify any asthma patient with a sudden flare-up in the 
persistent category. Care can meet the HEDIS quality criteria if a 
controller medication is prescribed even once. 
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Table 5: Useful Sources of Administrative Data for Classifying Asthma Severity

Medical Facility Usage

Hospitalizations 
• There is a 25 percent likelihood that a person

hospitalized in one year will be hospitalized in
the next year.

Emergency Department Visits 
• There is a 15-20 percent likelihood that a person

visiting an ED once in a six-month period will
visit again within the year.

• In evaluating ED use, it is important to consider
non-clinical factors such as lack of access to
appropriate medical care, hours of operation, day
of week, time of day, and cultural and social per-
spectives. 

Outpatient Visits 
• Acute and maintenance visits should be evaluat-

ed separately. Acute office visits are comparable
to ED visits, and likely indicate poor control.
Scheduled office visits are likely to be desirable,
and associated with better control in some studies. 

Medication Usage

Bronchodilators/Albuterol 
• If asthma is well controlled, these medications

will ideally be used less than twice per week for
brief flare-ups.  

• Increased use of albuterol demonstrates either
poor asthma control or poor quality practice. In
either event, it is linked to an increase in hospital
stays. 

Oral Corticosteroids 
• Repeated use of oral corticosteroids indicates poor

control and is associated with subsequent increase
in likelihood of a hospital stay.



• Chart reviews alone are generally not a reliable way to assess asthma severity
or to review if patient education was provided. Generally, medical charts lack
vital information that is relevant to monitoring the changing status of an
asthma patient. 

• Asthma action plans are an important tool to facilitate provider-guided 
patient self-management. The NAEPP guidelines identified the following 
components of an effective asthma action plan: 
- A summary of treatment goals, such as freedom from symptoms, no lost 
days from school or work, etc. 
- A summary of daily medications.
- A summary of daily self-monitoring actions, including: 

• Peak-flow measures.
• Symptoms. 
• Frequency of use of quick-relief inhaler.
• Actual use of daily medications. 
• Any restriction of activities. 

• An Asthma Registry can provide convenient access to comprehensive data for
providers and health plans. It also can track patient outcomes and 
compliance with treatment plans. 
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Health
Plan
Case
Studies

CareOregon: Medication Analysis to Predict Moderate/Severe Asthma

BACKGROUND: CareOregon is a non-profit Medicaid health plan with 88,000 enrollees.  

AIM: Stratify members with asthma, age five-11, as moderate/severe persistent asthma with at
least 95 percent accuracy using claims data.

MEASURE:  
# of members, age five-11, identified by claims and verified by providers as having 

moderate/severe asthma
# of members, age five-11, initially identified by claims as having moderate/severe asthma

CHANGE: CareOregon implemented a family intervention program to improve care for chil-
dren with moderate/severe persistent asthma.  To accurately stratify members who are eligible
for the program, the plan developed criteria to identify members with moderate/severe asthma
using claims and pharmacy data. Lists of members identified with moderate/severe persistent
asthma were sent to providers to confirm accuracy of the stratification level. Providers were
given referral forms (see Appendix C), including a symptom checklist, to complete for each
member identified with moderate/severe persistent asthma. Completed referral forms were
entered into a database. To validate the claims-based stratification, members who are ineligible
for the program were compared with those found eligible.

RESULTS/LESSONS LEARNED: By June 2002, CareOregon providers verified 48 percent
of the 614 children identified.  Of the 292 stratified, 33 percent were found to be eligible for
the asthma management program (e.g, have moderate to severe persistent asthma according to
NAEPP asthma guidelines).  

Disappointed by this low accuracy rate, CareOregon analyzed a sample of 203 children identi-
fied by claims with completed referral forms. CareOregon examined emergency department vis-
its, outpatient visits, and medication usage, including short-acting beta agonist use and anti-
inflammatory use. Hospitalizations were excluded based on low volume.

CareOregon found that having an emergency department visit was not an accurate indicator of
severity of asthma, and neither were outpatient visits or high use of Albuterol. The most useful
measures for identifying children with moderate/severe asthma using claims are use of an anti-
inflammatory medication or a combination indicator that includes either anti-inflammatory
medication or six or more Albuterol dispensings in 12 months.. Using only anti-infla m m a t o ry
dispensings, 74 percent of the children with mod e r a t e / s e v e re asthma were identified, compared to
78 percent with the combination indicator.

NEXT STEPS:  Care Oregon will continue to use the combination indicator (anti-inflamma-
tory use or six or more Albuterol dispensings) as a stratification method. Providers like the
medication analysis report because it provides real-time data (within a month of use) and it
effectively identifies members with moderate to severe persistent asthma. 
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Cimarron Health Plan: Effective Medication Use Can Mask Severity of Asthma

BACKGROUND: Cimarron Health Plan is a for-profit health plan serving approximately
66,000 Medicaid members in New Mexico. 

AIM: Stratify 100 percent of members with persistent asthma within one month of identifica-
tion into mild, moderate, and severe persistent categories using medication.

MEASURES: 
1. # of newly-identified members with asthma stratified within one month of identific a t i o n

# of members newly identified with asthma

2. # of members stratified into mild, moderate, or severe persistent asthma categories
# of newly-identified members stratified within one month of identification

CHANGE: Cimarron stratified members with persistent asthma into three levels of severity
based on pharmaceutical usage, numbers of office and emergency department visits, and hospi-
talizations.  Prior to this, members were stratified by case managers using only clinical criteria.
A total of 4,638 members were identified as having asthma.  Of those, 2,708 were stratified as
having persistent asthma within one month of identification.

RESULTS/LESSONS LEARNED: In less than six months, Cimarron Health Plan increased
its stratification rate from a baseline of 2.51 percent using only clinical information from case
managers to 78.2 percent using the new stratification criteria. Members found to have persistent
asthma are stratified into mild, moderate, or severe levels of severity.  An important, and unex-
pected, lesson learned in this activity is that effective medication use can mask severity of asthma.

Table 6: Medication Status of Cimarron’s Members with Persistent Asthma

Medication Status S e v e re Persistent Moderate Persistent Mild Persistent T O TA L

Medicaid 1,309 121 1,278 2,708

Taking asthma dru g s 94.04% 3.31% 61.58% 75%

Not taking asthma 5.96% 96.69% 38.42% 25%
drugs

Total 100% 100% 100% 100%

The table indicates that stratification based on clinical criteria alone may incorrectly stratify
members with severe asthma who are well controlled as mild. This exercise highlights the
i m p o rtance of using pharmacy data in combination with clinical criteria so that the stratific a-
tion tool does not mask members with severe or moderate asthma whose condition is eff e c t i v e l y
controlled by medication.

NEXT STEPS: Cimarron will continue to apply the new stratification tool on a quarterly basis
to identify members for its asthma disease management program.  It will continue to further
refine the tool to separate members with mild persistent asthma from those with more severe
asthma under control versus those with truly mild asthma.
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Community Health Plan of Washington: Accurate Stratification Using
Administrative Data 

BACKGROUND: Community Health Plan of Washington (CHPW) is a non-profit health
plan with 112,858 Medicaid/SCHIP members.

AIM: Stratify 100 percent of members with asthma, age two-14, as high risk or low risk using
the plan’s asthma registry. Verify accuracy of stratification method with clinical data obtained
from a sample survey of patients with asthma in the high-risk category.

MEASURES:  
1. # of members, age two-14, stratified by administrative criteria

# of members, age two-14, identified with asthma 

2. # of members, age two-14, with asthma classified as high risk
# of members, age two-14, successfully stratified by administrative criteria

3. # of members, age two-14, classified as high risk by both administrative and clinical data
# of high-risk members, age two-14, as classified by administrative data

CHANGE: CHPW separated its asthma patients into low- and high-risk categories using
administrative data from the plan’s asthma registry. The plan verified this stratification method
by comparing the administrative risk classification with a clinical risk classification in a sample
survey of asthma patients who fell into the high-risk category. The clinical risk classification is
determined during phone calls with the member.

Administrative criteria for high risk:
• One or more emergency department visits for asthma in last 12 months.
• One or more inpatient admissions for asthma in the last 12 months.
• Four or more prescriptions of an inhaled beta-agonist in the last 12 months (or two or more

in the last six months).
• One or more prescriptions of an oral steroid in the last 12 months.
• Four or more clinic visits for asthma in the last 12 months.

Clinical criteria for high risk:
• A member with persistent asthma who is not on a control medication.  
• A member with intermittent or persistent asthma who does not recognize symptoms of wors-

ening asthma or know the appropriate steps to take.
• A member with intermittent or persistent asthma who has a history of sudden worsening of

symptoms, intubations, or intensive care admissions.
• A member with mild intermittent asthma who uses Albuterol more than twice a week; a

member with mild or moderate persistent asthma who uses Albuterol daily or more than
three to four times in one day; or a child who uses more than one canister per month.

R E S U LTS/LESSONS LEARNED: CHPW stratified 100 percent of its members, age two-14,
with asthma in the asthma re g i s t ry.  Based on this, 52 percent of the identified asthma population
fell into the high-risk category.  CHPW then surveyed 79 members who met the criteria for high
risk based on the administrative algorithm and found that 100 percent of these members had per-
sistent asthma. Calculation of the pro p o rtion of these 79 persons who also meet the criteria for
“clinical high risk” currently is underw a y. At this point, it is known that at least 58 percent of
these 79 persons also are “clinically high-risk,” because they are not receiving anti-infla m m a t o ry
medications. 

NEXT STEPS: CHPW is pleased with the registry’s ability to stratify members into appropri-
ate risk categories. CHPW will continue verifying its registry stratification method by surveying
members identified as high risk through the registry.
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Network Health: Using Pharmacy and Utilization Data to Build an Asthma Registry

BACKGROUND: Network Health is a provider-sponsored, non-profit Medicaid health plan
with approximately 45,000 members in Massachusetts.

AIM: Stratify 100 percent of members with asthma, age two-18, based on pharmacy and utiliza-
tion data, into categories of low, medium, and high risk of future utilization. Determine whether
the members in the medium- or high-risk asthma categories are in or out of control based on the
administration of Merc k ’s Asthma Therapy Assessment Questionnaire (ATAQ). 

MEASURES:  
1. # of members, age two-18, with asthma stratified into low, medium, and high risk of future utilization

# of members, age two-18, with asthma

2. # of medium- and high-risk members, age two-18, “out of control”
# of medium- and high-risk members, age two-18, with asthma completing ATAQ survey

CHANGE: Network Health developed an asthma registry (Appendix D) using pharmacy data,
medical claims, and provider and member databases. The registry identifies members with asth-
ma and automatically stratifies them into low, medium, and high risk of future utilization.
Members who have had one ED visit, with asthma listed as one of the top four diagnoses,
and/or have filled five or more beta-agonist prescriptions in a quarter, are classified as medium
risk. If a member has an inpatient admission for asthma or two ED visits in a 12-month period,
he or she is stratified as high risk. All other members with asthma are classified into the low-
risk category. The registry is updated once a month and the Asthma Program Manager may add
a member at any time. Medium- and high-risk members are assessed for asthma control by the
Asthma Program Manager via telephone using the ATAQ survey.

R E S U LTS/LESSONS LEARNED: Network Health successfully stratified 100 percent of mem-
bers, age two-18, with asthma. Most, 85 percent, were stratified into the low-risk category, with
11 percent in medium-risk and four percent in high-risk. Of the 328 members in the medium-
and high-risk categories, the ATAQ survey was administered to 68 members, of which 37, or 55
p e rcent, were found to be “out of contro l . ”

The ATAQ survey validates the stratification methodology. At the beginning of the project,
Network Health estimated that, based on the survey, 50-75 percent of medium- and high-risk
members would be measured as “out of control,” and 55 percent of members surveyed have
been assessed as “out of control.” 

N E X T STEPS: The goal is to have an asthma action plan in place for every member whose
asthma is “out of control.” All high-risk members, and any other member found to be “out of
control,” are offered home visits by a community agency that can provide further education
and home assessment. Home visits also are available to other members with asthma at the dis-
cretion of the Asthma Program Manager.
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Health Plan Action Steps for Stratification  

My health plan’s challenges:

1. _____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

2._____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

3._____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Aim:
Develop an Aim Statement that focuses on increasing the number of members with asthma
stratified by the health plan. For example: The health plan will receive completed health risk assess-
ments from 80 percent of new members within three months of enrollment to facilitate early referral to
asthma management services.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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Measure:
Assess your plan’s ability to measure your Aim Statement. Avoid outcome measures (e.g.,
decrease in number of asthma-related emergency department visits) and develop measures that
link directly to your Aim Statement. For example:
# of health risk assessments received from new health plan members within three months of enrollment
# of new health plan members

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Change:
Evaluate current methods of stratification and change strategies that will effectively fulfill your Aim
Statement. To help you brainstorm, review the change strategies included in this chapter.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Next Steps:
Include staffing issues, funding, timeframes, etc.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________



How does a plan reach members in need of asthma
care?

After members have been identified and stratified by risk level, health plans need
effective ways to contact members and encourage use of appropriate health services.
Outreach to the Medicaid population is particularly challenging. Health plan activ-
ities that often are used to reach members in need of asthma care, as well as poten-
tial barriers, are listed in Table 7.

Table 7: Common Outreach Strategies – Common Barriers 

Strategy Barriers

Telephone Calls to Members • Inaccuracy of phone numbers for Medicaid 
enrollees; lack of a phone in the household.10

• Cultural competency and language issues.

Mailings to Promote • M o re frequent moves among Medicaid members  
Asthma Services than among commercial members. 

• Out-of-date mailing addresses. 
• Literacy issues.  

Home Visits by • Difficulty finding members at home; once found,
Community Outreach poor success convincing them to come in for
Workers services. 

• Problems recruiting plan staff willing to conduct 
visits to inner city or remote rural areas.

Newspaper/Media Ads and • Literacy and language issues.
Public Service Radio • Too diffuse to reach the specific people targeted 
Announcements for services.

Successful health plan outreach efforts identify what members need or value.
Health plans might link outreach services to risk factors identified in the health
plan’s stratification efforts. An outreach program designed to help members with
social service needs (e.g., housing, transportation, child care) may be more effective
in getting members with asthma in for care or self-management education than one
focusing solely on clinical care improvements. 

Strategies to Improve Outreach to Promote Better Care for Asthma

Member Outreach Strategies
• Ask incoming callers if any household members enrolled in the health plan

have asthma. If so, remind them about the importance of asthma contro l .
• Conduct welcome calls to every new plan member that includes a message

about asthma care services.
• Develop outreach programs targeted at grandparents and other relatives who

may serve a key caretaking role for children with asthma.
• Maintain up to four alternative addresses and telephone numbers (e.g., grand-

parents, siblings, cousins) for each member to increase the chances of contact-
ing members during outreach efforts.
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10 BCAP workgroup health plans noted phone number inaccuracy in the range of 30-70 percent.
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Provider Outreach Strategies
• Offer financial incentives to providers to complete an asthma management

plan.
• Reward and recognize providers who prescribe appropriate asthma preven-

tion medications.
• Visit provider offices to educate physicians and staff about teaching patients

self-management skills.
• Review performance with high-volume providers.
• Generate reports identifying patient information to providers.

Community or Vendor Outreach Strategies
• Work with churches, synagogues, mosques, and other faith-based organiza-

tions to assist with outreach.
• Participate in and/or host health fairs to reach members in need of asthma

management services.
• Contract with public health departments to provide outreach.
• Work with school nurses or school-based health centers at schools with high

numbers of Medicaid or SCHIP enrollees.
• Contract with enrollment broker to perform initial asthma screening for all

new enrollees.
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CareOregon: Achieving Improvements in Outreach and Enrollment 

BACKGROUND: CareOregon is a non-profit Medicaid health plan with 88,000 enrollees.  

AIMS: 
1. Contact at least 80 percent of eligible children, age five-11, who have moderate or severe

persistent asthma.  A “contact” is defined by CareOregon as reaching a person by telephone
to verify that they have received and understand program materials.

2. Enroll 80 percent of those contacted.  Enrollment is defined by CareOregon as successfully
completing the assessment tool in a personal interview.

MEASURES: 
1. # of children, age five-11, with moderate/severe persistent asthma contacted

# of children, age five-11, eligible

2. # of children, age five-11, contacted who are enrolled
# of children, age five-11, contacted

CHANGE: CareOregon implemented the following changes:

• Added a Spanish-speaking staff member.
• Sent a letter to families upon referral and a follow-up phone call encouraging them to 

participate.
• Scheduled group sessions in clinics to accommodate family schedules. Reminders are sent by

letter and phone calls prior to group sessions.
• Offered incentives for attending group sessions (e.g., phone cards, mattress covers, school

supplies, lunch/dinner, childcare services, and peak flow meters).
• Created a database in which unduplicated names of all identified program participants are

entered.  The plan uses the database to track the percentage of individuals contacted, as well
as the percentage enrolled and the percentage retained.

RESULTS/LESSONS LEARNED: In November 2001, CareOregon surpassed its contact aim
by reaching 87 percent of eligible children, age five to 11. The plan continues to meet its goal
of contacting 80 percent of children verified as eligible. Of those contacted, 64 percent are cur-
rently enrolled in the program.  

NEXT STEPS: CareOregon will continue to expand its program by working with provider
champions in new participating clinics. The health plan is working with the Centers for
Disease Control and Prevention to develop a measure for program retention.

Health
Plan 
Case
Studies
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Passport Health Plan: Educating Members about Asthma Disease Management

BACKGROUND: Passport Health Plan is a provider-owned health plan with 118,000
enrollees in Kentucky.

AIM: Contact 95 percent of identified members with asthma quarterly, either directly or
through their provider.

MEASURE: 
# of members who are contacted quarterly, directly or indirectly, regarding the asthma program
# of members who are newly identified with asthma during the quarter

CHANGE: Passport identifies members who are eligible for the asthma program each quarter.
Members, age two-56, are contacted regarding the asthma program by phone and/or mail. All
members identified with asthma are sent mailings. Mailings to members include a welcome let-
ter explaining the benefits of asthma disease management, an annual asthma action plan, an
annual flu shot postcard, and information about asthma and self-management of the disease. In
addition to mailings, high-risk members receive a phone call from the case manager.

Members with asthma receive an educational mailing at least once a quarter. Members identi-
fied as not on appropriate medication are sent a targeted mailing twice a year. Passport Health
Plan members also are contacted indirectly through mailings to primary care providers (PCPs).
PCPs receive a quarterly listing of members who are not on appropriate medications along with
information about their asthma patients’ use of services (pharmacy, emergency department,
admissions, and specialist). PCPs have responded favorably to this information and requested
that future lists be customized, e.g., placing information for only one patient on a page so that
it could be inserted in the chart. During a recent HEDIS audit, Passport noticed that PCPs
included these reports in patient records.

RESULTS/LESSONS LEARNED: Passport Health Plan exceeded its aim by contacting 100
percent of all identified members with asthma for three quarters in 2001 and the first quarter of
2002. The major obstacle was finding current addresses for members. However, contact infor-
mation is cross-referenced for members. If an address is incorrect, another contact method
(e.g., telephone) is used.
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Cimarron Health Plan: Reaching Out to Members to Determine Asthma
Knowledge and Level of Control

BACKGROUND: Cimarron Health Plan is a for-profit health plan serving approximately
66,000 Medicaid members in New Mexico.

AIM: Receive information on patient understanding and control of asthma from 60 percent of
members identified with persistent asthma (mild, moderate, or severe) through the use of
Merck’s Asthma Treatment Assessment Questionnaire.

MEASURES: 
1. # of members with persistent asthma who re t u rned the baseline ATAQ surv e y

# of members with persistent asthma sent the baseline ATAQ surv e y

2. # of members who returned the follow-up ATAQ s u rv e y
# of members who returned baseline survey and were sent follow-up ATAQ s u rv e y

CHANGE: Cimarron mailed an ATAQ survey to all members identified with mild, moderate,
or severe persistent asthma to obtain baseline and six-month follow-up information regarding
member’s asthma knowledge and the level of asthma control. As an incentive to fill out the
survey, consumers who returned the survey received a CD-ROM game, “Air Academy: The
Quest for Airtopia,” that teaches kids how to control their asthma.

The health plan introduced the baseline ATAQ survey to its members with asthma in three
groups: 

1. Patients of physicians with 50 or more patients with asthma (April 2002).
2. Patients of physicians with 30-49 patients with asthma (May 2002).
3. Patients of physicians with 29 or fewer patients with asthma (June 2002).

The purpose of the baseline outreach effort was to provide members and their PCPs feedback
about which areas would benefit from improvement. The purpose of the six-month follow-up
outreach effort was to learn if there had been improvement in level of knowledge and/or level
of asthma control, as well as areas where further intervention was needed.  

RESULTS/LESSONS LEARNED: To date 1,040 ATAQ surveys have been mailed to 23
adults and 1,017 pediatric members. Only 111 surveys have been completed and entered into
the database, representing an 11 percent completion rate.  The total numbers of surveys
returned as undeliverable was under ten percent.

NEXT STEPS: To address the low completion rate of the ATAQ baseline survey, Cimarron is
conducting follow-up calls and distributing letters to members.



Health Plan Action Steps for Outreach

My health plan’s challenges:

1. _____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

2._____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

3._____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Aim:
Develop an Aim Statement that focuses on increasing the number of members and/or providers
the health plan contacts.  For example: Increase the number of outreach visits by health plan staff to
provider offices with low prescribing rates for asthma prevention medication from 20 to 50 percent
within one year.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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Measure:
Assess your plan’s ability to measure your Aim Statement. Avoid outcome measures (e.g.,
decrease in asthma-related missed school/work days) and develop measures that link directly to
your Aim Statement. Measure this for the initial time period and on an ongoing basis. For
example:

# of providers with low prescribing rates visited by health plan staff
# of providers with low prescribing rates

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Change:
Evaluate current outreach methods and evaluate change strategies that will most effectively 
fulfill your Aim Statement. To help you brainstorm, review the change strategies included in
this chapter.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Next Steps:
Include staffing issues, funding, timeframes, etc.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
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What works to improve outcomes of members with
asthma?  

Clearly, there is evidence that asthma care services, such as the use of inhaled
steroids, can prevent acute asthma episodes. Other services, such as self-manage-
ment education and home environmental assessments, can identify key health
issues before they reach a crisis stage. 

An assumption of all plans in the Achieving Better Care for Asthma workgroup is
that there are interventions that can make a difference. These tend to focus on
improving provider-prescribing patterns; better use of appropriate durable medical
equipment, such as peak flow meters; home-based patient education; and increased
communication with providers to follow up on asthma-related hospitalizations and
ED visits. While this chapter provides examples of some interventions tried by the
BCAP plans, many of the activities undertaken in identification, stratification, and
outreach also lead to an increase in health plan interventions. For example, the
creation of an asthma registry is useful for both identification and stratification of
members with asthma, and indicates those members most in need of specific kinds
of interventions.  

Potential barriers to providing and documenting asthma interventions are listed in
Table 8.
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Table 8: Common Asthma Interventions and Potential Barriers

Interventions Barriers  

Follow up for members who dro p
out of routine asthma care .

Reminder calls for scheduled
appointments following asthma-
related hospitalization or emer-
gency department visit.

Invest in developing pro v i d e r
capacity to “make every visit an
asthma education visit.”

P rovide group self-management
education for families affected by
a s t h m a .

O ffer incentives to providers to
p rescribe inhaled steroids for
patients with persistent asthma.

• Many provider offices that serve primarily Medicaid beneficiaries may func-
tion without appointment systems or have no routine pro c e d u res for
rescheduling missed appointments. 

• Many primary care offices do not track patient caseload by diagnosis.

• Incorrect phone numbers or no telephone in the home.
• Language and cultural barr i e r s .

• Getting providers’ attention in a complex market is always challenging.

• Lack of child care services and transport a t i o n .
• Members may not see the need to attend “classes.”
• The schedule may be inconvenient, or language/cultural impediments may

e x i s t .

• Providers may not accept this as a standard of care .
• Patients/parents may not understand the rationale for inhaled steroids and

may routinely resist using them when feeling well.
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Intervention Strategies to Achieve Better Care for Asthma  

Member Strategies
✓ Provide incentives to members with asthma to participate in self-

management education, such as a free nebulizer or peak flow meter.

✓ Solicit local businesses and non-profits to provide donations to use
for member incentives, e.g., movie tickets, pizza coupons, and
bus/subway tokens.

✓ Use a social worker to conduct family interventions to remove the
social and psychological barriers to effective asthma management.

✓ Train community-based workers to conduct home assessments and
provide guidance on asthma trigger abatement.

Provider Strategies
✓ Link provider compensation to improved delivery of services (e.g.,

prescribing inhaled anti-inflammatory medications for persistent asth-
ma or documenting an asthma management plan) or to document
adoption of plan-sponsored asthma care office systems.

✓ Educate physician office staff on assessing the level of asthma control
over a specified time period before the patient sees the physician.

✓ Work with emergency departments to routinely notify primary care
physicians when their patients with asthma have been provided
emergency asthma-related care.

✓ Assign quality management nurses to monitor high-volume provider
offices.

✓ Facilitate coordinated transition between primary care providers and
specialists.

✓ Help provider offices implement office tracking systems.
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Network Health: Using Asthma Action Plans to Improve Member Self-
Management 

BACKGROUND: Network Health is a provider-sponsored, non-profit Medicaid health plan
with approximately 45,000 members in Massachusetts. 

AIM: Develop asthma action plans for 80 percent of members with asthma, age two-18, within
three months of being identified by pharmacy and utilization data as medium or high utilizers
and who are currently in poor control as determined by the plan’s assessment tool (ATAQ sur-
vey).

MEASURE: # of eligible members with asthma, age two-18, with completed asthma action plans
# of eligible members with asthma, age two-18* 

*A member, age two-18, with asthma is eligible for the intervention if he or she is stratified as
medium or high risk and is deemed to be “out of control” according to the ATAQ surv e y.

CHANGE: Network Health hypothesized that the use of asthma action plans increases the
likelihood that members will maintain control of their asthma. In order to become eligible for
the intervention, members must be stratified as medium to high risk for future utilization and,
when assessed by the asthma program manager, are determined to be “not in control” of their
asthma based on the ATAQ survey. These members receive a home visit from a qualified asth-
ma educator to develop their asthma action plan.  The completed asthma action plan is faxed
to the member’s provider for approval. 

RESULTS/LESSONS LEARNED: As of June 2002, 62.5 percent of eligible Network Health
members with asthma had an asthma action plan.  Although Network Health was unable to
establish a baseline for this activity because asthma action plans were previously not required,
the plan is confident that this initial result is an improvement.

Network Health found that it is easier to develop the asthma action plans with members
through home visits with an asthma educator, rather than working with the primary care
provider. Completed asthma action plans are sent to the member’s PCP for signature.

NEXT STEPS: Members will be reassessed one year later using the same survey to determine
whether the action plan has helped them remain in control of their asthma as compared to
those members eligible for the intervention who did not have a completed asthma action plan.

H e a l t h
P l a n
C a s e
Studies 



Health Plus: Focus on Appropriate Pharmacotherapy 

BACKGROUND: Health Plus is a non-profit health plan serving 148,000 Medicaid and
SCHIP members in the five boroughs of New York City.

AIM: Increase the number of members with persistent asthma who take control medications by
15 percent.

MEASURES: 1. # of members with persistent asthma taking control medications
# of members with persistent asthma taking any asthma medication

2.  control vs. rescue medication ratio post-interv e n t i o n
c o n t rol vs. rescue medication ratio pre - i n t e rv e n t i o n

CHANGE: Using a pharmacy database, Health Plus identified members taking asthma medica-
tions over a six-month period.  The plan identified two groups of members who were good tar-
gets for interventions: 

• Members with persistent asthma on no control medication.
• Members who are taking a control medication, but are under-medicated (on four or fewer

control medications dispensed in the six-month period), based on a diagnosis of persistent
asthma.

For both groups, Health Plus developed a physician letter (Appendix E) to report the findings
for individual patients. The physician was asked for an update on planned interventions.
Health Plus opted to use a baseline of the average control vs. rescue ratio (0.7) for the year
prior to the initiation on the intervention.

RESULTS/LESSONS LEARNED:
1. From December 2000 to August 2001, the percent of members with persistent asthma on

control medications increased from 65 percent to 71 percent.
2. From January to December 2001, the ratio of control vs. rescue medications increased by 39

percent over the baseline ratio, from 0.69 to 0.96 (Figure 3).
3. As of June 2002, Health Plus sent 196 physician letters and received 100 letters in response.

The response received indicates that the member had been or would be contacted and medi-
cations adjusted.   Since the program seems to improve both member health outcomes as
well as lead to decreases in ED visits and hospital stays, Health Plus plans to continue to
track these members to document improvements.

As a result of the above, admission rates for members with persistent asthma decreased. At
baseline, 3.2/1,000 members with asthma were hospitalized. One year later, that number
decreased to 2.6/1,000.

NEXT STEPS: Feedback received indicates that providers often are unaware of what medica-
tions the member is taking — some members may go to the emergency department to get med-
ication, while others never fill their prescriptions.  As a result, the plan has decided to share
the information in the pharmacy database with the providers. The plan sends a bimonthly let-
ter that includes the names of all the members in the provider’s panel who have filled a pre-
scription for four or more rescue medications without any control medication dispensed during
the past six months.  The disease management nurse will contact the PCP one month after the
letter has been sent to follow up, educate the provider on the program, and assist with contact-
ing the member, if necessary.
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Figure 3: Health Plus Control/Rescue Medication Usage for Members with Asthma

Figure 4: Health Plus Percent of Members with Asthma Using Exclusively Rescue Medications
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University of Oklahoma dba Heartland Health Plan: Using a Collaborative
Approach to Improving Asthma Care

BACKGROUND: The University of Oklahoma dba Heartland Health Plan of Oklahoma is a
Medicaid IPA model plan owned by the University of Oklahoma with 115,733 members. 

AIMS:
• Ensure that 100 percent of members with moderate or severe persistent asthma are using

appropriate long-acting anti-inflammatory medication per NAEPP asthma guidelines. 
• Ensure that 90 percent of members with moderate or severe persistent asthma have a written

asthma action plan. 
• Increase by 75 percent the use of peak flow meters at home for members with severe or per-

sistent asthma. 

MEASURES:

1. # of members with moderate or severe persistent asthma using appropriate long-acting anti-
i n fla m m a t o ry medication 

# of members with moderate or severe persistent asthma 

2. # of members with moderate or severe persistent asthma with a written asthma action plan 
# of members with moderate or severe persistent asthma 

3. # of members with moderate or severe persistent asthma using peak flow meters at home, post-
i n t e rvention 

# of members with moderate or severe persistent asthma using peak flow meters at home, pre -
i n t e rvention 

CHANGES: Heartland Health Plan, working as part of a collaborative pilot project, including
the Oklahoma Health Care Authority and the University of Oklahoma Community and
General Pediatrics Clinics, brought about a standardized approach to the care of patients with
asthma. The following changes were piloted in one provider clinic:

• Implementation of NAEPP asthma guidelines.
• An assessment and plan of action completed by the medical provider.  See Appendix F for

Asthma Encounter Form.
• An asthma self-management plan communicated to the patient/guardian.  See Appendix G

for Breathing Better in Oklahoma Asthma Management Plan.
• Education and instruction regarding triggers and how to monitor asthma status.

RESULTS/LESSONS LEARNED: The results of the measurement period from February 1,
2001 to September 30, 2001 were as follows: 

Table 9: Heartland Health Plan of Oklahoma Intervention Results

Measure Baseline Goal Results
Use of long acting anti-inflammatory 23.2% 100% 93.5%
medications

Peak flow meter use at home 12.8% 75% 93.8%

Written asthma action plan 3.7% >90% 100%
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Partnership HealthPlan of California: Giving Feedback to Providers to Drive
Appropriate Medication Use

BACKGROUND: Partnership HealthPlan of California (PHC) is a non-profit Medicaid
health plan in northern California with 77,000 members. 

AIM: Ensure that 100 percent of PHC members with asthma are using appropriate prescrip-
tions and that members receive asthma care in the most appropriate location based on severity
of their disease.

MEASURES: 
1. # of members with persistent asthma with one or more controller prescriptions in the 

measurement year

# of members with persistent asthma

2. # of members with persistent asthma with eight or less canisters of rescue medication (short-
acting beta-agonists) in the measure m e n t year 

# of members with persistent asthma

3. # of members with persistent asthma with no emergency department visits in prior year 
# of members with persistent asthma

4. # of members with persistent asthma with no inpatient hospital stays in prior year 
# of members with persistent asthma

CHANGES: Partnership HealthPlan of California implemented a variety of strategies to assist
providers in better monitoring asthma care, including:

• Distributing beta-agonist overuse reports every six months to physician practices (Appendix
H). Reports were reviewed at academic detailing visits and practice sites were surveyed
regarding usefulness.  PHC also proposed to its Physician’s Advisory Committee to add the
HEDIS asthma measure to the PCP Quality Bonus Incentive criteria for FY 2001/2002.   
The plan sent full medication profile and a letter to PCPs for members with more than eight
canisters of beta-agonist within a one-year period. 

• Sponsoring annual physician education updates re g a rding appropriate management of asthma,
training PCP staff in asthma education, and off e r i n g enhanced benefits for member asthma
education. 

RESULTS/LESSONS LEARNED: From 2000 to 2002, PHC achieved the following: 

• Increased the percentage of members with asthma using one or more control medications 
(58.6 percent vs. 67 percent).

• Increased the percentage of members with asthma with eight or less canisters of beta-agonist
(83.5 percent vs. 85 percent).

• During this time, PHC also saw the percentage of members with asthma using the emergency
room drop from 28.2 percent to 22.5 percent and the members with asthma with no hospital
stays remained constant at 97 percent as of first quarter 2002. 

Partnership HealthPlan of California found that getting the overuse reports into the practition-
ers’ hands was critical. After reports were mailed in January 2001, follow-up phone calls
revealed that more than half of the practice sites had not seen the reports. In response, the
plan hand-delivered high beta-agonist reports to 43 practice sites (214 members).  The summa-
ry report was printed on colored paper and was the first sheet in the report.  A follow-up survey
showed that practitioners were using the reports appropriately and found them very useful.  



Passport Health Plan: A Multi-Layered Strategy to Encourage Appropriate
Utilization among Members with Asthma

BACKGROUND: Passport Health Plan is a provider-owned health plan with 118,000
enrollees in Kentucky.

AIMS:
• Increase members with persistent asthma on a control medication from a baseline of 74 per-

cent to 80 percent.   
• Decrease current emergency department utilization for uncontrolled asthma from a baseline

of 31 percent to 15 percent of total asthma members.
• Decrease current hospital admissions for asthma from a baseline of eight percent to four per-

cent of total asthma members.

MEASURES: 1. # of members with persistent asthma on control medication
# of members identified with persistent asthma

2 . # of members with asthma utilizing emergency department 
# of members identified with asthma

3. # of members with hospital admission for asthma
# of members identified with asthma

P a s s p o rt used the definition of control medication adopted by HEDIS 2001.  Emergency depart-
ment and hospital use for asthma were identified as those members having at least one emerg e n c y
claim and at least one hospital admission claim with the primary diagnosis of asthma (493.xx).  

CHANGES: The plan implemented several improvement strategies, including: 
• Provider Report of Members with Asthma: Lists provider’s patients, the number of asthma

related emergency department visits and hospitalizations, and pharmacy utilization of rescue
and control medications (see Appendix I).

• Provider Outreach Visits: Visits to providers by the Asthma Disease Manager to inform
them about the Asthma Disease Management Program, program activities (e.g., member edu-
cational material, provider asthma member reports), NAEPP asthma guidelines, and services
available in managing patients with asthma.  

• Member Education: Asthma educational materials are sent to members with asthma quarter-
ly to increase member’s asthma knowledge.  

• Individual Asthma Disease Management: The Asthma Disease Manager works with mem-
bers with asthma who are high utilizers of services.  The Asthma Disease Manager contacts
members by phone, does a complete asthma assessment, and helps the members and their
provider to improve their asthma control and management.        

• PCN (pharmacy vendor) Intervention Letters: Passport’s pharmacy vendor sends letters to
providers notifying them of inappropriate use of specific members’ medications in relation to
their asthma care.  

RESULTS/LESSONS LEARNED: As of fourth quarter 2001, Passport increased the percent-
age of members on control medication from 74 percent to 82 percent (Figure 5).  The plan
decreased the percentage of members using the emergency department from 31 percent in first
quarter 2001 to 18 percent in fourth quarter 2001 (Figure 6).  The plan also decreased the per-
centage of members with hospital admissions for asthma from eight percent in first quarter
2001 to six percent in first quarter 2002.  
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Figure 5: Percent of Members with Asthma with Appropriate Medication Use
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INTERVENTION ALTERNATIVES:

Improving Asthma Care for Children, a national program funded by The Robert
Wood Johnson Foundation and administered by the Center for Health Care
Strategies, is funding five efforts to improve the management of pediatric asthma in
high-risk Medicaid and SCHIP beneficiaries. The projects described here offer addi-
tional ideas for asthma intervention that can be applied using the BCAP Typology
for Improvement. 

Affinity Health Plan: Provider Incentive to Participate in Case-Based Training
Affinity Health Plan, based in Bronx, New York, is developing a case-based contin-
uing education program for primary care clinicians to promote adherence to the
NAEPP asthma guidelines. The training is performed at pediatric and family prac-
tice sites that manage a large number of Affinity members with asthma. Based on
provider feedback, one of the changes Affinity implemented is reimbursement for
appropriate office-based spirometry and nebulizer treatments. Previously, many prac-
titioners were performing these services as part of their capitation. Once the train-
ing program is completed, providers receive four Continuing Medical Education
(CME) credits and notification that they may bill for medically necessary spirome-
try and nebulizer treatments.  These services will be paid in addition to capitation.

Contra Costa Health Plan: Use of Asthma Community Advocates
Contra Costa Health Plan, in Martinez, California, is collaborating with the
Contra Costa Health Services Department and several community agencies to
recruit and train neighborhood residents to provide education about asthma to fel-
low residents and to provide assessments of environmental triggers for asthma dur-
ing home visits. The goals of the 36-hour training program are to increase knowl-
edge about asthma and related environmental triggers; to provide the advocate with
information to assist a family/child in establishing a medical home; and to demon-
strate techniques that will be helpful to the advocate in giving presentations, con-
ducting home assessments, and facilitating group sessions. Each of the trained
Community Advocates receives a stipend. Evaluation of the Asthma Community
Advocate’s work and effectiveness will be monitored by the asthma project team.

Family Health Partners: Provider Incentives for Member Asthma Education
Family Health Partners (FHP), based in Kansas City, Missouri, is developing an
education program for provider offices that includes incentives for physicians to
conduct member asthma education.  Family Health Partners arranged to pay for
asthma education by assigning a CPT code that the provider would use when the
education has been performed. Since there currently is not a code for asthma edu-
cation, FHP identified two appropriate surrogate codes: 99402 for a 30-minute edu-
cation session (initial education) and 99401 for 15 minutes (follow-up education).
Providers are not eligible to use these codes to charge for services until they com-
plete the asthma education program. The plan is working with the American
Medical Association, through the Joint Council of Allergy, Asthma, and
Immunology, to get a new CPT code that is specifically for asthma patient educa-
tion. 
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HealthNow: Collaborating with Regional Medicaid Health Plans to Improve
Asthma Care
HealthNow is overseeing the collaborative efforts of Community Blue, the health
maintenance organization of BlueCross BlueShield of Western New York (a divi-
sion of HealthNow), Independent Health, and Univera Healthcare to improve
asthma care for children, age three to seven, in the Buffalo, New York area. In addi-
tion to the three Medicaid health plans, project participants include the American
Lung Association, Children’s Hospital, and a local business health group. Asthma
intervention activities of the project include:

• Conducting asthma educational seminars for day care staff.
• Presenting educational programs for parents of children with asthma.
• Developing common pediatric asthma practice guidelines for network 

physicians.
• Creating an asthma care kit for families of children with asthma.
• Conducting a CME program for pediatricians who may not routinely follow   

the practice guidelines.

Monroe Plan for Medical Care: Working in the Community to Manage Pediatric
Asthma
Monroe Plan for Medical Care, based in Rochester, New York, is working with
Rochester-area school-based and community health centers to decrease asthma-
related emergency room visits and hospitalizations. Through Monroe’s integrated
delivery network partner, ViaHealth, the plan is working to improve asthma care
delivered at three urban federally qualified health centers, three school-based health
centers, and The Mary Parkes Asthma Center, a ViaHealth Center of Excellence
staffed by a multi-disciplinary team of asthma specialists. In partnership with these
providers, Monroe Plan is seeking to improve the identification and diagnosis of
children with asthma, help patients and their families better manage their disease,
and more effectively coordinate care for members with asthma in primary care, spe-
cialty, and school settings.  

For more information about Improving Asthma Care for Children, visit
www.chcs.org. 



Health Plan Action Steps for Intervention

My health plan’s challenges:

1. _____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

2._____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

3._____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Aim:
Develop an Aim Statement that focuses on increasing the number of members who receive
asthma intervention services. For example: Ensure that 90 percent of members with moderate or
severe persistent asthma have a prescription for an inhaled anti-inflammatory medicine.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

53



Measure:
Assess your plan’s ability to measure your Aim Statement. Develop measures that link directly to
your Aim Statement. Measure this for the initial time period and on an ongoing basis. For example: 
# of members with moderate/severe persistent asthma with prescription for inhaled anti-infla m m a t o ry medication
# of members with moderate or severe persistent asthma 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Change:
Evaluate interventions that will most effectively fulfill your Aim Statement. To help you brain-
storm, review the change strategies included in this chapter.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Next Steps:
Include staffing issues, funding, timeframes, etc.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
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Improving
Asthma Care
at the
Provider Level

Physicians and nurses are committed to improving the health and well being of the
patients they serve. But why is it that study after study documents that children
with asthma fail to receive clinically proven therapies that result in fewer symptoms
and improved ability to function? Today’s practice delivery system is largely to
blame for this disconnect. The system is designed to provide short-term, “transac-
tional” care — the patient comes in with a problem, the clinician makes an assess-
ment and provides the treatment. Simply knowing the science about what treat-
ments work best does not result in changes in the processes of care without broader
restructuring of the practice delivery system.

Health plans can play a role in helping physician practices change basic practice
patterns to improve the quality of asthma care for members. A complete system for
improved care should include policies that support patient-centered, evidence-
based care.  Health plans can distribute best asthma practice guidelines to physician
practices, provide education on adhering to the guidelines, and offer incentives for
practices that follow the guidelines. The best source for specific recommendations
for asthma care come from evidence-based guidelines, such as those provided by
NAEPP.  NICHQ summarizes these guidelines as follows: 

• Classify severity at every contact.
• Use appropriate anti-inflammatory medication, in appropriate dosage, for all 

patients with persistent asthma.
• Plan treatment with patients and families and give them a written 

asthma management plan to document medications and guide actions at 
home, school, and day care.

NICHQ has found that the first step in designing a system that better meets patient
needs and more reliably delivers evidence-based care is to clearly envision what
that system would look like.11,12  Practice systems that meet the needs of patients
with asthma have the following characteristics:

• A process for tracking all patients with asthma in the practice and identify-
ing/stratifying patients in need of particular services.

• A method to bring the evidence about best care approaches to the “bedside,”
i.e., by embedding guidelines in practical tools such as encounter forms and
wall charts.

• A team-based approach to care delivery, with each member of the team hav-
ing a well-defined role and the skills of each profession being best utilized.

• Processes that support the ability of patients and their families to manage
their own conditions and enable clinicians to coach patients and families to
achieve these goals.

• Close linkages with community resources, such as schools, athletic programs,
and day care, to provide a seamless web of care to meet patient needs.

For More Information
This chapter summarizes practice
management strategies devel-
oped by the National Initiative for
C h i l d re n ’s Healthcare Quality
(NICHQ). The need to pro m o t e
re o rganization of practice systems
to improve care and outcomes
has led NICHQ to conduct more
than half a dozen projects – either
on its own or in collaboration with
other organizations such as the
McColl Institute for Healthcare
Innovation, the Institute for
H e a l t h c a re Improvement, and the
B u reau of Primary Care within the
United States Health Resourc e s
and Services Administration. 
Visit www. n i c h q . o rg for more
i n f o rmation. 

11 Wagner EH, Austin BT, and Von Korff M. “Organizing Care for Patients with Chronic Illness.”  Milbank Quart e r l y, 
1996.

12 Wagner EH. “Chronic Disease Management: What Will it Take to Improve Care for Chronic Illness?”  Effective  
Clinical Practice, 1998.
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Health plans can provide physician practices with tools to facilitate and acceler-
ate implementation of these system changes.  NICHQ developed and tested tools
that assist in making the changes re q u i red (Appendices J, K, and L).

“Stellar Practice” Case Study

The Problem 
How would the current practice delivery system typically care for a child with
asthma? Consider Jesse, a six-year-old boy who has been hospitalized for asthma
three times in the past two years, with multiple ED and acute office visits. He vis-
its his physician without taking any control medications regularly. His mother
reports that Jesse wakes up three times a week with a cough, and he wheezes
almost daily.  The first grader is unable to participate in sports because he gets
short of breath, and cannot keep up with the other children. Jesse is prescribed a
quick relief medicine, and a s h o rt course of oral cort i c o s t e roids. The physician
gives the family a bro c h u re about asthma, and tells them to re t u rn if Jesse’s symp-
toms do not improve in a week, and otherwise to come in when it is time for his
next check up.

A Potential Solution
How would Jesse’s experience differ if he were cared for in a practice that had
implemented the system changes reviewed here? Jesse’s visit would have been
prompted by the practice or Jesse’s health plan noting an excessive amount of
refill requests for his asthma reliever medicine and requesting that Jesse come in
for an evaluation. His family would have completed a brief symptom report prior
to Jesse being seen by the clinician, and the office staff would have checked his
lung function. Using a color-coded wall chart (also reflected in the encounter
form), the medical assistant would have indicated the likely asthma severity. The
parent report also would indicate potential triggers for Jesse’s asthma. During the
physician encounter, the physician would communicate the diagnosis and the
severity of Jesse’s asthma, and discuss treatment goals with the family. The physi-
cian would prescribe a maintenance-inhaled corticosteroid, and perhaps addition-
al medicines (such as a long-acting bronchodilator), and link medication usage to
addressing patient goals. The office nurse would provide additional education
about inhaler and spacer techniques and complete a written asthma management
plan. With Jesse’s mother’s permission, the nurse would share the plan with Jesse’s
school nurse and his health plan.  The school nurse and the practice would have
regular calls to review both patient-specific issues and general policies at the
school. The front desk staff would schedule a follow-up phone call within three
days, and a follow-up visit in three to four weeks. Jesse’s mom would be referred
to a state-sponsored smoking cessation program. 
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Health Plan Role 
Health plans can facilitate practice-based improvement by coordinating with others
in a geographic area to come up with common guidelines and management plans;
investing in the creation of registry software that practices can use; providing data
about emergency department encounters and pharmaceutical use; and providing
adequate access to specialists for patients and primary care clinicians. Plans can
assure that durable medical equipment such as nebulizers and peak flow meters are
available at limited charge and hassle, and they can support smoking cessation pro-
grams for parents of children with asthma. Health plans also can give physicians
updated community resources and plan case managers can provide member educa-
tion and monitoring. Such activities are synergistic with practice-based improve-
ment activities, and together can lead to better care and outcomes for children with
asthma.

Results
What would this mean to Jesse and his family? After four months under the care
provided in this rejuvenated “Stellar Practice,” Jesse reports he wakes up only once
a month coughing, and has no wheezing on a regular basis. He uses his Albuterol
once every two weeks. He practices soccer daily and plays in his town’s soccer
league. He loves gym and prefers sports to TV. Jesse has not missed one day of
school this term and his mom has not missed a day of work. 

Achieving this level of care takes more than just knowledge about good asthma
care, and more than a set of reminders, plans, and other tools. Achieving this level
of care requires a fundamental change in the practice system that is supported by
physicians, health plans, and families.



Without effective internal and external communication, even the best quality
improvement ideas will falter moving from theory to reality. Good communications
strategy can solidify buy-in within your organization and, externally, can facilitate
collaboration with states, enhance support from providers and their staff, and
increase understanding by, and participation of, members.

A good communications strategy is largely common sense:

1. Whom do I need to reach to make this initiative as successful as possible?
2. What does the target audience(s) need to know?
3. How do I reach the audience(s)?

Successful communications hinges on committing time at the beginning of a 
project to answer these questions and outline a consistent strategy to deliver your
message. A written “communication plan,” that clearly outlines each of the three
components and how they are addressed, is a useful starting point.

Identify Your Audiences
The first step in developing a communications strategy is to define your audience.
Internal audiences are essential to building organizational support for your project.
Think beyond the team working on your quality improvement project. You might
ask, “Whose cooperation do I ultimately need to keep this project moving?” It
might be information services contacts whom you rely on for data extraction, front-
office staff who answer calls and direct enrollees to case managers, and/or a senior
executive whose approval you need for additional staffing support.

Keep your plan’s public relations/communications staff aware of your activities.
Their support and knowledge of your activities is vital to promoting your accom-
plishments in established communications vehicles, including internal and/or exter-
nal plan newsletters, press releases, and media outlets.

Potential Audiences 

Internal: 
• Health Plan CEO
• Information Services 
• Claims Department  
• Quality Improvement 
• Public Relations/Communications
• Marketing
• Member Services

External audiences include anyone outside your plan whose cooperation is neces-
sary to achieve pilot program goals, as well as anyone who would be interested in
the successful outcome of the initiative. For example, clear communication with
providers and their office staff is critical in successfully identifying members, assess-
ing risk, and implementing interventions. Outreach activities for members require
communications tactics geared specifically toward their specific needs and desires.
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Communicate
to Create
Change

External:
• Members
• Providers
• State health purchasers
• Other health plans
• Consumer organizations
• Media 
• Accrediting bodies



State Medicaid and SCHIP contacts should not be overlooked as an audience.
Keeping states aware of plan quality initiatives and accomplishments will go far
in building collaborative partnerships toward a common goal of quality care for
Medicaid beneficiaries.

San Francisco Health Plan: Communicating to Build Internal Support
Building the support of colleagues is the first step in getting a new quality initia-
tive off the ground. After attending a BCAP workshop on Improving Preventive
Care Services for Children in March 2002, Rowena Tarantino, MPH, Manager of
Health Education, and Michelle Persha, MPH, Quality Improvement Analyst at
San Francisco Health Plan (SFHP), developed a quality improvement strategy to
identify overweight child and adolescent members and create provider and mem-
ber education activities to help these children. After the workshop, the two coor-
dinated brown bag lunch seminars at the plan inviting key colleagues, including
re p resentatives from Medical Management, Member Services, Inform a t i o n
Systems, and Human Resources, to explain the BCAP process and their pro p o s e d
quality pilot. Their focus on communication from the onset of the program was
w o rth it. 

Working with its Information Systems department, the plan analyzed data over
a three-year period and calculated the body mass index for a sample population
of children and adolescents. The plan then stratified by age, sex, ethnicity,
neighborhood, and clinic site.  The analysis revealed a high prevalence of over-
weight children among the ethnic groups primarily served, specifically Latino,
African American, and Asian populations. SFHP identified target clinics in pri-
ority neighborhoods and is collaborating with providers to develop tools to assist
with screening and assessment, member education materials, as well as to identi-
fy community resources for patient referral and care.  

“From the beginning, our Health Education, Quality Improvement, and
Information Systems departments worked as a team and used the BCAP process
to quickly build internal support and a strong foundation for our intervention,”
says Ms. Tarantino. 

Define Your Messages
Once you identify audiences to reach, the next step is crafting a compelling mes-
sage to reinforce at every opportunity. In most cases, you will start with your
overall Aim Statement linked to your quality initiative and reframe it slightly for
each audience depending on their perspective. Internally, you may use the same
message with different gradations based on your audience. To help revise the mes-
sage for each audience, answer the following: Why do they care? and/or How will it
help them? The message should be simple and easy to remember. For example: 

• Internal – Increase identification of members with asthma within ABC
Health Plan by 25 percent in 2002. This is important for ABC Health Plan
because it will potentially improve the health of members with asthma and
improve HEDIS scores.

• Providers – Submit asthma management plans to ABC Health Plan and
receive a $25 incentive. This is important for providers because reimburse-
ment will increase and patients will receive more coordinated care.
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• Members – Does asthma keep you or your child from doing what you enjoy?
Visit your doctor now to keep your asthma in control. This is an important mes-
sage for members and their parents to hear.

• State – ABC Health Plan is working to decrease the asthma-related hospital-
ization rate by identifying members in need of services. This is important for the
state because these members will ultimately receive higher quality, more respon-
sive, and more cost-effective care.

Partnership HealthPlan of California: Using the Personal Touch to
Communicate with Providers
Partnership HealthPlan of California, a member of the Achieving Better Care for
Asthma workgroup, developed a multi-prong quality improvement strategy to
enhance communications with providers to increase the effectiveness of asthma
disease management in provider offices. The plan created personalized beta-ago-
nist overuse reports (Appendix H) for physician practices. But after the reports
were initially sent out, the plan found that many providers had not even seen the
document. For the second distribution of the report, Partnership created a sum-
mary sheet that clearly outlined how providers could use the information in the
beta-agonist overuse reports. The summary sheet and the first page of the report
were printed on brightly colored paper and the reports were hand-delivered to 43
practice sites. A follow-up survey revealed that providers appreciated the reports
and were responding to the information. (See the Intervention section for more
information about this project.) 

Use Communications Tools Creatively
Effective communications need not break the budget, or require intensive time
commitment. A successful communications strategy could entail tactics as simple as
distributing a clearly written e-mail status report on a monthly basis to important
internal contacts. Posting graphics in a public location showing ongoing results of
your project provides recognition for team members and can build support and enthu-
siasm throughout the organization. The key to employing communications tools
e ffectively is consistent use, re i n f o rcement, and gearing tools for specific audiences.
Your communications strategy will guide the specific tools or tactics that you use.

Samples of communications tools include: 

• Letters, memos. • Website.
• Quarterly internal updates. • Posters, flyers.
• Quality improvement status meetings. • Standardized presentation.
• Quality improvement e-mail updates. • Press releases.
• Newsletters (print or e-mail). • List-servs.

Evaluate Effectiveness of Communications
Evaluate the effectiveness of your communications strategy to determine what
works and does not work for your target audiences. Define the desired response of
your communication up front (e.g., consistent use of a new form, cooperation with
a new procedure, referrals, etc.). Then, when you review overall outcomes of your
quality initiative, devote time to examine how your communications strategy met
the overall goal of the project. If the target audience did not respond appropriately,
you may want to rethink your communications strategy to reach them more effec-
tively.
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Achieving Better Care for Asthma
Improvement Documentation Form
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Appendix A

PLAN NAME: ________________________________________________________________________________

Category:    ❑ Identification    ❑ Stratification    ❑ Outreach    ❑ Intervention

Aim Statement:

Measure(s):

Change:  

Implementation Plan:

Who:

What:

When:

Training:

Communication:

Troubleshooting:

Center for 
Health Care Strategies, Inc.CHC S
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Affinity Health Plan Asthma Health Risk Assessment
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Appendix C CareOregon Asthma Program Referral Form
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Appendix D Network Health Asthma Registry Te m p l a t e
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Appendix E Health Plus Asthma Member Medication Usage Letter to
Practitioners

John Doe, MD
FAMILY PHYSICIAN HEALTH CENTER
5616 6th Avenue
Brooklyn, NY 11220

Dear Health Plus Participating Physician:

As part of our asthma disease management program, Health Plus identifies
members who are taking rescue medications but have no record of receiv-
ing control medications. Our goal is to assure that all asthmatics who
meet the NIH Expert Panel’s guidelines for getting control medications
are receiving them. As you may know, these guidelines have recently been
revised to include the use of leukotriene modifiers and long-acting bron-
chodilators. A schematic of the guidelines published by the National
Institute for Children’s Healthcare Quality (NICHQ) is enclosed. The full
description may be found at the web site of the National Asthma
Education and Prevention Program at  www.nhlbi.nih.gov/ guidelines
/asthma/index.htm.

The following attachment lists members of your panel who have been
identified as having received more than 34 prescriptions for rescue medi-
cations without any control medications, during the past six months.

Please contact these members as soon as possible and evaluate them for
the need for control medications. A Health Plus disease management
nurse will contact your office within a reasonable period of time to ascer-
tain the results of these evaluations. If you need assistance or wish to
enroll a member in the asthma disease management program please con-
tact the program at (718) 630-0123.

We appreciate your help with our asthma disease management effort.

Very truly yours,

Arthur L. Levin, MD
Medical Director 



Appendix F Heartland Health Plan of Oklahoma Asthma Encounter
Form

The Asthma Encounter Form is designed as a tool that enables the medical
provider to see numerous components involved in the treatment and monitoring
of a patient with asthma.  
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Heartland Health Plan of Oklahoma Asthma Management Plan
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Appendix H Partnership HealthPlan of California Provider Feedback
Letter



Partnership HealthPlan of California Provider Feedback
Report
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Appendix H
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Appendix I Passport Health Plan Asthma Member Report
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National Initiative for Children’s Healthcare Quality Provider
Office Strategies for Improving Asthma Care

Appendix J

Desired Characteristic
of Practice

Track Patients

Prompt Appropriate
Care

Maximize the Efficiency
of the Care Team

Gap to Eliminate or
Opportunity to Improve

Care Identified 

No system to identify
patients with asthma in
practice.

A consistent diagnosis is
not used in our practice.

Severity is not classified
and documented.

Children with persistent
asthma are not prescribed
appropriate anti-inflam-
matory medication.

Goal

90 percent of patients
with asthma will be
identified.

95 percent of children
with asthma have a
diagnosis in the chart.

Classify and document
asthma severity in chart
for 95 percent of
patients with asthma.

95 percent of children
with persistent asthma
are prescribed appropri-
ate anti-inflammatory
medication.

Tool/Strategy

Database registry.

Pediatric Asthma
Promoting Best Practice –
Guide for Managing
Asthma in Children –
section on Diagnosis.

Living with Asthma
Survey.

Severity chart.

Encounter form.

Medication wall poster
or pocket card.

Pharmacy/Formulary
Resource list.

Living with Asthma
Survey.

Tips for Implementation

• Begin with most severe
patients and enter informa-
tion from chart.

• Start with patients who
come to office for a sched-
uled visit.

• Have a meeting with clini-
cal staff and discuss the
advantages and disadvan-
tages of using the common
term “asthma.”

• Review criteria in guide-
lines.

• Use Living with Asthma
form to collect information
needed to classify severity.

• Remind clinicians that
classification of severity is
an important first step in
prescribing appropriate
therapy.

• Review link between sever-
ity classification and medi-
cation dosage.

• Implement a flow sheet or
encounter form to provide
prompt for provider to
classify and document
severity at every visit.

• Review link between sever-
ity classification and medi-
cation dosage.

• Review Executive
Summary of the NAEPP
Expert Panel Report
Guidelines for the Diagnosis
and Management of Asthma
– Update on Selective Topics
2002 about long-term
management of asthma
and evidence about safety
of inhaled corticosteroids
in children.

• Post list of drugs on formu-
lary or covered by various
insurance plans.

• Use Living with Asthma
form to collect information
from patients prior to
provider interview. Nurse
can review data as patient
prepares for visit.

(continued)
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(continued)Appendix J

Desired Characteristic
of Practice

Support Patient/Family
to Manage Asthma as a
Chronic Disease

Develop Linkages With
Community Partners

Support From the Health
Care System

Gap to Eliminate or
Opportunity to Improve

Care Identified 

Asthma management
plan is not used consis-
tently across providers.

Asthma management
plan is not used or is not
shared with community
partners.

Improved delivery
designs are not reim-
bursed.

Goal

50 percent of patients
will agree to group visit
for maintenance
planned care and edu-
cation.

95 percent of patients
with persistent asthma
have a written asthma
management plan in
the chart.

95 percent of patients
with persistent asthma
have a written asthma
management plan; copy
is provided to school
and/or daycare facility.

Tool/Strategy

Group visits.

Asthma Management
Plan – copy to school
and daycare.

Tips for Implementation

• Offer group visits as alter-
native design for planned
care.

• Collaborative team pro-
vides care.

• First assure severity classifi-
cation and appropriate use
of medications implement-
ed so management plans
will include appropriate
medications.

• Use preprinted forms to
facilitate filling in medica-
tions and doses – eliminate
redundant documentation.

• Plan strategy for how to
provide access for provider
at time of visit.

• Plan strategy for distribu-
tion by provider or parent.

• Obtain parent consent for
sharing management plan
with community partners. 

• Plan strategy to identify
school if direct faxing of
forms is planned.

• Include office phone/fax to
facilitate communication.

• Health plan covers both
visit (group and individu-
al) and non-visit (phone
and e-mail) care.



National Initiative for Children’s Healthcare Quality Classification
of Asthma Symptom Severity and Therapy
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Appendix K

Adapted from NAEPP Expert Panel Report Guidelines for the Diagnosis and Management of Asthma-Update on Selected Topics 2002, National Institutes of Health,
National Heart, Lung, and Blood Institute.
For infants and children, use MDI with spacer with or w/o mask or nebulizer.
If a patient has seasonal asthma on a predictable basis, daily, long-term anti-inflammatory therapy (inhaled corticosteroids, cromolyn, or nedocromil) should
be initiated prior to the anticipated onset of symptoms and continued through the season.    



National Initiative for Children’s Healthcare Quality Usual
Dosages for Long-Term Control Medications
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Appendix L

*Children less than 12 years of age.
Adapted from NAEPP Expert Panel Report Guidelines for the Diagnosis and Management of Asthma-Update on Selected Topics 2002, National Institutes of Health,
National Heart, Lung, and Blood Institute.
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E-mail: cfeeney@affinityplan.org

AmeriChoice Northeast

Steven Arnold, MD
Medical Director
AmeriChoice Northeast
7 Hanover Square
New York, NY  10004
Phone: (212) 898-8497
Fax: (212) 509-1929
E-mail: sarnold@americhoice.com

Penelope Kokkinides
Director of Case Management
AmeriChoice Northeast
7 Hanover Square
New York, NY  10004
Phone: (212) 898-8309
Fax: (212) 509-2061
E-mail: pkokkinides@americhoice.com

CareOregon

David Labby, MD
Associate Medical Director
CareOregon
522 SW 5th Avenue, Suite 200
Portland, OR 97204
Phone: (503) 416-1425
Fax: (503) 416-3720
E-mail: labbyd@careoregon.org

Matthew Carlson, PhD
Research Associate
CareOregon
522 SW 5th Avenue, Suite 200
Portland, OR 97204
Phone: (503) 416-1400
Fax: (503) 416-3720
E-mail: carlsonm@careoregon.org

Ann E. Blume
Clinical QI Coordinator
CareOregon
522 SW 5th Avenue, Suite 200
Portland, OR 97204
Phone: (503) 416-1723
Fax: (503) 416-1484
E-mail: blumea@careoregon.org

Cimarron Health Plan

Stephen Ryter, MD
Chief Medical Officer
Cimarron Health Plan
7801 Academy, NE, Northtowne, 
Suite 101
Albuquerque, NM 87109
Phone: (505) 798-7390
Fax: (505) 341-7264
E-mail: sryter@hchorizons.com
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Community Health Plan of
Washington

Melicent Whinston, MD
Chief Medical Officer 
Community Health Plan of Washington
720 Olive Way, Suite 300
Seattle, WA 98101-9619
Phone: (206) 521-8833
Fax: (206) 521-8834
E-mail: mwhinston@chpw.org

Mark Doescher, MD, MSPH
Family Medicine Research Section
University of Washington
4225 Roosevelt Way, NE, Suite 308
Seattle, WA   98105-6099
Phone: (206) 616-9207
Fax: (206) 685-0610
E-mail: mdoesche@u.washington.edu

Dona Weissenfels, MSA
Quality Improvement Coordinator
Community Health Plan of Washington
720 Olive Way, Suite 300
Seattle, WA 98101-9619
Phone: (206) 613-8950
Fax: (206) 521-8834
E-mail: dweissenfels@chpw.org

Health Plus

Arthur Levin, MD
Medical Director
Health Plus
205 Montague St., 3rd Floor
Brooklyn, NY 11201
Phone: (718) 491-7485
Fax: (718) 852-5785
E-mail: alevin@healthplus-ny.org

Elizabeth Ahl, RN
Director of Health Services
Health Plus
205 Montague St., 3rd Floor
Brooklyn, NY 11201
Phone: (718) 630-0164
Fax: (718) 852-5785
E-mail: eahl@healthplus-ny.org

Network Health

Allan Kornberg, MD
Chief Executive Officer
Network Health
432 Columbia Street, Suite 23
Cambridge, MA 02141-1131
Phone: (617) 806-8137
Fax: (617) 806-8102
E-mail: allan.korn b e rg @ n e t w o r k - h e a l t h . o rg

Jason Nigrosh
Quality Manager
Network Health
432 Columbia Street, Suite 23
Cambridge, MA 02141-1131
Phone: (617) 806-8173
Fax: (617) 806-8101
E-mail: jason.nigro s h @ n e t w o r k - h e a l t h . o rg

Christine Owens
Asthma Program Manager
Network Health
432 Columbia Street, Suite 23
Cambridge, MA 02141-1131
Phone: (617) 806-8144
Fax: (617) 806-8101
E-mail: christine.owens@network-health.org

Partnership HealthPlan of
California

Chris R. Cammisa, MD
Medical Director
Partnership HealthPlan of California
360 Campus Lane, Suite 100
Suisun City, CA 94585
Phone: (707) 863-4261
Fax: (707) 863-4316
E-mail: ccammisa@partnershiphp.org

Cynthia A. Ardans
Quality Monitoring and Improvement
Manager
Partnership HealthPlan of California
360 Campus Lane, Suite 100
Suisun City, CA 94585
Phone: (707) 863-4216
Fax: (707) 863-4316
E-mail: cardans@partnershiphp.org
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Linda Melsheimer
Team Manager/Care Coordination
Partnership HealthPlan of California
360 Campus Lane, Suite 100
Suisun City, CA 94585
Phone: (707) 863-4200
Fax: (707) 863-4316
E-mail: lmelsheimer@partnershiphp.org

Passport Health Plan

Jacqueline R. Simmons, MD
Chief Medical Officer
Passport Health Plan
305 W. Broadway, 3rd Floor
Louisville, KY 40202
Phone: (502) 585-7065
Fax: (502) 585-7998
E-mail: 
jackie.simmons@amerihealthmercy.org

Ronda Warner, RRT, AE-C
Asthma Disease Manager
Passport Health Plan
305 W. Broadway, 3rd Floor
Louisville, KY 40202
Phone: (502) 585-8307
Fax: (502) 585-7997
E-mail: 
ronda.warner@amerihealthmercy.org

UCare Minnesota

Craig Christianson, MD
Medical Director
UCare Minnesota
PO Box 52
2000 Summer St., NE
Minneapolis, MN 55440
Phone: (612) 676-6500
Fax: (612) 676-6568
E-mail: cchristianson@ucare.org

Mary Deering, MPH
Manager of Disease Management
UCare Minnesota
PO Box 52
2000 Summer St., NE
Minneapolis, MN 55440
Phone: (612) 676-3249
Fax: (612) 676-3229
E-mail: mdeering@ucare.org

University of Oklahoma,
dba Heartland Health Plan of
Oklahoma

Kenneth E. Joslyn, MD
Chief Medical Officer
University of Oklahoma,
dba Heartland Health Plan of
Oklahoma
100 N. Broadway, Suite 1400
Oklahoma City, OK 73102
Phone: (405) 552-6508
Fax: (405) 239-7959
E-mail: kenj@schalleranderson.com

Suzanne Lombardo
Disease Management Specialist
University of Oklahoma,
dba Heartland Health Plan of
Oklahoma
100 N. Broadway, Suite 1400
Oklahoma City, OK 73102
Phone: (405) 552-6546
Fax: (405) 552-6562
E-mail: suzannel@heart l a n d h e a l t h p l a n . c o m
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The BCAP Network

The BCAP Network is an alliance of health plans joined by the common
goal of furthering the quality and cost-efficiencies of Medicaid and
SCHIP managed care. BCAP Network activities include: 

• BCAP Workgroups – Up to 15 Medicaid/SCHIP health plans collabo-
rate to develop replicable best practice models for targeted clinical
and administrative areas.

• BCAP Workshops – Hands-on workshops allow attendees to develop
quality improvement initiatives for their Medicaid/SCHIP populations.

• BCAP e-News Update – Bi-monthly electro n i c newsletter containing
updates on health plan best practice activities. To subscribe, e-mail
lm@chcs.org.

• BCAP Network Exchange Calls – Lively teleconference discussions
about current issues in health care with experts in the field.  

• CHCS Website – Features current updates on BCAP projects,
resources for Medicaid and SCHIP health plans, and CHCS Managed
Care Best Practices Publications. www.chcs.org

• Best Practices Grants – Grants of up to $100,000 are available to
Medicaid and SCHIP health plans that want to develop, test, or refine
“best practice” programs to improve delivery of managed care in the
public sector.



1009 Lenox Drive, Suite 204
Lawrenceville, NJ 08648
(609) 895-8101
(609) 895-9648 fax
www.chcs.org

Center for 
Health Care Strategies, Inc.CHC S


