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CNHN Asthma QI Learning Collaborative 

• CNHN sponsoring a regional QI learning 
collaborative to “Improve Pediatric Asthma Care 
in Practice” (9/12 – 6/13) 
– Over 50 practices & 250 providers in DC, Maryland & 

Virginia 
– Measure and improve asthma care in practice setting 
– Approved for ABP MOC (25 points QI Part 4) & CME 

(up to 30 hours) 
– Key partners: DC PICHQ, IMPACT DC, DC and 

Maryland AAP chapters & asthma champions 

 



QI “Learning Collaborative” 

• Structured aim, measures & project management 
• Asthma & QI “best practice” learning sessions 

(webinars & project calls) 
– Evidence-based practices from asthma & QI experts  
– Practices share their “best practices” 

• Practices do data & chart reviews, practice team 
meetings & improvement pilots (PDSA cycles) 

• Office QI coaching & monthly project calls 
– Share aggregate & de-identified practice performance 

• ABP MOC recognition and CME accreditation 

 



Practice Report Cards 



De-identified Practice Comparisons 
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Participating Practices 
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Practice aggregate results  
for each measure 
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Months 

Severity was documented 
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Results: region-wide improvements in 
practice-based asthma care measures 



And supplemental measures of care 
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Asthma QI LC: Lessons Learned 



Lessons Learned 

• Diagnosis is the first step to proper asthma 
management 

• There are efficient tools that can be used to 
monitor asthma control 

• Team approach to asthma management is 
critical to success  

• Device teaching is instrumental to patient 
compliance/adherence 



Child With Asthma 
 

Individual & Social Factors 
• Genetics 
• Physical conditioning 
• Socioeconomic status 
• Stress 

 

Environmental Factors 
• Allergen sensitization and exposure 

(dust, mold, roach, mice, pollen…) 
• Viral infections 
• Weather changes 
• Air quality (irritants) 

Medical Care Factors 
• Access to care 
• Quality of care 
• Medication plan 
• Adherence 
• Technique 
• Immunizations 

Low Morbidity 
• Few Symptoms 
• Few school absences 
• Few Unscheduled Visits 

Level of Asthma Control 
 

  

 
The Basics: Conceptual Model of Asthma 

High Morbidity 
• Many symptoms 
• Many school absences 
• Many Unscheduled Visits 

Poor Good 



1991 

1997 

2002 

NIH Guidelines 

2007 

http://www.nhlbi.nih.gov/guidelines/asthma/asthgdln.pdf


GIP Priority Messages 

1. Assess asthma severity 
2. Use inhaled corticosteroids 
3. Assess and monitor asthma control  
4. Control environmental exposures 
5. Use asthma action plans 
6. Schedule follow up visits 

Core quality measures for Asthma Learning Collaborative 



Role of the General Pediatrician 

1. Make the clinical diagnosis 
 

2. Initiate treatment: inhaled steroids, beta-agonist 
 

3. Evaluate response within 2-6 weeks 
 

4. If not improving, consider: 
– Review adherence/technique and exposures 
– Step up therapy (increase ICS, add montelukast) 
– Treat co-morbid  conditions (reflux, AR) 
– Refer to Pulmonary Medicine and/or Allergy 
 



Severity & Control: Two Domains 

•  Impairment (present) 
–  frequency and intensity of symptoms 
–  functional limitations = quality of life 

 
•  Risk (future) 

–  asthma exacerbations  
– progressive loss of pulmonary function, or lung 

growth in children 
–  risk of adverse reaction from medication 



Treatment Strategies 

• Gain Control! 
– Aggressive, intensive initial therapy to suppress 

airway inflammation and gain prompt control 
• Maintain Control 

– Frequent follow-up 

– Therapeutic modifications depending on severity 
and clinical course 

– “Step down” long-term control medications to 
maintain control with minimal side effects 
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Follow-up visits 

• Schedule 2-6 weeks after initiating or 
changing daily treatment plan 

• Every 3 months once control is established 
• Every 6 months if intermittent asthma 

 
 



Why a planned asthma visit? 

• EPR-3 recommendation, GIP 
priority 

• Chronic and variable nature 
of asthma 

• Centrality of education in 
self-management 

• Patient-centered care in 
medical home 
 



The planned asthma visit 

• Assess control 
• Review device technique 
• Check environmental exposures 
• Adjust Rxs 
• Address co-morbidities 
• Update Asthma Action Plan 
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Asthma Action Plans 

• Communication tool 
– Copies for all caregivers 
– Update/review each visit 

• Includes  
– Daily treatment plan 
– Info on how to recognize         

and manage symptoms 
– Triggers 

 
 

  





Barriers to Good Control 

Patient 
Factors 

 
System 
Factors 

 
Provider 
Factors 



Asthma Co-Morbidities 



When should I refer to a sub-specialist? 
• History of life-threatening asthma exacerbation  
• Hospitalization or >2 courses of oral steroids in a year  
• Child >5 years requiring step 4 care or higher or child <5 

years requiring step 3 care or higher  
• Uncontrolled asthma after three to six months of active 

therapy and appropriate monitoring  
• Diagnosis of asthma is uncertain  
• Other complicating co-morbidities (nasal polyposis, chronic 

sinusitis, severe rhinitis, allergic bronchopulmonary 
aspergillosis, vocal cord dysfunction, etc.)  

• Additional diagnostic tests are needed (skin testing for 
allergies, pulmonary function testing, bronchoscopy)  

• Patient may be a candidate for allergen immunotherapy 
National Asthma Education and Prevention Program: Expert panel report III: Guidelines for the diagnosis and management of 
asthma.(NIH publication no. 08-4051). Bethesda, MD: National Heart, Lung, and Blood Institute, 2007.  



Involving the School Nurse 
• Include asthma diagnosis on health form and encourage parents 

to disclose the child’s asthma to the school nurse 
 
• Discuss with parent and child the need for easy access to quick 

relief inhaler at school 
 

• Assess ability to self-carry 
 
• Ensure that child has inhaler &  

spacer for home and school 
 

• Complete an individualized asthma action and other med 
authorization if needed 



Challenging Environmental Exposures 

• Encourage renters to document exposures (pests, 
mold, sewage) and their communication with landlord 

• Write letter to landlord re effects of exposures on health 
• Refer families for housing inspections and/or legal 

support services 
• Refer smokers to 1-800-QUIT-NOW 
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An opportunity for improvement… 
 

Observational study of 296 children ages 8-16y 
from five primary care practices (41 providers) in 
non-urban areas of NC 
 

• Only 8 % of children performed all of the correct 
steps for use of MDI/spacer 

• 5 % of providers assessed technique 
• 4 % of providers demonstrated technique 

 
 
 
Sleath B et al. Pediatrics, April 2011. 

 



Asthma Devices 



Proper Inhaler Technique - Videos 

http://www.impact-dc.org/


Inhaler Technique - Handouts 



Device Teaching in a Busy Practice 

• Have handouts and videos available 
• Keep kit of common devices in office 
• Remind patients to bring meds and 

devices to all appointments 
• Schedule visits just for asthma review 
• Enlist ancillary staff – consider AE training 
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Questions? 
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