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Learning Collaborative Update
December, 2004

Description of Activity: With funding from the Robert Wood Johnson Foundation, the KCAF and Allies Against Asthma developed a clinical quality improvement (QI) intervention, using elements of the Chronic Care and Learning Collaborative models. Four safety net clinics in the AAA target area are participating in the intervention (Roxbury, Columbia, SeaMar, Rainier Beach). Participation involves the following activities: 

1) designating a physician asthma champion and Quality Improvement  team (may include a physician, medical assistant, medical records staff, nurse, etc.) to lead the project and participate in collaborative learning activities

2) carrying out a series of Plan-Do-Study-Act (PDSA) asthma improvement cycles 

3) developing and maintaining an asthma registry based on CDEMS

4) receiving training in and providing spirometry for all pediatric asthma patients

5) identifying a senior leader who will ensure administrative support for the activities

6) participating in a listserv and bimonthly gatherings of all clinic teams to share strategies, resources, and lessons learned

7) developing a plan for “spread” of activities

8) submitting monthly activity and data reports to AAA staff and senior leaders

9) linking asthma patients to AAA community health workers or other community resources 

Current status of implementation: The Learning Collaborative was started in 2002. The initial focus was on training clinic teams, setting up registries, and developing the infrastructure for the activities. The training approach was modified in 2003 by replacing two-day structured learning sessions with bimonthly, shared learning among the clinics. Four gatherings were held in 2003. The clinic teams expressed that those meetings provided great value in creating an opportunity for shared learning and motivation. Each clinic has tested a number of PDSA cycles. Monthly reports show improvements are occurring. Some clinics are regularly referring asthma patients to the CHW program.  All clinics have loaded their registries. 

The clinics’ primary focus in 2004 was spreading the model and successful PDSA cycles from the asthma QI team to all providers throughout the entire clinic. Clinics made improvements in many systems leading to improved care including: flagging charts of asthma patients, improving severity assessment and use of controller medications, planned visits, increasing use of action plans, ensuring standardized asthma education, organization of medical charts, referral to community health workers, etc.  Clinics have populated and are using the registry to manage their asthma patients. There are approximately 1300 asthma patients in the registries. Three clinics have spread successful PDSA cycles throughout the clinic and are expanding them across their systems to other clinics. Monthly reports show improvements in severity classification, controller medication use, and action plan use. One clinic calculated a 42% reduction in hospitalizations, a 66% reduction in ED visits, and a 13% reduction in acute visits among its patients with asthma. KCAF and the asthma teams engaged support of senior clinic administrators to ensure sustainability. All clinics have plans and resources for sustaining their efforts. At the clinics’ request, we are planning a large community celebration for January 2005 to celebrate accomplishments they have made and communicate them to policy makers and the larger community.

Agenda, Learning Session 1
November 14th, 2002

	8:00 am Registration, Continental Breakfast, & Story Board Set-Up

	Time
	Topic / Session
	Faculty / Facilitator

	8:30 am

TAB # 1
	Welcome 

· AAA Overview & Vision

· Collaborative Overview & Mission

· Faculty & Participant Introductions


	Marcia Stone  



	9:00 am

TAB # 2
	Pursuing Perfect Asthma Care

· What do evidence and the latest NHLBI guidelines recommend for asthma care?

· How do we get from here to there?

	Jim Stout



	9:55 am

TAB # 2


	Chronic Care Model

· Overview of A Systematic & Planned Approach to Care 
	Paula Lozano

	10:25 am Break

	10:40 am

TAB # 3


	Improving Childhood Asthma Care:  

· Using the Chronic Care Model Framework
	Paula Lozano

	11:30 am
	Team Stories:

· Why Are You Here?

· Your Asthma Population & Current Services

· Your Greatest Strength; Your Focus for Improvement

	Teams 

	12:00 Noon Lunch

	1:00 pm

TAB # 4


	Model for Improvement 
· Cycles for Testing Changes
	Kathleen Cromp



	2:10 pm

TAB # 5
	Clinical Tools for Population-Based Care

· Severity & Medication Guides, Asthma Management Plans, Living With Asthma Survey, Encounter Form, Registry

	Marcia Stone

Kathleen Cromp



	2:45 pm Break

	3:00 pm

TAB # 6
	Team Huddle & Planning
· Complete initial self-assessment (using ACIC Survey)

· Review clinic specific aims. 

· Identify PDSA tests "to try next Tuesday"

	Teams with Faculty Assistance

	3:50 pm

TAB # 7


	Supporting Family & Patient Self-Management


	Paula Lozano 

Kathleen Cromp 

	4:45 pm

TAB # 10


	Day 1 Wrap-Up. Q&A, and Feedback


	

	5:00 pm Adjourn


November 15th, 2002

	8:15 am Continental Breakfast

	Time
	Topic / Session
	Faculty / Facilitator

	8:45 am

TAB # 8


	Measuring Improvement In This Collaborative
	Kathleen Cromp

	9:20  am

TAB # 8


	Using the Registry for Data Collection & Reporting  
	Jim Krieger

Lin Song

	10:40 am Break

	10:55 am
	Open Discussion


	All 

	11:10 pm

TAB # 7


	Delivery System Design
	Jim Stout



	12:00 Lunch

	12:45 pm

TAB # 7 
	Community Resources for Asthma Care

· This Domain of the Chronic Care Model

· Community Resources Under AAA

	Kathleen Cromp

Kim Wicklund

	1:15 pm

TAB # 6
	Team Huddle & Planning: (continuation from Day 1)
· Commit to PDSA tests 

· Develop measurement plan

· Agree on next steps for team, for communication, etc.

· Anticipate barriers; Identify solutions

	Teams with Faculty Assistance

	2:00 pm Break

	2:15 pm

TAB # 6


	Team Reporting of Improvement Plans
	Teams with Feedback from Faculty 



	3:00 pm
	Solutions to Anticipated Barriers & Hurdles

· Large Group Discussion


	Paula Lozano Kathleen Cromp



	3:30 pm

TAB # 9
	Now What? 

· Action Period Activities & Support 

· Collaborative Communication

· Expectations for You & Your Team 

· Immediate Next Steps 


	 Marcia Stone

	3:45 pm
	Evaluation  / Feedback 

 
	All

	4:00 pm Adjourn to Action Period 1


Agenda, Learning Session 2 

March 12, 2003







	8:00 am Registration, Continental Breakfast, Set-up for sharing Story Board and Asthma Materials 

	Time
	Topic / Session
	Faculty / Facilitator

	8:30 am


	Welcome and Progress

· Introductions

· Case study illustrating CCM domains (interactive)
	Marcia Stone

Paula Lozano

	9:00 am
	Team Showcase

· Columbia Health Center 

· Sea Mar Community Health Center 

	Teams

	9:45 am

TAB # 1


	Chronic Care Model—Team Sharing

· As pre-work for LS 2 and using ACIC as a guide, each team scores themselves for each element of the CCM 
· Share what makes for high scores and how to address barriers in each domain
	Faculty

	10:30 am Break and Storyboard/Materials Review

	10:45am

TAB # 1


	Environmental triggers/allergens/allergy testing


	Paula Lozano

	11:30 am

TAB # 2
	Allies Against Asthma Presentation

· Community Resources and Policies domain of the Chronic Care Model

    
	Bao Le, AAA CHW 

	11:45 am

TAB # 2
	Linking with Community Resources:  Interactive session

· How can clinics best use Community Health Workers (CHWs) and how can Community Health Workers best support clinic care?

	Kathleen Cromp

Guests:

Bao Le--AAA

Carol Allen--HHII

Cindy Mai--HHII 

Maggie Mendoza--HHII

	12:25 Lunch and Storyboard/Materials Review

	1:15 pm

TAB # 2
	Planned care

· Delivery System Design domain of the Chronic Care Model
	Kathleen Cromp Marcia Stone

	2:00 pm

TAB #3
	Accelerating Improvement

· Peg game

	Marcia Stone



	2:45 pm Break  

	3:00 pm

TAB #3
	Team Huddle and Planning

· Teams begin planning for Action Period 2 based on ACIC review 
· Collaborative faculty work with teams to discuss specific questions or areas of interest for their team

	Teams with Faculty Assistance

	3:50 pm

TAB # 4
	Success stories

· Prior successful  asthma collaborative efforts


	Judy Bost,

Community Health Association of Spokane

	4:45 pm 


	Day 1 Wrap-Up. Q&A and Feedback


	 

	5:00 pm


	Materials show and tell

	

	5:15 pm Adjourn


March 13, 2003

	8:00 am  Continental Breakfast and Talking with Other Teams

	Time
	Topic / Session
	Faculty / Facilitator

	8:30 am


	Open Discussion 

· Includes Question and Answers from First Day
	Paula Lozano

Jim Stout

	9:00 am

TAB # 4


	Asthma in Babies and Young Children
	Jim Stout

	10:00 am Break and Talking with Other Teams

	10:20 am

TAB # 3


	Team Huddle & Planning: (continuation from Day 1)
· Commit to PDSA tests 

· Agree on next steps for team, for communication, etc.

· Anticipate barriers; Identify solutions
	Teams with Faculty Assistance

	11:00 am


	Team Reporting of Improvement Plans
	Teams

	11:45 

TAB # 5
	Now What? 

· Action Period Activities & Support 

· Collaborative Communication

· Expectations for You & Your Team 

· Immediate Next Steps 


	Marcia Stone

	12:00

TAB # 5
	Evaluation  / Feedback 


	

	12:30 Adjourn to Action Period 2  (Lunch with other teams?)


Web-based resources for quality improvement work for asthma and the chronic care model:

1. National Heart, Lung, and Blood Institute of the National Institutes of Health

http://www.nhlbi.nih.gov/health/public/lung/index.htm
Expert Panel Report 2:  Guidelines for the Diagnosis and Management of Asthma
http://www.nhlbi.nih.gov/guidelines/asthma/asthgdln.htm
Practical Guide for the Diagnosis and Management of Asthma based on the Expert Panel 2 report

http://www.nhlbi.nih.gov/health/prof/lung/asthma/practgde.htm

2. American Academy of Allergy Asthma & Immunology (AAAAI) 

Pediatric Asthma—Promoting Best Practice:  Guide for Managing Asthma in Children

http://www.aaaai.org/members/resources/initiatives/pediatricasthma.stm
3. Global Initiative for Asthma:

Global Strategy for Asthma Management and Prevention

http://ginasthma.com/

4. Improving Chronic Illness Care:  Helping the Chronically Ill through Quality Improvement and Research

Includes:  

· “Improving Care in Your Practice:  A How-to Manual”  

· updated Chronic Care Model talk by Ed Wagner

· Assessment of Chronic Illness Care

This survey allows organizations to identify areas for improvement in chronic illness care before beginning quality improvement work and to periodically evaluate the impact of the changes made on improving chronic illness care.
· Patient Assessment of Chronic Illness Care

· Clinical tools for patient care improvement

http://www.improvingchroniccare.org/

5.    Health Disparities Collaboratives:  Changing Practice, Changing Lives

Forum for community of learners dedicated to improving health care based on IHI’s Breakthrough Series model.  Information on collaboratives addressing a variety of chronic conditions.

http://www.healthdisparities.net/hdc/html/home.aspx

chronic care model training manual

http://www.healthdisparities.net/hdc/content/chronic_Apr2002.pdf
asthma resource manual for patient care improvement

http://www.healthdisparities.net/hdc/content/Asthma_Apr2002.pdf
5. Institute for Healthcare Improvement
http://www.ihi.org/

Section on asthma:  how to improve asthma care in clinical practice, measures, changes, improvement stories, tools, resources, and literature.
http://www.ihi.org/IHI/Topics/ChronicConditions/Asthma/
6.   National Initiative for Children’s Healthcare Quality:

Living with Asthma Survey, Asthma Action Plans

http://www.nichq.org
7.   Regional Asthma Management and Prevention Initiative:  asthma action plans in various languages

      http://www.rampasthma.org/AAP%20page.htm
	Core Measures and Goals (Expected for All Teams)

	Focus of Measure
	Collaborative Stretch Goal

	Asthma Severity Classification
	Providers will classify asthma severity at 95% or more of asthma visits

	Anti-Inflammatory Treatment in Persistent Asthma
	95% or more of children with persistent asthma will be treated with maintenance anti-inflammatory medications

	Symptom-Free Days
	Children with persistent asthma will experience an average of 12 or more symptom-free days in a two week period

	Current Written Asthma Action Plan
	95% or more of asthma visits for children with persistent asthma will include an “up-to-date” written asthma management plan

	Allergy Testing
	Definition and performance goal to be determined. 


Allies Against Asthma Learning Collaborative

Content Suggestions for Team Presentations
Your presentation is 20 minutes long; we suggest using 10-15 minutes for your presentation and 5-10 minutes for question and answers.  Since the agenda is very full, please be mindful of your time.  

Sessions can be projected via laptop computer using PowerPoint or using an overhead projector.  In order to prepare materials for the binders (and preload the computers if you are using powerpoint), a final copy of the presentation must be received at AAA no later than Thursday, March 6.  You can also bring copies of your presentations with you to distribute to the group.  We are happy to review an early draft of your presentation and offer suggestions.

We offer the following suggestions for inclusion in your presentation.  The list is not intended to be comprehensive – include whatever you feel shows off your work best.  Remember, too, that you will be sharing information with the healthcare community at-large.  Be careful about sharing confidential information. 

If you need any assistance or have questions, please feel free to contact us.

Identification

· Facility name

· Location

· Brief system information (size, patient population, etc.)

· Team information

· Members

· Composition

· Team process

· Something interesting or unique about your facility or your patient population

Aim

· The statement you have used to describe what you are trying to accomplish

· A description of your pilot population

Changes 

· A few of the changes you tested and implemented

· Why you chose the changes you targeted

· How the changes have made a difference (this should be a primary emphasis) 

· The component(s) of the Chronic Care Model impacted

· Any learning that resulted from failed tests of change

Results

· Run charts of the three required measures if you have them showing your starting point, goal line, where you are now, and annotation to illustrate major changes you have tested

· Run charts of your self-selected measures, showing the same information as the required measures.

Key Ingredients to Your Success

· Lessons learned

· How your senior leadership has supported your work

· Any additional benefits or accomplishments the Collaborative may have helped you or your team achieve 

Barriers

· Challenges you’ve had to overcome 

· Issues you still find problematic

· Lessons learned

Comments from team members, providers, staff, and /or patients describing, for example

· How patient care has changed

· How using a registry has changed patient care 

· Changes in work satisfaction 

· Changes patients have noticed

· Involvement in the team process

Your vision of the future

· Your plan for spread 

· What your clinic or you personally have gained because of participation in the Collaborative

A few additional tips:

· Practice and time yourself.  If team members are co-presenting, make sure the combined times fit within the 20 minute timeframe.

· Project your presentation from a distance to make sure it is readable (20 feet)

· Review “Tips for Preparing Presentations”

Delivery System Design:  Planned Care

Small Group Discussion

10 minutes discussion, 5 minutes report  

Thinking about the example of a planned visit in the video,

1. What would work in your setting?

2. What are barriers that you might encounter? 

3. What are ideas to overcome them?

4. What have you tried?

5. What are the next steps to make in your setting to make planned care a part of the asthma care you provide?

Report (2 minutes for each group):

1. Two next steps from your group. 

2. One barrier and steps to overcome it.

Asthma Registry User Manual

The Asthma Registry, a MSAccess database, is developed based on the CDEMS registry.   Many of its features, such as data entry and data editing, can be found in the CDMES User Guide.

1. Installation

The registry has two basic components.  The cdema_ast.mdb supports data entry, data editing, viewing and printing the progress note and the cdema_dta.mdb is for data storage.  After copying the two files into a directory on your hard drive or network, click on the cdema_ast.mdb to start the registry.  You will first need to link the cdema_ast.mdb to the data stored in cdema_dta.mdb by using the Linked Table Manager in Access.

2. Registry flow

After data entry and before a patient visit, the data entry person prints the Visit Note and file it in patient chart.  During a visit, the provider will update the shaded area in the Note and copy the Note for data entry.  Whether to use the note for a visit in which asthma is not the primary diagnosis is at the discretion of the provider.

3. User guide to Visit Note

In general, for each section of the asthma note, except for the demographic section, the unshaded area prints information from the previous visit(s) and the shaded area is for the provider to update the information.

Demographics

· LN: patient last name.

· FN: patient first name.

· DOB: date of birth.  In data entry, a 4 digit year is required for this field.

· Sex: male, female, or unknown.

· Address: address, apartment number, city, and ZIP code

· Phone: although only one number is shown.  When needed, a second number can also be recorded and searched.

· Age: this is a calculated field based on DOB.  You don't need to enter the patient age.

· BMI: this is also a calculated field based on weight and height.

· Planguage: primary language.  On the data entry screen, only English, Spanish, and Vietnamese are shown in the pull-down list.   However, you can add any language to the list.  Note that it would be ideal if you can standardize your language list in terms of the exact spelling.

· Ethnicity: again a default list is given for data entry but you can add new categories to the list.  Make sure to standardize them.

· PCP: After the name of a PCP is entered, it will be added to the pull-down list.  Again, it would be ideal to standardize your PCP list.  It will make future search and reporting much easier.

· Migrant: not required for the asthma registry.

· Homeless: not required for the asthma registry.

· Other: enter allergies in this field.  Allergies can be either from skin test or self report.

Visit Date (the upper left corner)

· This Visit: For each visit, fill in the date of This Visit.  This field is required for each visit.

· Visit type: includes Urgent office visit, Planned office visit, Well Child Care, Education/PHN, Non-asthma (but asthma related evaluation and/or treatment were given), and no show.  This field is required for each visit.

· Weight (pds)

· Height (inches)

Conditions

· Asthma: this field is required to initialize the registry.  Each time you add a new patient, this field must be entered for the registry to work.

· ASA/NSAID sen., GERD, Rhinitis/sinusitis: asthma-related comorbidity

· Exp-xxx: asthma-related environmental exposures or asthma triggers.

During each visit, the provider can update conditions/exposures by checking the Dx (diagnosis), D/C (discontinue), and Add box.

Supplies and medications

· Bed cover: patient is using allergy control bedding cover.

· HEPA filter: patient is using a HEPA filter at home.

· Home nebulizer: provided and is in use.

· Peak Flow Meter: at home peak flow meter is provided and is in use.

· Spacer: at home spacer is provided and is in use.

· B2 agnoist-long: long-acting b2 agnoist is prescribed.

· B2 agonist-short: short term b2 agnoist is prescribed.

· Cromolyn/Nedocr: Cormolyn or Nedocromil is prescribed.

· Oral steroids: prescribed.

· Theophyline: prescribed.

· inh ster-low, medium, high: the level of inhaled steroids prescribed based on the NAEPP guidelines shown below.

Estimate Comparative Daily Dosages for Inhaled Corticosteroids

	Drug
	Low
	Medium
	High

	Beclomethasone CFC 42 or 84 mcg/puff
	84-336 mcg
	337-672 mcg
	>672 mcg

	Beclomethasone HFA 40 or 80 mcg/puff
	80-160 mcg
	161-320 mcg
	>320 mcg

	Budesonide DPI 200 mcg/inhalation
	200-400 mcg
	401-800 mcg
	>800 mcg

	Inhalation suspension for nebulization
	88-176 mcg
	177-440 mcg
	>440 mcg

	Flunisolide 250 mcg/puff
	0.5 mg
	1.0 mg
	2.0 mg

	Fluticasone MDI or DPI
	500-750 mcg
	1000-1250 mcg
	>1250 mcg

	Triamcinolone acetonide 100 mcg/puff
	400-800 mcg
	801-1200 mcg
	>1200 mcg


The provider also has the option to enter the actual medication and dosage in the following fields:

· Controller 1

· Controller 2

· Rescue Med

· Antihistamine

Note that for data entry, these four fields are entered into the section for Services.

Services

· Ldate: last visit date (computer generated)

· LRresult: last result (computer generated)

· NResult: result for this visit (filled out by provider)

· Com: completed (filled out by provider]

· Dec: declined (filled out by provider)

· Action plan: circle one of the 3 status for this visit: initiated, reviewed, or updated

· Self management goal 1 - 3: enter the self management goals that you have discussed with the patient or caretaker.  Some examples of the self management goals are:

	Environmental
	Medical

	· Reduce tobacco exposure
	· Use preventive med every day

	· Quit smoking
	· Monitor for asthma symptoms

	· Eliminate roaches
	· Use inhalers effectively

	· Remove pets from home
	· Use action plan and peak flow meter

	· Wash sheets in hot water
	· Provide action plan to school or childcare

	· Put on bedding covers
	· 

	· Reduce moisture in home
	· 

	· Eliminate mold
	· 


· Ed-xx: education activities provided during this visit.  Checking the box under Nresult would indicate this education activity is done during the visit.  You can also rate whether an education activity was understood by the patient or caretaker as Good, Fair, or Poor.

· Allergy test: check the Nresult box if allergy test is given during this visit.  If the history of allergy test is evaluated during this visit, enter the date of the allergy test and enter the type of allergies in the "Other" field in the demographic section.

· Flu shot: flu shot is given at this visit or scheduled for a certain date

· Referral-PHN: PHN referral for asthma

· Referral 2: other kinds of asthma related referrals

· School coord: school coordination for asthma care

Outcomes

· Symp days/2wk: days with asthma symptoms during the past 2 weeks.

· Nts wok up/wk: nights woke up because of asthma symptoms during the past 2 weeks.

· Hosp/3mos: number of hospitalization for asthma during the past 3 months.

· ER visit/3mos: number of ER visits for asthma during the past 3 months.

· Uns clin/visit/3mos: number of unscheduled clinic visit for asthma during the past 3 months.

· FEV1%pred: spirometry, FEV1 percent predicted. Note that the data must be entered as decimal points.  For example, if FEV1%pred is 85%, it should be entered as 0.85.

· FEV25-25%pred: spirometry FEV25-27 percent predicted

· PEF: peak flow readings during this visit

· PEF%pred: peak flow percent predicted if calculated by PCP

· PEF best ever: peak flow personal best

· Severity level: PCP evaluated asthma severity level.  Circle the severity step in the NRes box.

· Calculated severity: NAEPP severity level based on symptoms and spirometry during the last planned visit.  For the calculated severity, you must enter at least the number of symptom days or nights woke up during the past two weeks.  FEV1% predicted and/or PEF% predicted are used for calculating severity if available (see table below).

	Step
	Classification
	Days with symptoms
	Nights with symptoms
	FEV1 % predicted

	4
	Severe persistent
	continual
	frequent

(>7/14 days)
	(<=60%)

	3
	Moderate persistent
	Daily

(=14/14 days)
	>=5/month

(>2/14 days)
	(>60% to <80%)

	2
	Mild persistent
	>2/week

(>4/14 days)
	3 to 4/month

(>1/14 days)
	(>=80%)

	1
	Mild intermittent
	<=2/week

(<=4/14 days)
	<=2/month

(<=1/14 days)
	(>=80%)


· Visits/past 12 months: the number of recorded asthma visit (urgent, planned, or well child care) during the past 12 months.

New Note

Next Visit Date: enter the approximate date for the next asthma visit.  This field will be used to generate a list of patients scheduled to be seen during a given period.

4. Reports

On the print page of the Opening screen, click the Data Summary Reports button for clinic level reports.

5. Other issues

· Designate your data entry/data maintenance person(s)

· Back up data (to network, local drive, or CD) with a regular schedule

If you have questions, please feel free to contact Lin Song at (206) 296-4591 or lin.song@metrokc.gov.

Monthly Team Status Report


Due Date: The last day of each month

Team Name:                                               Date/Report Month:                            Team Assessment Score

Collaborative Aim: To maximize the quality of life for children with asthma and their families by improving care in clinical sites and communities.  It is also a goal to satisfy patient and caregiver needs while maintaining or decreasing the total cost of care.  This will be achieved by implementing a system-wide model of care that focuses on assuring the delivery of evidence-based clinical care and strong support for family education and self-management.

Actions and Goals:

1. Reduce the number of days with symptoms for patients with persistent asthma with a goal of an average of 12 symptom or more free days in a two week period

2. Assess and classify asthma severity at 95% or more of all asthma visits 

3. Prescribe appropriate medications for asthma severity with a goal of 95% or more of patients with persistent asthma will be treated with maintenance anti-inflammatory medications

4. Distribute a new or updated written asthma management plan at 95% of visits for patients with persistent asthma

Changes Implemented -- Please document changes tested and/or implemented (in each component of the Chronic Care Model).  Remember to include your results, what you learned and any additional comments. 
Community Resources and Policies: 

Family Education and Self-Management Support: 

Decision Support: 

Delivery System Design: 

Clinical Information Systems:  

Health Care Organization:
Allies Against Asthma – Collaborative Clinical Improvement

Establishing Asthma Registry in Practice:

Assessment & Planning Tool
This tool lists items to answer and address, so that registry use can be systematically established and maintained across practices in your site.  It is meant to help you determine what needs to be done; it may be most helpful in creating a work-plan for and/or assessing clinic-wide registry implementation and its ongoing use.

Consider the following suggestions for its use.

· Have your asthma improvement team become familiar with this tool.

· As a team, give preliminary responses to the best of your knowledge.  

       ( Briefly note those items where you are fairly certain of an organizational answer and/or plan to address.

       (On items without a known answer / plan, identify who you think should be involved in relevant decisions or planning.

· Review your preliminary team response with key individuals and/or groups who have authority over system-wide implementation.  (May include organizational leader, clinical leader, managers, QI committee, etc.) 

· Ask for direction / participation / sponsorship to complete overall plan or assessment.

· Use this to determine and track "next steps" for registry implementation and/or improvement.
	“PHASE”
	ITEM
	STATUS, ANSWER, or PLAN

(RESPONSES SITE SPECIFIC UNLESS NOTED)
	WHO’S INVOLVED?

WHO DECIDES?

	“Front End”
PRE-IMPLEMENTATION
	Are the data elements of the registry defined?


	· Complete for now. Future changes based on guideline changes and/or provider input.
	AAA Team, Clinical Lead

	
	Who will be clinical lead (champion) for registry-related matters?


	
	

	
	Who will be administratively responsible for registry implementation and maintenance?


	
	

	
	Is encounter-form format designed?  

Is template available to print individual patient summaries with encounter-forms at time of visit?
	· Yes, with ongoing small revisions
	AAA Team


Allies Against Asthma – Collaborative Clinical Improvement

Establishing Asthma Registry in Practice:

Assessment & Planning Tool
	“PHASE”
	ITEM
	STATUS, ANSWER, or PLAN

(RESPONSES SITE SPECIFIC UNLESS NOTED)
	WHO’S INVOLVED?

WHO DECIDES?

	“Front End”
PRE-IMPLEMENTATION
	Do providers and clinical staff understand purpose and use of asthma registry?


	
	

	
	Are providers and clinical staff oriented to content and use of encounter form?


	
	

	
	Who needs direct access to registry?

· Input

· Database Viewing

· Printing

· Queries
	
	

	
	Where will registry need to be installed? (Stand-alone computers, network, and printing connections)


	
	

	
	How will asthma population for registry be identified and initially “loaded”?

· Electronic data from info system

· Chart audit

· Encounter data at time of visit


	
	

	
	How will data registry be periodically up-dated? How often?

· Electronic data from info system

· Chart audit

· Encounter data at time of visit
	
	


Allies Against Asthma – Collaborative Clinical Improvement

Establishing Asthma Registry in Practice:

Assessment & Planning Tool
	“PHASE”
	ITEM
	STATUS, ANSWER, or PLAN

(RESPONSES SITE SPECIFIC UNLESS NOTED)
	WHO’S INVOLVED?

WHO DECIDES?

	DATABASE & REGISTRY 
MAINTENANCE

DATABASE / REGISTRY MAIN-TENANCE
	Is the registry software installed on appropriate computer(s), network, and printer connections?


	
	

	
	Has initial “loading” of registry occurred?


	
	

	
	Who has been identified as the key person(s) for data entry and maintenance of the registry? 
	
	

	
	Has this person’s job expectation / job description been changed to reflect this responsibility as ongoing?


	
	

	
	Has this person(s) received orientation and training? 


	
	

	
	Is clear process for data collection / entry in place and occurring?


	
	

	
	Is clear process in place to ensure data integrity?  Are such checks occurring?


	
	

	
	Is clear process for periodic data updating in place and occurring

?  
	
	

	
	Are confidentiality policies known and in practice with registry data?
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Establishing Asthma Registry in Practice:

Assessment & Planning Tool
	“PHASE”
	ITEM
	STATUS, ANSWER, or PLAN

(RESPONSES SITE SPECIFIC UNLESS NOTED)
	WHO’S INVOLVED?

WHO DECIDES?

	REGISTRY USE IN PRACTICE
	How and when will patient summaries /encounter forms be generated for next visits?


	
	

	
	How and where will encounter forms be kept in the medical record?


	
	

	
	Who will collect what data for the encounter form at the time of visit?

(Health care assistant, RN, MD, NP, etc.)


	
	

	
	How will use of the registry alter daily patient care flow?


	
	

	
	Have necessary changes in job expectations / job descriptions been made to reflect changes in patient care flow?


	
	

	
	How will registry reports (*see below) be used to follow, track, and reach out to patients?
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Establishing Asthma Registry in Practice:

Assessment & Planning Tool
	“PHASE”
	ITEM
	STATUS, ANSWER, or PLAN

(RESPONSES SITE SPECIFIC UNLESS NOTED)
	WHO’S INVOLVED?

WHO DECIDES?

	“Back-End”

REPORTS FOR CLINICAL MANAGEMENT & PERFORMANCE MEASUREMENT
	*What standard queries will be used to determine needs for routine and planned asthma care?  

(Clinical management reports)


	Queries developed per local request to date.  Standard queries / reports to be developed.
	AAA Team with Provider Team Input

	
	Who will generate standard (clinical management) reports? How often?

Who will review?  How will they be used?


	
	

	
	What standard key indicator reports will be used to monitor asthma care performance of practice?

(Measurement for improvement)
	Work continues on development of standard monthly reports (4 asthma indicators), data transfer process and line graph production.


	AAA Team with Improvement Team feedback

	
	Who will generate these (measurement) reports? At what frequency?  Who will review?  How will they be used?


	
	

	
	What capability for ad-hoc / customized queries is needed at that site?


	
	

	
	Who will have responsibility for ad-hoc queries?  How will that person(s) receive training / orientation? 
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Establishing Asthma Registry in Practice:

Assessment & Planning Tool
Clinic: 

Date:
Present:

	Topic
	Progress Made / Status                                                          Issues / Barriers                      PDSAs / Actions

	Latest PDSAs & Other Activities

How are PDSA cycles directed at spread goals?

Current plans


	

	Improvement Team

How often meeting?

Who is involved?


	

	Performance on Key Measures

Do run charts reflect what’s really happening?


	

	Registry

Visit forms, data entry, queries, other uses


	

	Clinical Resources Available  (e.g. Education, Spirometry,etc.)
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Establishing Asthma Registry in Practice:

Assessment & Planning Tool
Clinic: 

Date:
	Topic
	Progress Made / Status                                                            Issues / Barriers                              PDSAs / Actions

	Current Scope of Effort (e.g. # of patients; # of practices)


	

	Community resources

CHWs

ACT, etc.


	

	Progress toward Spread

Sustainability?


	

	Organizational Capacity & Support


	

	Goals for next 6 months

Resources available?


	

	Other Topics


	


Expectations for Asthma

Identifying Patients:

All people with asthma should have a clear diagnosis.

Monitoring Patient Status: 

Patients’ severity should be categorized using the NAEPP guidelines at every visit.
Treatment:

• All people with persistent disease should be on maintenance anti-inflammatories at effective doses for appropriate durations.

• Patients on frequent beta agonists should be closely monitored.

• Smoking avoidance should be discussed at every visit with every patient who smokes and every patient who is exposed to smoke.

• Patients should have access to spacers, nebulizers and peak flow meters and be trained by knowledgeable staff in their use.

• Every patient has an asthma care plan that is shared between patient, caregivers and providers.
• Optimal treatment of comorbidities (allergic rhinitis, sinusitis, GE reflux) is assured.

• Frequent exacerbations should trigger consideration for specialty referral and/or other supportive service services.

Active Follow-up:

Proactively scheduled follow-up, which is adjusted by severity, occurs using a variety of modalities, especially the telephone.

Asthma Care and the Components of the Chronic Care Model

This grid is to illustrate how the clinical content (for improving asthma outcomes) relates to five of the areas for “System Improvement.”  (The Health Care Organization component will be considered in more detail with Senior Leaders.)  We have purposefully written as a series of questions.  For many, there is no single “right answer.”  Rather, these are suggestions for the kind of questions you should answer for yourself in order to improve asthma care.
	
	Clinical Information Systems
	Delivery System Design
	Decision Support
	Self-management Support
	Community Resources and Policies

	All people with asthma should have a clear diagnosis.
	How can you identify your asthma population?


	Who is responsible for recording the diagnosis and informing the patient?
	Do you have an evidence-based guideline for diagnosis?

How do primary care doctors interact with specialists when diagnosis is complicated?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?
	Do patients receive a self-management message at the time of diagnosis and an opportunity to ask questions?
	How are linkages made with schools, community centers, and employers to help identify patients with asthma?

	Patients’ severity should be categorized using the NAEPP guidelines at every visit.


	Does the system prompt the assessment at every face-to-face encounter?

How do you track results?


	Who completes assessments?

Who calls in the patients who are in need of assessment?


	How is the NAEPP guideline for assessment disseminated to providers?

How is the guideline “embedded” into your system?


	How do patients participate in the assessment process?


	

	All people with persistent disease should be on maintenance anti-inflammatories at effective doses for appropriate durations.
	How can you identify subgroups of the asthma population?

How do you document medication dosages, durations and results?


	Who reviews the medication routine?

Who calls the patients in when medication routines are not adequate?

What options are there for 1-on-1, groups, phone-based counseling?

Who gives on-going self management support for patients who have difficulty managing medication routines?
	Do you have an evidence-based guideline for medication prescribing which describes effective doses and appropriate medications?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	Do you have documentation of medication use in the asthma care plan?

What “menus” of self-management support are available to patients to assist them in managing medications?

What incentives do you have to encourage patients in appropriate medication use?

What methods are available to assist patients  with high severity or social risk?
	What links do you have set up to sources of medication for low-income patients?

What resources are there in the community to assist families and patients with high severity or social risk?

(For children) Is the medication plan shared with school?

(For adults) Is there work-site information that is being shared appropriately?

	Patients on frequent beta agonists should be closely monitored
	How can you identify the subgroup of your asthma population who is using beta agonists frequently?

How do you document and medication dosages, durations and results?


	Who reviews the medication routine?

Who calls in the patients when medication routines are not adequate?


	Do you have an evidence-based guideline for beta-agonist use?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	Do you have documentation of collaborative care plan for medication use?

What self-management support is available to patients who are experiencing changes in their asthma control?

What incentives do you have to encourage patients in appropriate medication use?
	

	Smoking avoidance should be discussed at every visit with every patient who smokes and every patient who is exposed to smoke.
	How can you identify patients who smoke or who are exposed to smoke?

How do you document and track those who have had a smoking intervention?

Can your information system capture changes in smoking exposure?


	Who reviews the smoking status?

Who discusses smoking with patients?

Who tracks which patients have been treated? Who is doing follow-up?

What options are there for smoking cessation?
	Do you have an evidence-based guideline for smoking cessation or decreasing smoking exposure?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	Do you have documentation of collaborative goal setting for smoking avoidance?

What “menus” of self-management support are available to patients?

What incentives do you have to encourage patients to quit smoking or decrease their exposure?
	What links do you have set up to community smoking cessation programs?

Are there public stop smoking campaigns that you can support?

	Patients should have access to spacers, nebulizers and peak flow meters and be trained by knowledgeable staff in their use.
	Does your information system capture current devices used by patients?
	Who is responsible for assessing technical skills and providing training in these skills?

How are staff trained to use equipment effectively?

What kinds of groups, 1:1 or educational offerings are available to patients and caregivers?

What kind of additional supports are available to patients in high risk situations?
	Do guidelines address the use of spacers, nebulizers and peak flow meters?

Are there criteria for staff training in equipment use?
	Does the plan include patient and caregiver training in equipment use?
	What resources are available in the community to provide necessary equipment in a timely manner?

	Optimal treatment of comorbidities (allergic rhinitis, sinusitis, GE reflux) is assured.
	Does the information system capture information on comorbidities?
	Who is responsible for diagnosis and treatment of comorbidities?
	How do primary care providers and specialists interact for patients with comorbidities?

Does the guideline address comorbidities?
	Does the self-management support system encompass all of the comorbidities?
	What links can be made to local organizations who provide resources for comorbid conditions?

	Frequent exacerbations should trigger consideration for specialty referral and/or other supports.


	Does the information system capture patients with frequent exacerbations?
	Who is responsible for making referrals to appropriate services?

What communication/referral mechanisms are in place to identify the correct providers and smooth the referral process?
	Are criteria established for referral to specialists and other services?

How are these criteria conveyed to the provider when exacerbations are noted?
	Does the self-management training include information on when other care providers might be helpful?
	How are existing networks of specialists and supportive services connected to the primary care providers?

	Proactively scheduled follow-up, which is adjusted by severity, occurs using a variety of modalities, especially the telephone
	Does the information system produce information adjusted for severity reminding providers when  patients require follow-up contact?
	Who is responsible for proactive follow-up?

How is follow-up done?

How are different modalities used for different situations?
	Are triggers for follow-up and content of follow-up contacts clearly described in the guidelines?
	How are patients made aware of the follow-up contact they should expect?
	

	Every patient has an asthma care plan that is shared between patient, caregivers and providers.
	How can you identify your asthma population?  

Is the care plan captured by the information system?
	Who is responsible for initiating the asthma plan and revising/renewing it yearly (at least)?

How is the asthma plan incorporated into the visit structure?
	Are diagnostic criteria clearly described in the guideline?

How do any additional providers gain access to the shared asthma care plan?
	How are patients involved in developing the care plan?

Does the care plan template include short and long-term self-management goals in addition to medication regimen?

How are patients instructed in how they should use the care plan?
	How is the care plan shared with daycare or school?
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