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The Asthma Regional Council of New England (ARC) is a coalition of
public agencies, NGO’s and researchers that bring together the diverse
organizational perspectives and resources of health, housing, education,
and environment to focus on the environmental contributors to asthma.
Leaders with knowledge, resources, and determination have joined
forces to swiftly identify and implement solutions to improve the lives

of people with asthma. ARC is a program of The Medical Foundation.

Over the past few years, ARC has partnered with the University of
Massachusetts Lowell’s Environmental Health Initiative (UMass Lowell)
and the U.S. Department of Health and Human Services, Region I
(New England) to conduct research, disseminate information and encourage
collaboration in the health sector to improve asthma outcomes. Our
focus has been to promote continual improvement of asthma management,
with a particular focus to embed asthma education and environmental
trigger reduction in standard medical care, consistent with NAEPP
guidelines. Payers, providers, purchasers, policy-makers, patients and
their advocates all have a role to play in improving asthma management,
but they need evidence-based information to do the right thing.

To that end, ARC and UMass Lowell sought funding and input from
Children’s Hospital Boston to produce a Business Case, which documents
the health and cost benefits associated with best practices in asthma
management, specifically asthma education programs that promote
self-guided care in addition to home-based environmental trigger
interventions where appropriate. The authors wish to express their
appreciation to Lisa Mannix, Amy Burack, Joshua Greenberg, and
Dr. Shari Nethersole at Children’s Hospital Boston for their guidance.
We also wish to thank Dr. James Lee at UMass Lowell for his valuable
input. Funding for the development of this Business Case was provided
by The Boston Foundation, Children’s Hospital Boston and the U.S.
Environmental Protection Agency, Region I. We also want to thank
Betsy Rosenfeld, of the US Department of Health and Human Services,
Region I (New England), for her support and guidance on this project.

— Polly Hoppin, ScD
— Molly Jacobs, MPH

— Laurie Stillman, MMHS
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Case Studies of Cost-£; Hective Cowo‘%miw Asthma

Prompted by the research literature, a number of health plans across the country are implementing comprehensive
asthma management programs that include asthma education and environmental interventions in conjunction with

primary and specialist care.

Optima Health Virginia Beach, Virginia

Optima Health is a non-profit managed care system com-
prised of Medicaid HMO and commercial HMO, PPO
and POS plans. Optima Health provides education, both
in-clinic and via mailed materials, to all members with
asthma, and more intensive interventions to patients
classified as having more severe asthma, based primarily
on data from medical and pharmacy claims.** For its most
severe asthma patients, Optima Health combines asthma
education with home-based environmental interventions.
These programs have realized cost savings:**

* Between 1994 and 2004, asthma hospitalizations
among Optima members receiving the home visiting
program decreased by 54% in the commercial plans,
and 32% in the Medicaid HMO plan. Emergency
room visits decreased 18% among members in
commercial plans, and 33% among Medicaid
HMO plan members.

* Overall costs for patients with severe asthma decreased
by 35%.
* A financial return on investment for the program was

estimated at 4.1:1 ($4.10 saved for every $1 spent on
the program).

Monroe Plan for Medical Care, Rochester, NY

In 2002, Monroe Plan for Medical Care — a non-profit
Medicaid MCO - launched a pilot of its Improving
Asthma Care for Children Initiative. Monroe Plan enrolled
children whose asthma was resulting in high utilization of
medical services (ED visits, hospitalizations, urgent care
etc.) and offered them lung function testing, asthma
education, and allergy skin testing through a specialty
asthma center. Children also received case management
services, and home environmental assessment and supplies
for reducing exposure to dust-mites, cockroaches and
other environmental triggers. The Monroe pilot results
include:®

* By 2004, rates of emergency room visits and hospital-
izations among children enrolled in the pilot initiative
were dramatically lower than among a comparison
group of children that did not receive increased asthma

management services. Quarterly rates of emergency
room visits in 2004 ranged from 191-429 visits per
1000 visits in the intervention group versus 352-843
visits per 1000 visits in the internal comparison group.
Quarterly hospital admissions in the intervention
group ranged from 21-46 compared to 34-77 in the

internal comparison group.

* While costs associated with asthma specialist visits
increased slightly among the intervention group, the
health plan realized a 20% reduction in total asthma-
related medical costs (from an average of $35.50 per
member per month (PMPM) to $28.78 PMPM) due
to decreased emergency room visits and hospitalizations.
Corresponding costs in the comparison group actually
increased by 29% ($34.25 PMPM to $44.10 PMPM)

over the same time period.*

The Monroe Plan for Medical Care did not incorporate
the cost of the program into the assessment of total costs,
so a cost savings could not be demonstrated. Nevertheless,
officials from the Monroe Plan subsequently expanded the
program beyond the pilot stage based on the evidence of
reduced medical expenditures and health outcome
improvements.

Asthma Network of West Michigan

The Asthma Network of West Michigan is a community-
based asthma coalition that provides intensive home-based
case management services to predominantly low-income
children and adults diagnosed with moderate to severe
asthma. The community organization uses nurses or
respiratory therapists to provide up to 18 home visits.
Visits include asthma education services in the home and
some environmental education. Home visits are primarily
reimbursed by private and public health payers to which
the Network provides outcome data. Grant dollars pay for
uninsured clients. Results of the program include signifi-
cant improvements in health outcomes and reductions in
health-related expenditures.

* Emergency department visits, hospitalizations and
days hospitalized among 45 children enrolled in the
program decreased significantly compared to 39
matched controls.”



Conelusion

As it strives for quality improvement and cost contain-
ment, the health care sector is recognizing the benefits of
a Chronic Care Model (www.improvingchroniccare.org).
This model attempts to address the deficiencies in
current approaches to managing chronic diseases, moving
away from a “reactive” physician-centered treatment
approach toward a “proactive” prevention-oriented
approach provided by a team. Diabetes and heart disease
are examples of chronic illnesses that have benefited
greatly from this model. Care for asthma is moving in
this direction as well, but health payers understandably
want to know more about what the evidence on best
practices and associated costs.

Rigorously designed research studies and program evalu-
ations conclude that asthma education and environmental
assessment, services and supplies, delivered in the clinical
setting and in the home, reduce symptoms and improve
quality of life at a reasonable cost and when targeted
appropriately, may result in net cost savings to payers
who invest in them. The need is urgent: the quality of
life of increasing percentages of adults and children is
substantially impaired by asthma, and public and private
payers bear the financial burden of high utilization of
health services.

Because indirect costs are not routinely captured, the
societal economic case for investing in asthma education
and environmental interventions may be even stronger
than reflected in the literature. Though a number of the
studies reviewed here did assess indirect costs and benefits,
several did not. Experts point out additional derivative
benefits not quantified in some of their studies, including
reductions in costs associated with lost school and work
days, reductions in health disparities and improvements
in patient co-morbidities such as depression, anxiety and
obesity. Additionally, other family members’ health and
welfare stand to benefit from these services.

As need and opportunity converge, multiple sectors that
influence health care decision-making have a role to play.

* Public and private payers — who stand to benefit
both from net cost savings and improved quality of
care — can consider paying for supplies and services
shown to reduce exposures to environmental triggers,
including mattress and pillow encasements, HEPA
filters and vacuums, and pest management. They
can structure reimbursement mechanisms for the
range of providers of asthma education and environ-
mental services, — including providers in public

health departments — establish incentives for
providers to appropriately classify patients and refer
them to clinical and in-home sessions, and provide
staff to proactively reach out to high risk patients
who meet criteria for receiving educational and
environmental services.

* Provider groups can consider supporting asthma
educators in their practices, and can encourage refer-
rals to home visitors and environmental assessors.
These investments are likely to improve quality of
care, health outcomes and patient satisfaction,
reduce disparities, inpatient stays and emergency
department use, and may generate net cost savings.

* Large employers can request coverage for compre-
hensive asthma services through contract negotiations
for health insurance. Cost savings and increased
worker productivity could strengthen the case for
insurance coverage.

* Policymakers can create a sustainable statewide
reimbursement mechanism that supports best practices
for asthma care, including asthma education and
environmental interventions.

The literature should prompt us to ask: how can we
afford not to give people with asthma access to pro-
grams that hold promise for reducing symptoms and
costs? Additional analysis will need to be undertaken
by any individual organization interested in promoting
the delivery and financing of asthma education and
in-home environmental interventions. The information
in this paper should get them started: it dispels arguments
that effective programs are too expensive or unproven,
and provides guidance about how to classify patients
and target interventions appropriately. The Asthma
Regional Council and its partners look forward to working
with decision-makers in multiple sectors to support
implementation of asthma education and environmental
trigger reduction programs: the two highly promising
yet often neglected elements of the NAEPP asthma
management guidelines.
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