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Asthma

Study Review Analysis

Background

Recent clinical findings have suggested that the use by clinicians of evidence-based clinical practice guidelines (CPGs) can be effective in improving both the quality of health care for asthma patients and their outcomes after treatment.
  In 1999, FMAS Corporation, a DynCorp Company, conducted a comprehensive assessment of the quality of care received by high-risk asthma patients in the Military Health System (MHS) in 1998.
  Patient characteristics known to be associated with asthma severity (e.g., family history of asthma and smoking status) were examined.  In addition, the facilities’ processes of care in terms of their compliance to asthma guidelines and patient outcomes, such as self-perceived functional status and extent of follow-up care received in outpatient and inpatient settings, were assessed.  The guideline metrics developed for the 1999 baseline Quality Management Review (QMR) were modeled after the Department of Defense (DoD)/ Veterans Health Administration asthma guidelines
, which were based on the National Heart, Lung, and Blood Institute (NHLBI) clinical practice guidelines.
  These guidelines are used in this review to follow up on compliance levels.

This 2000 follow-up review studies 1999 data by describing patient characteristics and re-examining facility compliance to asthma guidelines and patient utilization of follow-up care in outpatient and inpatient settings for TRICARE enrollees.  This review compares the findings to those obtained in the 1999 Asthma QMR.  In addition to the results discussed in this overview, the web-based reporting tool MDeis, located at https://mdeis.dynhits.com, displays further data for facilities participating in this study.

Objectives
The focus of the 2000 Asthma study is to document and describe ongoing clinical quality improvement in the care and treatment of asthma patients and to provide baseline data on MHS clinical performance before system-wide implementation of the DoD/VHA asthma CPG.  Specific objectives were to:

· Describe asthma patients’ characteristics.  The description focused on the population of high-risk asthma patients that presented as eligible TRICARE beneficiaries and included important clinical characteristics such as severity of asthma and medical history.  

· Assess level of compliance to asthma CPGs.  The overall level of compliance to recommended asthma CPGs, based on objective measures of lung function, prescription of standard asthma medication, and patient-centered educational counseling, was examined.

· Determine if there was improvement in the quality of care from the baseline year.  FMAS re-measured compliance and utilization factors and compared these data to the 1999 Asthma QMR results.  

An additional objective was to determine if there was a difference in the type of care delivered at sites where the DoD asthma guidelines have been implemented compared to those sites where they have not been implemented.  
Study Setting

Design 

This study was a retrospective outpatient medical record review.

Study Timeframe 

The study timeframe was January 1, 1999 through December 31, 1999.
Population 

The population included TRICARE enrollees from 98 military treatment facilities (MTFs).  Appendix A lists the MTFs participating in the study and indicates the asthma CPGs implemented at each site as well as the date of implementation, where applicable.

Patients were selected based on the following inclusion criteria:

· High-risk for asthma, defined as having at least one asthma-related hospitalization between 1997 and 1998.  Asthma-related conditions were identified through the examination of the principal World Health Organization’s International Classification of Diseases-Clinical Modification, 9th revision (ICD-9-CM) diagnosis codes within the range 493.00 through 493.91 or through a principal ICD-9-CM diagnosis code of respiratory failure (ICD-9-CM code of 518.8) with a secondary diagnosis of 493.91.

· At least one asthma-related clinic visit between January 1, 1999 and August 31, 1999.  The first such visit identified was termed the “index visit.”

· At least 6 years of age or older at the time of the index visit.

Data Sources  

Eligible study participants were identified using the Standard Inpatient Data Record (SIDR) database and the Standard Ambulatory Data Record (SADR) database.  Outpatient data were abstracted from medical records from January 1, 1999 through August 31,1999, and follow-up data were collected from the SIDR and SADR for the period September 1,1999 through December 31, 1999.  

Methods

Clinical Medical Record Abstraction and Internal Quality Control (IQC)  

FMAS data abstractors used Medical Data Entry Design System (MedQUEST(), a computerized data abstraction tool, to collect clinical data on asthma patients from medical records at each facility.  This information included patient demographics and medical history as well as care processes.  For each desired study participant, abstractors were provided the name and identification number, as well as the date of the first visit in the medical record that fell within the study period and met sample inclusion criteria (the index visit).  Detailed information was then collected on the index visit and on the next four visits following the index visit for a maximum of five visits.  

Data were transmitted weekly from the abstractors to the data management center. To ensure the quality of the data used in its analyses, several standard assessments were conducted that included inter-rater reliability and overall accuracy of the data collection tool.  Additional data edits were performed before the cleaned data were loaded into the central data warehouse for analysis. 

 Analytic Approach  

FMAS reported patient characteristics in the form of means and/or proportions.  The descriptions of the data collected for demographics and for metrics assessing compliance to guidelines, as well as the approach to comparing to the baseline year, are described below. 

Asthma Patient Characteristics  

The number and percent of patients in the study were evaluated by: 

· MTF type

· Asthma groups:  Adults were defined as patients ≥ 18 years old and children were patients     < 18 years old  

· Demographic characteristics:  gender, age, race, and beneficiary status

· Medical history in terms of selected co-morbid conditions

· Asthma severity as documented by the clinician in at least one abstracted visit.  

Compliance to Asthma CPGs  

Seven metrics were assessed as indicators of compliance to asthma CPGs.  The time during which care was provided was specific for the given metric and the index visit provided the starting point for each.  For example, the performance of spirometry testing extended from the index visit back 12 months. Additional details of each metric is provided below:

Regular measurement of patient lung function for high-risk asthmatics

Numerator: The number of study patients with documentation of either a peak flow meter at home during the index visit, or a lung function test (spirometry) performed in the 12 months previous to the index visit.

Denominator: The total number of study patients.

Exclusions: None.

1. Prescription of standard asthma medication for acute and chronic patient conditions among high-risk asthmatics (Appropriate Medication)

Numerator: The number of study patients with documentation during the index visit of using both asthma anti-inflammatory and beta2-agonist medications.

Denominator: The total number of study patients.

Exclusions:  None.

2. Patient education on the management of care for high-risk asthmatics

Numerator: The number of patients with documentation during the index visit that the patient received some form of counseling, advice, and/or direction by the provider on the management of his/her asthma.

Denominator: The total number of study patients.

Exclusions:  None.

3. Visits with documented asthma severity level for high-risk asthmatics

Numerator:  The number of all study visits (maximum of 5 visits) during the 12-month study period having documentation of asthma severity level.

Denominator:  The total number of visits examined during the study period.

Exclusions:  None.
4. Prescription of long-term controllers for high-risk asthmatics with persistent asthma

Numerator:  The number of persistent asthmatics (defined by asthma severity of mild, moderate, or severe persistence) in the study that have documentation during the index visit of having been prescribed long-term medication control.

Denominator: The total number of study patients with persistent asthma.

Exclusions:  None.
5. High-risk asthmatic patients with spirometry testing in the past 12 months

Numerator:  The number of study patients who have at least one documented spirometry in the 12 months preceding the index visit.

Denominator: The total number of study patients.

Exclusions:  None.
6. Written treatment plans for high-risk asthmatics with persistent asthma

Numerator:  The number of persistent asthma patients with documentation during the index visit of a treatment plan.  

Denominator: The total number of study patients with documented persistent asthma.

Exclusions:  None.
A rate of compliance to the metrics, expressed as the proportion of study patients meeting the metrics inclusion criteria with evidence in the medical record of the completion of the metric, was calculated and reported for study adults and children. 

Differences between sites with and without guideline implementation could not be meaningfully assessed. While several MTFs have reported implementation of asthma guidelines, there was great variation in the exact nature and implementation of the guidelines in use across facilities (e.g., DoD guidelines versus individualized modifications to DoD and/or NHLBI guidelines).  Variation in CPG implementation also existed at the service level:  for the Navy it was voluntary, while in the Army only four MTFs in the study with small patient counts implemented the DoD guidelines during the study period; service-wide implementation was not to have begun until September, 2000.  While use of guidelines is more widespread in the Air Force, most facilities did not have them fully implemented during the study period. Appendix A provides additional information about implementation of CPGs at the individual MTFs in the study.

In addition, the DoD Scientific Advisory Panel (SAP) recommended that FMAS take advantage of this abstraction effort to collect data on select clinical preventive services (CPS), based on appropriateness or special relevance of the metric to the high-risk asthma population.  Accordingly, rates of compliance were calculated for guidelines for seven CPS:  cholesterol screening, cervical cancer screening, breast cancer screening, screening for sexually transmitted disease, tobacco use screening, alcohol use screening and active duty immunizations, and are reported in Appendix B.

Improvement in the Quality of Care  

For the examination of improvement in quality of care, two comparisons to baseline data were made.  For the first comparison, FMAS compared baseline year index visit data from the 1999 QMR to 2000 study index visit data for three compliance measures common to both data sets:  regular measurement of patient lung function, prescription of standard asthma medication, and patient education on the management of care.  Compliance during the index visits was chosen for the comparison between the two study groups to maximize the sample size (i.e., every study patient had at least one visit).  

For the second comparison of 1999 QMR and 2000 study results, outcomes (number of hospitalizations and emergency department [ED] visits) were tracked for study patients during the follow-up period, September 1, 1999 through December 31, 1999.  Data for this analysis were obtained electronically through the SIDR and SADR databases.  

Results

Description of Study Population 

A total of 1,496 patients met the sample inclusion criteria upon first examination of administrative data.  Of the initial patients selected, approximately 45 percent of patients (n=677) met inclusion criteria, were abstracted, and included in the study.  The remaining 819 patients were deleted from the study for a number of reasons, including: 

· On review of the actual record, patients did not meet inclusion criteria (e.g., did not meet diagnosis, age, and/or study period requirements). 

· Records were not available at the MTF for abstraction (e.g., transferred to another MTF or civilian facility or were in the custody of the patient). 

· Records could not be abstracted during the data collection period.  

Table 1 provides an overview of the disposition of study records.

Table 1.  Number of Patient Records From Initial Selection to Final Analysis Study 

Population

	Derivation of the Analysis Sample
	N
	%

	Initial Sample
	1496
	100

	Records Not Available
	558
	37.3

	Patients Did Not Meet Study Criteria
	238
	16.0

	Records Not Abstracted
	23
	1.5

	Records Completed
	677
	45.2


Asthma Patient Characteristics  

Patient characteristics are reported by MTF characteristics, demographic information, and medical history (including asthma severity).  Of the 677 high-risk study patients, more than half (54.1%) had either one or two visits recorded, while only 133 (19.6%) had five visits.

MTF Characteristics 

Table 2 provides an overview of high-risk patient characteristics by MTF type.  A total of 98 facilities distributed across four MTF types contributed to the study patients:  medical centers, large community facilities, small community facilities, and freestanding clinics.  Two-thirds of the study patients were provided care at large community facilities or medical centers.

Table 2.  MTF Type

	MTF Type
	Number of Sites (N=98)
	Number of Patients (N=677)

	
	n
	%
	n
	%

	Medical Center
	13
	13.3
	199
	29.4

	Large Community Facility
	26
	26.5
	259
	38.3

	Small Community Facility
	25
	25.5
	133
	19.6

	Free-Standing Clinic
	34
	34.7
	 86  
	12.7


 “N” represents total numbers of sites and patients; “n” represents sub-sets of sites and patients in each MTF type.

Demographics  

Table 3 provides an overview of high-risk asthma patients’ demographic characteristics.  Three-fourths of adult study patients were female, and more than one-half of these patients were White.  The average age of adult study patients was 40.9 years of age.  Only 7 percent of adult study patients were active duty military personnel.

There were more children than adults among the sample.  Child study patients averaged 10.3 years of age.  Close to two-thirds of these patients were male, and there were more minority children (Black, Asian, Hispanic, and other) than White children.  

Table 3.  Patient Demographic Information 

	Patient Characteristic
	Total

(N=677)
	Adult

(N=259; 38.3%)
	Child

(N=418; 61.7%)

	
	n
	%
	n
	%
	n
	%

	Gender

	Male
	321
	47.4
	61
	23.5
	260
	62.2

	Female
	356
	52.6
	198
	76.5
	158
	37.8

	Race

	White
	368
	54.3
	166
	64.1
	202
	48.3

	Black
	173
	25.5
	43
	16.6
	130
	31.1

	Asian
	29
	4.3
	13
	5.0
	16
	3.8

	Hispanic
	27
	4.0
	14
	5.4
	13
	3.1

	Other
	80
	11.8
	23
	8.9
	57
	13.6

	Beneficiary Status

	Active duty
	18
	2.6
	18
	7.0
	0
	0.0

	Dependent
	458
	67.7
	116
	44.8
	342
	82.0

	Retired*
	195
	28.8
	125
	48.3
	70
	16.7

	Other**
	6
	1.0
	0
	0.0
	6
	1.4


 *“Retired” includes retired dependents.

 **“Other” includes patients whose beneficiary status was indeterminable from the record.

 “N” represents the number of patients eligible for metric inclusion; “n” is the number of patients who met the metric         criteria.

Medical History 

Table 4 provides an overview of high-risk study patient characteristics by medical history.  Overall, the most commonly documented co-morbid condition among study patients was sinusitis, followed by histories of drug allergies, bronchitis, and frequent upper respiratory infections.  Less than 10 percent were current smokers or past smokers.  Only 23.3 percent of the study patients had an asthma severity level documented in at least one of the abstracted visits.   

The most commonly documented co-morbid conditions among adults were histories of drug allergies, sinusitis, and bronchitis.  Slightly more than 10 percent of adult study patients were currently smokers; almost one-fifth of adult study patients were past smokers.  Only 19.3 percent of the adult study patients had the severity level of their asthma documented in the medical record for at least one of the abstracted visits.  

Among child asthma study patients, the most commonly documented co-morbid conditions were histories of sinusitis and frequent upper respiratory infection.  Only 25.8 percent of the child study patients had a severity level of their asthma documented in the medical record for at least one of the abstracted visits.  

Table 4.   Medical History in Terms of Co-Morbid Conditions and Asthma Severity 

	Medical History
	Total

(N=677)
	Adult

(N=259; 38.3%)
	Child 

(N=418; 61.7%)

	
	n
	%
	n
	%
	n
	%

	Co-Morbidities

	Family History of Asthma 
	126
	18.6
	31
	12.0
	95
	22.7

	Drug Allergies
	214
	31.6
	118
	45.6
	96
	23.0

	Current Smoker
	38
	5.6
	35
	13.5
	3
	0.7

	Past Smoker
	50
	7.4
	48
	18.5
	2
	0.5

	Chronic Obstructive Pulmonary Disease 
	28
	4.1
	28
	10.8
	0
	0.0

	Pneumonia
	140
	20.7
	46
	17.8
	94
	22.5

	Bronchitis  
	168
	24.8
	85
	32.8
	83
	19.9

	Sinusitis/Rhinitis  
	276
	40.8
	106
	40.9
	170
	40.7

	Nasal Polyps
	8
	1.2
	6
	2.3
	2
	0.5

	Frequent Upper Respiratory Infection
	153
	22.6
	40
	15.4
	113
	27.0

	Other Respiratory Disease 
	38
	5.6
	13
	5.0
	25
	6.0

	Atopic Dermatitis/Eczema 
	63
	9.3
	11
	4.2
	52
	12.4

	Asthma Severity*

	Severe Persistent 
	37
	5.5
	20
	7.7
	17
	4.1

	Moderate Persistent 
	45
	6.6
	13
	5.0
	32
	7.7

	Mild Persistent 
	43
	6.3
	9
	3.5
	34
	8.1

	Mild Intermittent 
	33
	4.9
	8
	3.1
	25
	6.0

	Not Documented
	519
	76.7
	209
	80.7
	310
	74.2


* Based on index visit. The metric calls for documentation of a specific severity grade, per the CPG.

“N” represents the number of patients eligible for metric inclusion; “n” is the number of patients who met the metric criteria.

Compliance to Asthma CPGs  

Table 5 provides an overview of compliance to asthma CPGs for the 2000 high-risk study population.  Of the seven guidelines assessed, the highest compliance rate to CPGs was noted with medication prescription in terms of the provision of beta2-agonist and anti-inflammatory drugs to the high-risk asthma population (appropriate medication) and of long-term controllers to high-risk asthma patients with persistent asthma (83.6% and 89.6%, respectively).  By comparison, NCQA reports a lower average rate of provision of appropriate medications (57.3%) to non-high risk health plan members with persistent asthma in 1999.
 
In addition, three-fourths of high-risk asthma patients with persistent asthma had documentation of written treatment plans, and two-thirds of the sample had documentation of lung function measured.  However, only approximately 20 percent of adult patients, as well as only 29 percent of child asthma patients, had documentation at any of the visits of asthma severity levels and patient education.  With the exception of the measures of lung function and spirometry testing in the past 12 months, the rates of compliance were higher for child study patients than for adult study patients.  By comparison, according to the Department of Health and Human Services, the Healthy People 2010 goal for the provision of “formal patient education, including community and self help resources” to people with asthma is 30 percent.
 

Table 5.  Compliance to Asthma CPGs

	CPGs
	Total
	Adult
	Child

	
	N
	n
	%
	N
	n
	%
	N
	n
	%

	Asthma Patients with Lung Function Measured
	677
	435
	64.3
	259
	172
	66.4
	418
	263
	62.9

	Appropriate Medication


	677
	566
	83.6
	259
	208
	80.3
	418
	358
	85.6

	Patient Education and Self Management
	677
	176
	26.0
	259
	52
	20.1
	418
	124
	29.7

	Documentation of Asthma Severity*


	1809
	464
	25.6
	709
	143
	20.2
	1100
	321
	29.2

	Persistent Asthma Patients with Long-term Controllers Prescribed
	125
	112
	89.6
	42
	36
	85.7
	83
	76
	91.6

	Asthma Patients with Spirometry Testing in the Past 12 Months
	677
	214
	31.6
	259
	97
	37.5
	418
	117
	28.0

	Asthma Patients with WrittenTreatment Plans
	125
	95
	76.0
	42
	24
	57.1
	83
	71
	85.5


* Based on all visits.

“N” represents the number of patients eligible for metric inclusion; “n” is the number of patients who met the metric compliance criteria.

Improvements in the Quality of Care 

FMAS compared these 2000 study results to the 1999 QMR’s baseline results in two outcomes: compliance with CPGs, and frequency of ED visits and hospital readmission.

Compliance with CPGs 

Table 6 provides an overview of the comparison of 2000 study data and 1999 QMR data for compliance during the index visit to CPGs common to both study periods.  Improvements in compliance were significant for measurement of lung function and patient education and self-management.  Compliance with the provision of comprehensive pharmacological therapy decreased significantly.

Table 6.  Outcomes(Comparison of 1999 QMR and 2000 Study for Compliance with Asthma                  CPGs  

	CPGs
	1999 Patients  (N=1061)
	2000 Patients (N=677)

	
	n
	%
	n
	%

	Measure Lung Function
	437
	41.2
	435
	64.5*

	Comprehensive Pharmacological Therapy
	1010
	95.2*
	566
	83.6

	Patient Education and Self Management
	203
	19.1
	176
	26.0*


* Statistically significant p=0.001 level of significance.

ED Visits and Readmissions to Hospitals 

In the 2000 study, slightly more than 10 percent of high-risk study patients had one documented visit to an MTF ED during the follow-up period; only 3.7 percent had two or more visits.  Very few study participants (5.9%) had documentation of a hospital readmission to a DoD facility during the follow up period.  When the 2000 study data are compared to the 1999 QMR data, FMAS found that the proportion of 2000 high-risk study patients with no ED visits was significantly larger than the proportion of 1999 QMR high-risk patients with no visits.  Hospital readmission rates were similar across the two study periods.  Table 7 provides an overview of the comparison of outcomes, in terms of MTF ED visits and hospital re-admissions, for the 2000 study and 1999 QMR data.
Table 7.  Outcomes(Comparison of 1999 QMR Patients and 2000 Study Patients for Frequency of ED Visits and Hospital Readmissions 

	Visit Type
	1999 QMR Patients  (N=1140)
	2000 Study Patients (N=677)

	
	n
	%
	n
	%

	ED Visit
	
	

	None


	905
	79.4
	581
	85.8*

	One Visit


	154
	13.5
	71
	10.5

	Two or More Visits


	81
	7.1
	25
	3.7*

	Hospital Readmission
	
	

	None
	1056
	92.6
	637
	94.1

	One Readmission
	69
	6.0
	40
	5.9

	Two or More Readmissions


	15
	1.3
	0
	0.0


* Statistically significant at p=0.005 level of significance.

Conclusions

Improvements in Asthma CPG Compliance  

The results of this study show continued improvement in asthma care-related processes and outcomes for high-risk asthma patients.  In particular:

· Compliance to CPGs was high for the appropriate provision to high-risk asthma patients of anti-inflammatory and beta2-agonist medications and long-term controller medications.  The CPGs emphasize that comprehensive pharmacological management, including both anti-inflammatory and beta2-agonist medications, is essential to effectively managing asthma.  Similarly, the prescription of long-term controllers is equally important to patients with persistent asthma.

· There were significant improvements in two of the three CPG metrics assessed for 2000 high-risk study patients when compared to 1999 QMR patients:  measurement of lung function, and the provision of patient education and self-management information.  Monitoring lung function has long been recognized as the most objective and reliable measure of patient status.  Patients who are well educated in the use of their medication and to the importance of preventive actions have fewer adverse events and consume significantly fewer resources.  

· The 2000 high-risk study patients had significantly fewer ED visits than the 1999 QMR high-risk patients.  The improvements in these outcomes may be due to the improvements noted in compliance to appropriate medication and to ongoing measurement of lung function.   Further study will be needed to determine if the decrease in ED visits and hospitalizations for high-risk asthma patients noted in this study can be related to the implementation of asthma CPGs.

Opportunities for Improvement  

Despite documented improvement, there are several areas for potential improvement in compliance:

· Focus should be paid to the implementation of CPGs throughout the MHS.  This study demonstrated the variation in compliance with CPG implementation across MTS and branches of service.  In fact, out of 98
 facilities studied, only 25.5 percent (n = 25) indicated they had implemented any asthma CPGs, and implementation dates varied between 1997 and late 2000.  By standardizing care through the uniform implementation of CPGs, improvements in quality of care can be expected.  A follow-up study to evaluate compliance to metrics after more widespread implementation of CPGs may be useful.

· Increased attention should be paid to compliance with documentation of asthma severity.  Only a quarter of high-risk asthma patients had documentation of asthma severity in their index visit.  The provision of this assessment was greater for children than for adults.  There is significant variation in treatment methodologies based on asthma severity levels; therefore, failure to document severity can result in inadequate or inappropriate treatment, including the inability to create a treatment plan tailored to patients’ individual needs.  This is especially true when multiple providers are involved in patient care.

· Compliance with provision of patient education and self-management remains low.   This 2000 follow-up study found that 26 percent of high-risk asthma patients had documentation of patient education in their index visit.  While still low, these results represent a statistically significant improvement from the prior year’s study (19.1%).  Further use of CPGs and standardized tools should be helpful in continuing this forward movement.

A recent Cochrane Review demonstrated that self-management education and regular review by a health care provider reduced visits to the emergency room and hospitalizations for adult asthmatic patients.
  If the lack of documentation of this intervention means the patient education was not done, the consequences for affected patients may be significant.  However, the decrease in ED visits and hospital readmissions documented in this study indicates that the low compliance with this indicator may simply reflect a documentation issue.  Further follow-up is indicated at the local level.

· Compliance to the provision of spirometry testing is low.  Less than one-third (31.6%) of high-risk asthma patients had documentation of spirometry testing in the 12 months preceding the index visit.  Because spirometry testing impacts the classification of the disorder by determining asthma severity and assists in the early identification of asthma exacerbations, documentation of spirometry results is critical to the excellent management of the disease.  Maintaining the results of spirometry testing in the medical record is crucial for accurate tracking and trending of patient status over time.  Further follow-up at the local level is recommended.

The high-risk patient population was selected on the basis of having had a prior hospitalization for asthma.  Future studies may be improved by using severity adjustment to evaluate the metrics.

Despite significant improvement in several guideline metrics, compliance for all metrics remains below the DoD’s “stretch goal” of 90 percent.  A follow-up study to evaluate the effectiveness of CPGs after their more widespread implementation may be useful.

Study Limitations 

The results of this study should be viewed in light of the following limitations:

· Almost 40 percent of medical records that met study criteria were not available for review.  Therefore, the extent to which these results may be generalized to the full DoD high-risk asthma population is unclear.

· Data regarding beneficiaries’ use of services in civilian institutions in prior studies were not available for this study.  Based on previous experience, about one-third of patients access the civilian health system.  Without the inclusion of such data, especially in the estimates of ED and hospital utilization, the results of this study may be underestimated.  
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APPENDIX A

Table A-1.  Participating MTFs*

	MTF
	Asthma CPGs Implemented
	Date of Implementation, where applicable

	Air Force

	0004 Maxwell AFB
	N**
	

	0006 Elmendorf AFB
	NIH
	5/99

	0009 Luke AFB
	N
	

	0010 Davis-Monthan AFB
	DoD/VHA and NHLBI
	9/99

	0013 Little Rock AFB
	N
	

	0014 Travis AFB
	DoD/VHA
	8/00

	0018 Vandenberg AFB
	N
	

	0019 Edwards AFB
	Not specified
	11/99

	0033 USAF Academy
	DoD/VHA: trial phase
	Not specified

	0036 Dover AFB
	N
	

	0042 Eglin AFB
	Modification to DoD/VHA (pediatric)
	1/99

	0043 Tyndall AFB
	N
	

	0045 Macdill AFB
	N
	

	0046 Patrick AFB
	N
	

	0050 Moody AFB
	N
	

	0053 Mountain Home AFB
	N
	

	0055 Scott AFB
	N
	

	0059 McConnell AFB
	DoD/VHA
	2000 phase-in

	0062 Barksdale AFB
	N
	

	0066 Andrews AFB
	Modification to DoD/VHA (pediatric)
	5/00

	0073 Keesler AFB
	N
	

	0078 Offutt AFB
	DoD/VHA
	2000

	0079 Nellis AFB
	NHLBI
	11/1/99

	0083 Kirtland AFB
	NIH (pediatric and adult)
	Adult 9/98; peds 9/99

	0084 Holloman AFB
	Modification to DoD/VHA
	1/99

	0085 Cannon AFB
	N
	

	0093 Grand Forks AFB
	N
	

	0095 Wright-Patterson AFB
	DoD/VHA (adult); mod to DoD/VHA (pediatric)
	1997

	0096 Tinker AFB
	N
	

	0097 Altus AFB
	N
	

	0101 Shaw AFB
	Modification to DoD/VHA
	5/00

	0106 Ellsworth AFB
	Disease Management Services
	10/98

	0112 Dyess AFB
	N
	

	0113 Sheppard AFB
	N
	

	0114 Laughlin AFB
	N
	

	0117 Lackland AFB
	N
	

	0120 Langley AFB
	N
	

	0129 F.E. Warren AFB
	DoD/VHA
	1998

	0250 McClellan AFB
	N
	

	0287 Hickham AFB
	N
	

	0326 McGuire AFB
	N
	

	0335 Pope AFB
	DoD/VHA
	6/00

	0356 Charleston AFB
	N
	

	0366 Randolph AFB
	N
	

	0395 McChord AFB
	DoD/VHA
	Not specified

	0413 Bolling AFB
	DoD/VHA
	11/99

	0633 Lakenheath AFB
	DoD/VHA
	2000 phase-in

	0639 Misawa
	DoD/VHA
	2/00

	0808 Aviano AFB
	N
	

	Army***

	0001 Fox AH
	N
	

	0003 Lyster AH
	N
	

	0005 Bassett AH
	N
	

	0032 Evans AH
	N
	

	0047 Eisenhower AMC
	DoD/VHA
	8/1/99

	0048 Martin AH
	DoD/VHA
	8/1/99

	0049 Winn AH
	N
	

	0052Tripler AMC
	N
	

	0057 Irwin AH
	N
	

	0058 Munson 
	N
	

	0060 Blanchfield AH
	DoD/VHA
	8/1/99

	0061 Ireland ACH
	N
	

	0064 Bayne-Jones ACH
	N
	

	0069 Kimbrouch AH
	N
	

	0075 Wood AH
	N
	

	0086 Keller AH
	N
	

	0089 Womack AH
	N
	

	0098 Reynolds AH
	N
	

	0105 Moncrief AH
	DoD/VHA
	8/1/99

	0108 Beaumont AMC
	N
	

	0109 Brooke AMC
	N
	

	0110 Darnall AH
	N
	

	0121 McDonald AH
	N
	

	0122 Kenner AHC
	N
	

	0123 DeWitt AH
	N
	

	0125 Madigan AMC
	N
	

	0606 Heidelberg 
	N
	

	0607 Landstuhl AMC
	N
	

	
	
	

	Navy

	0024 Camp Pendleton NH
	N
	

	0028 LeMoore NH
	N
	

	0029 San Diego NH
	N
	

	0030 Twenty-Nine Palms
	N
	

	0035 Groton NH
	N
	

	0038 Pensacola NH
	N
	

	0039 Jacksonville NH
	N
	

	0056 Great Lakes NH
	N
	

	0067 Bethesda NH
	N
	

	0091 Camp Lejeune NH
	N
	

	0092 Cherry Point NH
	N
	

	0103 Charleston NH
	N
	

	0118 Corpus Christi NH
	N
	

	0124 Portsmouth NH
	N
	

	0126 Bremerton NH
	N
	

	0127 Oak Harbor NH
	N
	

	0280 Pearl Harbor NMC
	N
	

	0306 NMCL Annapolis
	N
	

	0616 Roosevelt Roads NH
	N
	

	0621 Okinawa NH
	N
	

	0622 Yokosuka NH
	N
	


* Information regarding implementation of CPGs was obtained from the individual MTFs and NQMP SAP service representatives.

** N = No CPGs implemented.

*** According to the SAP, CPG implementation for Army sites other than the four demonstration sites began 9/00.

APPENDIX B

High-risk asthma patients were assessed for compliance to guidelines for seven clinical preventive services:  cholesterol screening, cervical cancer screening, breast cancer screening, screening for sexually transmitted diseases (STDs), tobacco use screening, alcohol use screening and active duty immunizations.  A total of 272 high-risk asthma patients, 16 years of age and older, met the criteria for inclusion in one or more of the metrics.  In summary (see Table B-1):

· Cholesterol screening rates were assessed on males at least 40 years of age and females at least 50 years of age (N=84).  Of asthmatics sampled, 65.5 percent were screened for cholesterol.

· Cervical cancer screening rates through Pap smears were assessed for women ages 24 through 67 years (N=174).   Of female asthmatics sampled, more than 72.4 percent were screened for cervical cancer.

· Breast cancer screening rates as indicated by mammograms were assessed on women ages 52 through 71 years (N=49). Of female asthmatics sampled, 65.3 percent were screened for breast cancer.

· STD screening rates were assessed for men and women 16 years of age and older (N= 272). Of asthmatics sampled, only 21.0 percent were screened for STDs.

· Tobacco use screening rates were assessed for men and women 16 years of age and older (N= 272).  Of asthmatics sampled, more than 79.8 percent were screened for tobacco use.

· Alcohol use screenings were assessed for men and women 16 years of age and older (N= 272). Of asthmatics sampled, 58.8 percent were screened for alcohol use.

· Active duty immunizations included Hepatitis A and Influenza vaccines and were assessed for active duty men and women 16 years of age and older (N=18).  Of asthmatics sampled, more than half (55.5%) of the sample had documentation of completed vaccinations in their medical record. 

Table B-1. High-risk Asthma Patients: 

Clinical Preventive Services 

	
	Patients

	Clinical Preventive Services
	N
	n
	%

	Cholesterol Screening 
	84
	55
	65.5

	Cervical Cancer Screening
	174
	126
	72.4

	Breast Cancer Screening
	49
	32
	65.3

	STD Screening
	272
	57
	21.0

	Tobacco Use Screening
	272
	217
	79.8

	Alcohol Use Screening 
	272
	160
	58.8

	Active Duty Immunizations
	18
	10
	55.5





“N” represents the number of patients eligible for metric inclusion;

“n” is the number of patients who met the metric criteria.
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