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Introduction 
 
Asthma experts agree that most people with asthma should be able to lead healthy and 
active lives free from asthma symptoms.  However, respondents to the 2006 Behavioral 
Risk Factor Surveillance Survey (BRFSS) reported substantial limitations in their lives due 
to asthma. One-quarter of respondents (25%) missed one or more days of work or usual 
activity in the past 12 months due to their asthma, and most of them missed substantially 
more than one day.  According to the 2006 BRFSS survey, 10.0% of adults and 8.7% of 
children in Oregon have asthma.  Based on these percentages, approximately 330,000 
Oregonians, children and adults, have asthma.   
 
Asthma’s greatest burden lies in its ability to affect people’s quality of life: for example, the 
child who has to miss another day of school due to poor sleep the night before, the 
employee who cannot perform at capacity because of persistent wheezing, and the older 
adult who gives up walking on nice autumn days because cold air and leaf mold trigger 
symptoms. Most of these effects are not easily measurable, but together they place a 
large, yet avoidable, burden on individuals with asthma, their friends and family, and 
society as a whole. 
 
Since the development of the Guide to Improving Asthma Care in Oregon in 2002 many 
health plans and systems have been implementing the clinical recommendations and 
measuring the population-based indicators.1 Data from 2006 indicate that 17% of people 
with persistent asthma and commercial insurance and 34% of people with persistent 
asthma on Medicaid overuse their rescue medication (more than six beta2-agonist 
prescriptions per year). Additionally, 21% of people with persistent asthma and 
commercial insurance and 34% of people with persistent asthma on Medicaid do not fill 
even one prescription for a controller medication in a year. While the two data points might 
not represent the same set of individuals, they do inform us that a large number of insured 
Oregonians, between the ages of 4-55, are not adhering to or receiving treatment 
according to the clinical recommendations for the diagnosis and management of asthma.  
 
Poor asthma control often results in expensive emergency department visits, 
hospitalizations and overall poorer health outcomes. In 2006, there were over  2,200 
asthma-related hospitalizations in Oregon. Children younger than 4 and adults older than 
80 were most likely to experience severe asthma exacerbations requiring hospitalization, 
a frightening and confusing experience at any age. Tragically, uncontrolled asthma also 
leads to 49 to 80 deaths from asthma in Oregon each year.  
 
All of these outcomes, from missed days of school and work, to emergency department 
visits and hospitalizations, to deaths, are largely avoidable. We know that providing follow-
up care within 30 days of an asthma emergency department visit or hospitalization can 
reduce future asthma episodes and trips to the hospital. However, less than half of 
asthma patients on the Oregon Health Plan in 2006 who had an asthma-related 
emergency department visit received follow-up care from a healthcare provider within 30 
days. 2 
 

                                                 
1 Health Care Provider Resources and Education, Oregon Asthma Leadership Plan 
2 Oregon Asthma Surveillance Report; Expected publication data January 2009. This population includes insured 
Oregonians between the ages of 4-55 who have persistent asthma. 
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Purpose of The Guide 
 
There is no cure for asthma, but it can be controlled.  Good medical management of 
asthma has been demonstrated to improve the quality of life for people with this disease.   
 
The Improving Asthma Care in Oregon Working Group developed this Guide to steer 
efforts to improve the medical management of asthma and to define appropriate indicators 
for monitoring the quality of medical care provided to Oregonians with asthma.   
 
The Guide is intended to help promote consistent treatment of people with asthma and to 
facilitate optimal delivery of asthma care in the primary care setting.  This guide strongly 
supports the development of a partnership among the patient, family, and medical 
practitioner. 
 
It is important to recognize that this document does not address all the care a patient with 
asthma may need.  Rather, this document is based on a set of procedures that are 
clinically relevant and measurable for defined populations and therefore lend themselves 
to systematic monitoring.   
 
How to Use the Asthma Guide 
 
The Guide is for use by health systems that provide care to defined populations.  The 
Guide sets the stage to support continuous monitoring and improvement of specific 
processes of care by combining recommended procedures with population-based 
indicators of success in delivering those procedures.  Clinics, health systems, or health 
plans which have a continuous process to identify the population of members who have 
asthma and provide support tools and feedback to medical practitioners in a timely 
manner will be most successful in improving quality of care as described in the Guide.  
Quality improvement projects that use this document will be consistent and reinforce 
those of other organizations.   
 
How the Guide Was Developed and Updated 
 
The Guide was developed in 2001 and updated in 2005 and 2008 through a collaborative 
effort of medical practitioners, health plan administrators, researchers, pharmacists, 
quality auditors, professional organizations, and people with asthma.  The Guide to 
Improving Asthma Care in Oregon is derived from the 1997 National Heart Lung Blood 
Institute (NHLBI), National Asthma Education Prevention Program (NAEPP) Guidelines 
for the Diagnosis and Management of Asthma and the Expert Panel Report Guidelines for 
the Diagnosis and Management of Asthma-Update on Selected Topics 2002 and 2007.  
The purpose of Oregon’s effort was to develop simplified, focused quality care 
recommendations through a consensus process that include population-based goals and 
indicators.   
 
The Guide to Improving Asthma Care in Oregon  Format 
 
Each of the eight clinical recommendations has three parts: 
 

1. Clinical Recommendations:  These define the relevant population  to receive 
specific procedures  on a certain delivery schedule .  These recommended 
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procedures are useful to a wide variety of audiences and have been summarized in 
“Asthma Care at-a-Glance” on page 9. 

 
2. Quality Measurements:  These define the population indicators  and the clinical 

documentation  that are appropriate to monitor the quality of care within a health 
system and the outcomes affected by that care.  These are useful to clinical 
groups, health systems, or health plans developing systems for continuous quality 
improvement and are summarized in “Population-Based Indicators and Evaluation 
at-a-Glance” on page 10. 

 
3. Quality Outcomes:  Data are shown for the quality measurements to illustrate 

current knowledge. Not all quality measurements have data to track quality 
improvement. Therefore, where data are absent no outcomes are shown. 
Aggregated data are derived from a number of different sources. Health plans in 
Oregon agreed to measure their progress toward meeting the population 
indicators  using claims and pharmacy data. These data represent a convenience 
sample of many of the largest health insurers in the state of Oregon, as well as all 
of the Medicaid plans for 2003 through 2006. Data from a written survey of insured 
asthma patients supplement these claims data, as do data from a random-digit-
dialed telephone survey of adult Oregonians.  

 
The Health Systems recommendations contain valuable information for health system 
leaders that support the clinical asthma recommendations through policy and planning, 
benefit coverage, quality improvement, training and feedback, and delivery systems. 
 
Measuring the Indicators for Quality Care 
 
Asthma is one of the more difficult diseases to measure, especially the classification of 
severity.  Though the case definitions are not exact, use of the data provide great 
opportunities to identify people who would benefit from more aggressive management of 
their disease.   
 
Despite the measurement complexities, it is critical for organizations to use common 
definitions for the elements of the Guide that can be quantified.  A technical volume, 
“Technical Specifications for Measuring Asthma Care in Oregon,” has been developed 
that contains patient eligibility criteria, asthma case definitions, and other information 
necessary to quantify the measures.  The consistent measurements derived from these 
specifications facilitate implementation of the Guide, provide medical practitioners with the 
information necessary to improve care for their patients with asthma, and assist with 
identifying patients who should be tracked more closely. 



 9 

Asthma Care at-a-Glance 
 

Recommended Procedures 
 

Schedule Procedure Guideline  Page 
 

Initial visit 
 

·  Spirometry measurement 
·  Written Asthma Action Plan 
·  Education 
·  Assessment of exposure to 

allergens and irritants 
 

 
II 
IV 
IV 
VII 

 
14 
20 
20 
29 

 
 

 
Each asthma visit 

 
·  Patient skills demonstration 
·  Medication review 
·  Information on reducing 

exposure and avoiding relevant 
allergens or irritants 

 

 
IV 
V 

IV, VII 

 
20 
23 

29, 20 

 
Annually 

 
·  Influenza immunization  
·  Review of written Asthma Action 

Plan 
·  Education 

 

 
VI 
IV 
 

IV 
 

 
26 
20 

 
20 

 
 
When indicated 

 
·  Spirometry measurement 
·  Coordination of care 
·  Review of written Asthma Action 

Plan 
·  Education 
·  Treatment of exacerbations 
·  Reassessment of exposure to 

allergens and irritants 
·  Treatment of rhinitis or sinusitis, 

gastroesophageal reflux, tobacco 
addiction, nasal polyps, or 
underlying exacerbating 
conditions 

 
 

 
II 
III 
IV 
 

IV 
V 

VII 
 

VII 

 
14 
16 
20 

 
20 
23 
29 

 
29 
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Population-Based Indicators & Evaluation at-a Glanc e 
 

 
Short-term Evaluation 

Percentage of people with newly diagnosed 
asthma who have 

·  Basic spirometry measurement 
·  A written asthma action plan 
·  Education 
·  Assessment of exposure to allergens 

and irritants 
Percentage of people with persistent 
asthma who have 

·  Been seen by a medical practitioner 
in the last 12 months 

·  Daily inhaled corticosteroid 
medication 

·  Appropriate short-acting inhaled 
beta2-agonist 

·  A written asthma action plan  
·  Knowledge of medication use and 

what to do in case of an 
exacerbation 

·  Not been exposed to tobacco smoke 
Percentage of people with asthma who 
have 

·  Education and self-management 
skills 

·  Annual influenza vaccination 
Percentage of people with one emergency 
department visit for asthma who are 

·  Seen by a medical practitioner within 
30-days of the most recent 
emergency department visit 

Percentage of people with two emergency 
department visits for asthma who are 

·  Seen by an asthma specialist within 
two months of the most recent 
emergency department visit 

Percentage of people hospitalized for 
asthma who are 

·  Seen by an medical practitioner 
within 30-days of discharge date 

 
 

Long-term Evaluation 
 

·  Improvement in proportion of people with asthma who report good or excellent 
health status. 

·  Declines in the asthma emergency department visit rate.  
·  Declines in hospital discharge rates for asthma. 
·  Declines in the asthma mortality rate. 
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I.  Asthma Periodic Assessment and Monitoring 
 

 
Clinical Recommendations 

 

Category 
of Patient Recommended Procedure Schedule 

For all 
levels of 
severity  

A medical practitioner should see all patients with 
asthma annually, or if their clinical condition 
changes, to receive clinical assessments 
consisting of a review of the medical history and 
physical examination with appropriate pulmonary 
function testing. 

At least 
annually 
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Quality Measurements 

 
Population-Based Indicators  Documentation 

 
·  A successful program will show an 

increase in the percentage of people 
with asthma who have been seen by 
a medical practitioner for asthma in 
the last 12 months. 

 

 
·  Documentation in a medical chart 

of an asthma visit. 
 
·  Claims data that reflect an 

asthma visit. 
 

·  On survey, patients report an 
asthma visit. 
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Quality Outcomes 
 

2002 2004 2006 
Measure Source 

% % % 

Claims & Pharmacy 
Data: Commercial 58.8 58.4 47.2 The percentage of people with 

asthma who have been seen by 
a medical practitioner for 
asthma in the last 12 months. Claims & Pharmacy 

Data: Medicaid 57.7 44.2 54.4 
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II. Spirometry 

 
 

Clinical Recommendations 
 
Category of 

Patient Recommended Procedure Schedule 

 
All patients 
in whom the 
diagnosis of 
asthma is 
being 
considered  

 
Basic spirometry measurements (FEV1, FVC, 
FEV1/FVC) should be undertaken for patients in whom 
the diagnosis of asthma is being considered. 

 
At the time of 
initial 
diagnosis; 
and 
 
When 
clinically 
indicated by a 
change in the 
patient’s 
condition 

 
Note:   
Spirometry should be performed using equipment and techniques that meet standards 
developed by the American Thoracic Society (1995).  (NHLBI, p. 19) 
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Quality Measurements 
 

Population-Based Indicators Documentation 
 

·  A successful program will show an 
increase in the percentage of 
people with asthma who have had 
a spirometry measurement. 

 
 

 

 
·  Evaluation of pulmonary function by 

spirometry is documented in the 
patient’s medical chart.  

 
·  Claims data that reflect a 

spirometry measurement. 
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III.  Coordination of Care 

 
 

Clinical Recommendations 
 

Category of 
Patient Recommended Procedure Schedule  

For all 
levels of 
severity  

 

 
All patients hospitalized with a diagnosis of asthma should be 
seen by their primary care provider or an asthma specialist 3 
within 30-days of the hospital discharge date. 
 
All patients treated in the emergency department or urgent 
care with a diagnosis of asthma should be seen by their 
primary care provider or an asthma specialist within 30-days 
of the emergency or urgent visit date. 
  
Refer to asthma specialist for asthma treatment management 
plan if the patient has confirmed diagnosis of asthma, is 
currently under appropriate management, and has 
experienced one or more of the following: 
 
·  Hospitalization with a diagnosis of asthma, plus evidence 

of ongoing asthma control issues; 
 

·  Two hospitalizations with a diagnosis of asthma within 
one year; 

 
·  Emergency department visit with a diagnosis of asthma 

plus evidence of ongoing asthma control concerns; 
 

·  Two emergency department visits with a diagnosis of 
asthma within one year; 

 
·  Three or more visits to a PCP for urgent or emergent 

asthma treatment requiring acute office treatment with an 
inhaled short-acting beta2-agonist within one year; 

 
·  Condition causes substantial interference with quality of 

life (school/work absence, inability to participate in 
sports, nocturnal asthma, significant side effects from 
medications, etc.) unresolved with current approach; 

 
·  Three or more asthma medications on a daily basis 

without control of symptoms; 

 
 
 
 
 
 
 
 
As 
needed 

                                                 
3 “Asthma Specialist” is defined in the NAEPP Guidelines (p.23) as: “usually, a fellowship-trained allergist or 
pulmonologist; occasionally, other physicians with expertise in asthma management developed through additional 
training and experience.” 
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·  Chronic cough lasting more than two months that is 

refractory to standard therapy; 
 

·  Use of daily oral steroids for more than two weeks or 
frequent bursts of oral steroids; 

 
·  Excess lability in pulmonary function with the use of anti-

inflammatory medication 
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Quality Measurements 
 

Population-Based Indicators Documentation 
 
·  A successful program will show an 

increase in the percentage of people 
hospitalized for asthma who are 
seen by a medical practitioner within 
30-days of the hospital discharge 
date. 

 
·  A successful program will show an 

increase in the percentage of people 
with one emergency department visit 
for asthma that are seen by a 
medical practitioner within 30-days 
of the emergency department visit 
date. 

 
·  A successful program will show an 

increase in the percentage of people 
with two emergency department 
visits for asthma in 12 months who 
are seen by an asthma specialist 
within two months of the most recent 
emergency department visit.  

 
·  A successful program will show an 

increase in the percentage of 
people with two hospitalizations for 
asthma in 12 months who are seen 
by an asthma specialist within two 
months of the most recent 
hospitalization. 

 
·  Documentation in a medical chart 

of referral to a medical practitioner, 
or asthma specialist, if indicated. 

 
·  Claims data that reflect a referral to 

a medical practitioner, or asthma 
specialist, if indicated. 
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Quality Outcomes 
 

2002 2004 2006 Measure Source 
% % % 

Claims & Pharmacy 
Data: Commercial -- -- 68.4 The percentage of people hospitalized 

for asthma who are seen by a medical 
practitioner within 30-days of the 
hospital discharge date. 

Claims & Pharmacy 
Data: Medicaid 

-- -- 94.9 

Claims & Pharmacy 
Data: Commercial 

40.2 42.6 37.5 
The percentage of people with one 
emergency department visit for asthma 
that are seen by a medical practitioner 
within 30-days of the emergency 
department visit date. 

Claims & Pharmacy 
Data: Medicaid 

37.5 34.3 34.5 
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IV. Asthma Education and Written Asthma Action Plan s 

 
 

Clinical Recommendations 
 

Category 
of Patient Recommended Procedure Schedule 

All patients 
with 
intermittent 
asthma 

 
In a manner appropriate to the patient’s degree of 
asthma severity, provide education on the following 
topics, and a dated written Asthma Action Plan4, 
including information on what to do in case of an 
exacerbation. 
 
 

 
Should be 
reviewed and 
updated 
annually with 
current 
medical 
practitioner 
 

All patients 
with 
persistent 
asthma 

 
In a manner appropriate to the patient’s degree of 
asthma severity, provide education on the following 
topics, and a dated written Asthma Action Plan3, 
including peak flow monitoring, daily medication 
management activities and what to do in case of an 
exacerbation. 

 
Should be 
reviewed and 
updated 
annually, or as 
needed with 
current 
medical 
practitioner 

 
 
Asthma Education Topics: 

 

All patients 
with 

asthma 

 
Basic Facts About Asthma  

�  What happens to airways over time (chronicity, 
inflammation, and severity levels) 

�  What changes in the airways can be reversed 
and what can not 

�  What happens to the airways during an asthma 
attack 

 

 
 
 
Initially, 
annually, and 
as needed 

                                                 
4 Please reference Appendix A for a print ready copy of the Oregon Asthma Network’s Asthma Action Plan. 
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Roles of Medication 
 

�  How medications work 
 
Long-term control:  medications that prevent 
symptoms, often by reducing inflammation 
Rescue: medications that relax muscles around the 
airways 

 
Stress the importance of long-term control medications 
for controlling inflammation, and asthma exacerbations. 
Remind the patient that long-term control medications 
taken daily will keep them from using their rescue 
medication frequently. 

 
Initially, 
annually, and 
as needed 

 

 
Environmental Control Measures 

�  Identifying and avoiding environmental 
precipitants or exposures 

�  Preventing infections 
 

When and How To Take Rescue Action 
�  Symptom monitoring and recognizing early 

signs of deterioration  
�  Responding to changes in asthma severity 

(written asthma action plan) 
 

 
Initially, 
annually, and 
as needed 

 

 
Skills  

�  Inhaler use 
�  Spacer/holding chamber use 
�  Peak flow monitoring (if prescribed) 

 
Note: Demonstrating correct use, and reviewing the 
patient’s skills are essential to asthma education. This 
clinical recommendation can be supplemented, but not 
replaced with written education. 

 

 
Every 
asthma visit 

Note:   
Building a partnership among the patient, family, and medical practitioner is an integral piece of successful 
self-management of asthma.  The partnership provides an opportunity for patients to participate actively in 
their asthma care through the development of long- and short-term goals with the medical practitioner.  The 
Improving Asthma Care in Oregon Workgroup strongly recommends that each component of the Asthma 
Action Plan be discussed with the patient and guardian annually, or as needed as part of patient education. 
See Appendix A for suggested components and distribution of a written Asthma Action Plan.   Figure 4-2 in 
the NHLBI Guidelines (pp. 126-7) (see Appendix B) provides a model for asthma education, using open 
communication techniques and simple language.  It is important to tailor asthma education to each 
individual, taking into account cultural or ethnic beliefs or practices that may influence asthma self-
management. 
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Quality Measurements 

 
Population-Based Indicators Documentation 

 
·  A successful program will show an 

increase in the percentage of people 
with asthma who have a written 
Asthma Action Plan. 

 
·  A successful program will show an 

increase in the percentage of people 
with asthma who have a written 
Asthma Action Plan reviewed or 
updated annually. 

 
·  A successful program will show an 

increase in the patient’s knowledge 
of asthma medication use and what 
to do in case of an exacerbation. 

 
·  A successful program will show an 

increase in the percentage of people 
with asthma who: 

�  affirm receipt of information 
about asthma and treatment 
techniques; 

�  report high levels of 
confidence in understanding 
and using this information; 

�  report behavior consistent 
with having received and 
understood this information;  

 
OR 

 
·  A successful program will show an 

increase in the percentage of people 
with asthma who have 
documentation of asthma education 
completed annually. 

 

 
·  Existence of a written Asthma 

Action Plan should be documented 
in the medical chart. 

 
·  Survey results should show patients 

state they have a written Asthma 
Action Plan. 

 
On survey, patients: 

�  affirm receipt of information about 
asthma and treatment techniques; 

�  report high levels of confidence in 
understanding and using this 
information; 

�  report behavior consistent with 
having received and understood 
this information;  

 
OR 
 
Annual provision of education is 
documented in the medical chart. 

�  Basic facts 
�  Medication 
�  Skills 
�  Environmental control 

measures 
�  Rescue action 
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V.  Pharmacology 
 

 
Clinical Recommendations 

 

Category 
of Patient Recommended Procedure Schedule 

 
All patients 
with 
intermittent 
asthma 

 

 
Assure that all patients with asthma are provided with 
a short-acting inhaled beta2-agonist. 
 

 
Ongoing 

All patients 
with 
persistent 
asthma 

 
Assure that all patients with asthma are provided with 
a short-acting inhaled beta2-agonist. 
 
Assure that all patients with asthma are provided with 
a daily-inhaled corticosteroid medication.5 

 
Ongoing, based 
on treatment 
category 
 
 

 
Note: 
The Improving Asthma Care in Oregon Workgroup strongly endorses the use of the 
Stepwise Approach for Managing Asthma (NAEPP Expert Panel Report-3, NHLBI 
Guidelines, August 2007) as the recommended treatment strategies for asthma.  The 
Appendix D contains an updated version of the NHLBI tables. 
 
 
 
 
 
 
 
 
 

                                                 
5 Studies comparing the effectiveness of inhaled corticosteriods to leukotriene inhibitors, mast cell stabilizers, and 
theophylline are limited. There is strong scientific evidence that inhaled corticosteroids are safe and effective anti-
inflammatory agents in adults and children with persistent asthma, that they improve asthma control, lung function and 
asthma symptoms and decrease airway hyper-reactivity and peak flow variability. The evidence is compelling that they 
improve asthma outcomes when taken regularly, even at low doses.  In patients with moderate asthma unable to obtain 
control with the use of inhaled corticosteriods alone, strong evidence from clinical trials consistently indicates that use 
of long-acting inhaled beta2-agonist added to low-to-medium doses of inhaled corticosteriods leads to improvements in 
lung function, symptoms, and reduced need for quick relief short-acting beta2-agonist. Adding a leukotriene modifier 
may improve outcomes, but the evidence is not as substantial.  
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Quality Measurements 
 

Population-Based Indicators Documentation 
 

·  A successful program will show an 
increase in the percentage of people 
with asthma who have filled at least one 
prescription of a short-acting inhaled 
beta2-agonist every year.  

 
·  A successful program will show an 

increase in the percentage of people 
with persistent asthma who have filled 
at least one prescription for a daily-
inhaled corticosteroid medication in a 
year. 

 
·  A successful program will show an 

increase in the percentage of people 
with persistent asthma who have a 
medication ratio greater than or equal to 
0.33 in a year. Ratio 6,7=  

(Canisters of inhaled corticosteroid) 

(Canisters of short-acting inhaled beta 2-agonist 
+Canisters of inhaled corticosteroid) 

 
·  A successful program will show a 

decrease in the percentage of people 
with persistent asthma who overuse 
short-acting inhaled beta2-agonists by 
filling more than one canister every two 
months for one year. 

 
·  Medication dispensing data 

 
·  Documentation in a medical chart of: 

�  Prescription of a short-acting 
inhaled beta2-agonist for all 
patients with asthma. 

�  Prescription of a daily-inhaled 
corticosteroid medication for all 
patients with persistent asthma. 

 
·  Patient survey results show: 

�  All patients with asthma have a 
short-acting inhaled beta2-
agonist. 

�  Patients with persistent asthma 
have a daily-inhaled 
corticosteroid medication. 

 

 

                                                 
6 Medication ratio equation: (canisters of inhaled corticosteroid)/ (canisters of short-acting inhaled beta2-agonist + 
canisters of inhaled corticosteroid). 
7 Kaiser Permanente’s Asthma Outcomes Report utilizes a medication ratio devised as a quality control  (drug 
utilization) measure for primary care providers designed to support efforts that would encourage providers to write 
more prescriptions for preventive asthma medications. The threshold was set at .33 due to Kaiser studies that indicated 
ratios below .33 were associated with an increase in unscheduled care, such as emergency department visits and 
hospitalizations. 
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Quality Outcomes 

 
2002 2004 2006 Measure Source 

% % % 

OSAA 82.6 -- -- 

Claims & Pharmacy 
Data: Commercial 70.4 80.1 78.6 

The percentage of people with 
persistent asthma who have filled at 
least one prescription for a daily-inhaled 
corticosteroid medication in a year. 

 Claims & Pharmacy 
Data: Medicaid 64.7 64.6 62.6 

 
Claims & Pharmacy 
Data: Commercial 
 

-- -- 59.4 
The percentage of people with 
persistent asthma who have a 
medication ratio greater than or equal 
to 0.33 in a year. (See page 24 for the 
Ratio) Claims & Pharmacy 

Data: Medicaid 
-- -- 50.4 

 
Claims & Pharmacy 
Data: Commercial 
 

27.3 25.8 16.6 The percentage of people with 
persistent asthma who overuse short-
acting inhaled beta2-agonists by filling 
more than one canister every two 
months for one year. 

 
Claims & Pharmacy 
Data: Medicaid 
 

39.8 41.3 33.9 
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VI.  Influenza Immunization 
 
 

Clinical Recommendations 
 

Category of 
Patient Recommended Procedure Schedule 

All patients 
with asthma 
(intermittent 
and 
persistent) 

 
·  Assure the provision of influenza vaccine to all 

asthma patients with persistent asthma. 
 

·  Counsel that all household contacts of 
people with persistent asthma should 
receive influenza vaccine. 

 
Annually (per 
recommendations 
of the Advisory 
Committee on 
Immunization 
Practices) 

 
Note:   
Vaccination of health-care workers and others in close contact with people with asthma is 
recommended.  The following groups should be vaccinated: 

·  Physicians, nurses, and other personnel in both hospital and outpatient-care 
settings, including emergency response workers; 

·  Employees of nursing homes and chronic care facilities who have contact 
with patients or residents; 

·  Employees of assisted living and other residences for persons in high-risk 
groups; 

·  Persons who provide care to persons in high-risk groups 
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Quality Measurements 
 

Population-Based Indicators Documentation 
 
·  A successful program will show an 

increase in the percentage of people 
with asthma who have received an 
influenza immunization in the last 12 
months. 

 
 

 
·  Administration of influenza vaccine is 

documented in the chart; or  
 

·  For children <18 years, 
administration of influenza vaccine is 
documented in ALERT; or 

 
·  Claims data that reflect an influenza 

immunization; or 
 

·  Patient survey results show patient 
with asthma is able to note month 
and year of influenza immunization; 
or 

 
·  Documentation in employee health 

record or surveys of employees 
show employee has received an 
influenza immunization. 

 
 



 28 

 
 

Quality Outcomes 
 

2002 2004 2006 Indicator Source 
% % % 

Claims & 
Pharmacy Data: 
Commercial 

24.5 24.0 26.9 

Claims & 
Pharmacy Data: 
Medicaid 

24.3 15.2 27.3 

The percentage of people 
with asthma who have 
received an influenza 
immunization in the last 12 
months. 

BRFSS 45.8 45.5 43.4 
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VII.  Assessment, Education and Management, and Tre atment of Allergens and 

Irritants 
 
 

Clinical Recommendations 
 

Category 
of Patient Recommended Procedure Schedule 

 
For the patient’s home  environment as well as other environments 
(e.g., work, child care, school)  where the patient spends extended 
periods of time, the medical practitioner should: 

 
 
1. Assess the patient’s exposure to, sensitivity to, 

and clinical significance of: 
 
�  Perennial (indoor) allergens (animal 

dander, cockroaches, dust mites, and 
mold) 

�  tobacco smoke (direct and secondhand 
smoke) 

�  co-morbidities (rhinitis, sinusitis, nasal 
polyps, and gastroesophageal reflux)   

�  seasonal allergens (pollens) 
�  physical activity 

 
Include allergen testing8 for perennial indoor 
allergens to which the patient is exposed for 
those patients with non-seasonal asthma. 

 
At the time of 
diagnosis for all 
patients with 
asthma;  
 
For patients with  
persistent 
asthma,  
continue until 
asthma is 
controlled 

All patients 
with 
asthma 

 
2.  Provide information and treat: 

 Provide information to the patient on: 
�  reducing exposure to relevant allergens 

and irritants  
�  preventing infections  
�  physical activity and asthma 

Treat, if present: 
�  rhinitis or sinusitis 
�  gastroesophageal reflux 
�  tobacco addiction (patient or caregiver) 

 
At every asthma 
visit 

                                                 
8 Allergen testing includes skin testing and in vitro testing. 
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3. If control is not maintained: 
�  Reassess patient’s exposure to, sensitivity to, 

and clinical significance of other allergens, 
irritants, co-morbidities, and other factors that 
can influence asthma severity; 

�  Consider referral to a specialist. 
 

 
If control is not 
maintained, or 
upon 
exacerbation 
requiring 
emergency 
department, in-
patient, or office 
visit, or if school 
or work days are 
lost due to 
asthma 
 

 
Note: 
See Figures 2-1 and 2-3 in the NHLBI Guidelines (pp. 44 and 46, respectively), Appendix 
C, for useful assessment questions for environmental and other factors that can make 
asthma worse. 



 31 

Quality Measurements 
 

Population-Based Indicators Documentation 
 

·  A successful program will show an 
increase in the percentage of people 
with persistent asthma with 
documentation they have been 
asked at least once about: 

�  dust-mites 
�  animal allergens 
�  tobacco smoke 
�  exercise-induced bronchospasm 

 
·  A successful program will show an 

increase in the percentage of people 
with persistent asthma who have 
received education about their 
triggers and how to reduce their 
exposure to them. 

 
·  A successful program will show an 

increase in the percentage of people 
with asthma who currently do not 
smoke cigarettes. 

 
�  A successful program will show an 

increase in the percentage of non-
smokers with asthma who are not 
exposed to tobacco smoking in the 
home. 

 
·  Documentation in the medical chart 

of assessment, provision of 
information, and treatment (if 
applicable). 

 
·  Patient survey results asking if: 

 
�  patients with persistent asthma 

are able to identify their asthma 
triggers. 

�  patients with persistent asthma 
have an understanding of how 
to reduce their exposure to 
relevant allergens and irritants. 

�  patients with persistent asthma 
smoke, or are routinely exposed 
to environmental tobacco 
smoke. 
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Quality Outcomes 

 
2002 2004 2006 Measure Source 

% % % 
The percentage of people with 
persistent asthma who have 
received education about their 
triggers and how to reduce their 
exposure to them. 

 
OSAA 

 
78.5 

 
-- 

 
-- 

The percentage of people with 
asthma who currently do not 
smoke cigarettes. 

 
BRFSS 

 
78.4 

 
75.8 

 
77.2 

The percentage of non-
smokers with asthma who are 
not exposed to tobacco 
smoking in the home. 

 
BRFSS 95.3 95.7 -- 
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VIII.  Asthma Guide for Health Systems 

 
 

 
 Health System Guide 

 
Policy & Planning 
 

·  Implement policies and procedures that support the 2008 
Guide to Improving Asthma Care in Oregon. 

·  Make appropriate asthma diagnosis and management an 
important strategic goal of the organization. 

·  Align patient and medical practitioner incentives to 
encourage appropriate implementation of the asthma 
guidelines. 

 
Benefit Coverage 
 

·  Provide all insurance subscribers coverage for ancillary 
medical practitioners to provide asthma education. 

·  Provide all insurance subscribers coverage for spacers 
and peak flow meters. 

·  Provide all insurance subscribers with asthma personal 
care tools, including written and web-based materials. 

 
Quality 
Improvement 
 

·  Develop and maintain systems to identify people with 
asthma and generate information to support patient and 
medical practitioner action in accordance with the asthma 
guidelines (e.g. pharmacy information). 

 
Training & 
Feedback 
 

·  Ensure that medical practitioners have the knowledge and 
training to treat patients with asthma. 

·  Ensure that medical practitioners and patients have 
asthma resources and professional expertise available to 
them, and medical practitioners are given feedback about 
their asthma diagnosis and management practices. 

 
Delivery Systems 

·  Ensure that the optimal place for asthma care is in an 
outpatient setting, such as a non-emergency medical 
clinic. 

·  Ensure that acute care sites (e.g. emergency departments 
and in-patient facilities) coordinate with primary care 
practitioners to provide optimal asthma management for 
patients. 
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Data Sources 
�
Asthma data reported in this document are drawn from multiple sources.  Data sources 
differ in their reporting years and thus data are not available for all years.  Data presented 
herein are the most current available at time of publication.  Additional asthma data are 
also available in the Oregon Asthma Surveillance Report.9 
 
 

BRFSS:  The Behavioral Risk Factor Surveillance System (BRFSS) is a random-digit 
dialed telephone survey that is conducted year-round among Oregon adults aged 18 
years or older. Basic asthma prevalence questions are included every year, and in the 
odd years, a series of more in-depth asthma questions are asked of those who report 
having asthma. 

 
Claims & Pharmacy Data:  These data are reported to the Oregon Asthma Program 
through the Asthma Data Workgroup (ADWG). The Asthma Data Workgroup (ADWG) is a 
collaboration among the Oregon Asthma Program and Oregon’s health plans and 
systems. In this workgroup, Oregon’s largest commercial and Medicaid insurers have 
achieved consensus on methods to measure and report asthma data consistently across 
plans. Data presented in this publication are aggregated from the health plans that 
participate in the ADWG. These data are derived from the claims and encounter records 
of more than one million insured Oregonians between the ages of 4 and 55, who had at 
least six months of continuous enrollment in a participating health plan during that time. 
 

OSAA:  The Oregon Survey of Adult Asthma (OSAA) is a self-administered survey that 
was mailed to approximately 1,800 members in three health plans that had been identified 
as having asthma through claims data. Respondents’ data have been weighted to 
represent the membership of the participating health plans; however, it is unlikely that 
these data paint an accurate picture for all insured Oregonians. In addition to the survey 
responses, one year of medical claims data was collected for each of the respondents. 

 

                                                 
9 Oregon Asthma Surveillance Report; Expected publication data January 2009. The 2007 Report is available online at 
www.oregon.gov/DHS/ph/asthma/index.shtml  
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Appendix A 
 

Written Asthma Action Plan 
  
Minimum Components and Distribution 

 
A written asthma action plan, developed jointly with the patient, will help patients manage 
asthma exacerbations.   
 
 
A written asthma action plan should include: 

 
�  Recommended doses and frequencies of daily medications 
 
�  How to adjust medicines at home in response to particular signs, symptoms, 

and peak flow measurements 
 
�  Listing of the peak expiratory flow  levels and symptoms indicating the need 

for acute care 
 
�  Emergency telephone numbers for the physician, emergency department, 

rapid transportation, and family/friend for support 
 
 
A copy of a patient’s written asthma action plan sh ould be: 
 

�  Carried with the patient 
 

�  In the patient’s medical chart 
 

�  Provided to the patient’s school 
 

�  Provided to the patient’s coach/physical education teacher 
 

�  Provided to other contacts of the patient as needed 
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Appendix B 
 

DELIVERY OF ASTHMA EDUCATION BY MEDICAL PRACTITIONERS  
DURING PATIENT CARE VISITS (from NHLBI Guidelines, pp. 126-7) 

 

Assessment Questions Information Skills 
Recommendations for Initial Visit 

 
Focus on : 

�  Expectations of visit 
�  Patient’s goals of 

treatment 
�  Medications 
�  Quality of life 

 
“What worries you most 

about your asthma?” 
 
“What do you want to 

accomplish at this visit?” 
 
“What do you want to be 

able to do that you can’t 
do now because of your 
asthma?” 

 
“What do you expect from 

treatment?” 
 
“What medicines have you 

tried?” 
 
“What other questions do 

you have for me today?” 
 
“Are there things in your 

environment that make 
your asthma worse?” 

 

 
Teach in simple language : 
 
What is asthma? 
A chronic lung disease.  The 
airways are very sensitive.  
They become inflamed and 
narrow; breathing becomes 
difficult. 
 
The definition of asthma 
control: few daytime 
symptoms, no nighttime 
awakenings due to asthma, 
able to engage in normal 
activities, normal lung 
function 
 
Asthma treatments:  two 
types of medicines are 
needed: 
 

�  Long-term control: 
medications that 
prevent symptoms, 
often by reducing 
inflammation 

�  Quick-relief: short-
acting inhaled beta2-
agonist relaxes 
muscles around 
airways 

 
Bring all medications to 
every appointment. 
 
When to seek medical 
advice.  Provide appropriate 
telephone number. 
 

 
Teach or review and 
demonstrate : 
 
Inhaler and spacer/holding 
chamber use.  Check 
performance. 
 
Self-monitoring skills that 
are tied to an action plan: 
 

�  Recognize intensity and 
frequency of asthma 
symptoms 

�  Review the signs of 
deterioration and the 
need to reevaluate 
therapy: 

·  Waking at night 
with asthma 

·  Increased 
medication use 

·  Decreased activity 
tolerance 

 
Use of a simple, written 
self-management plan 
and action plan that 
includes instructions for 
daily asthma 
management and for 
recognizing and handling 
worsening asthma.   
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DELIVERY OF ASTHMA EDUCATION BY MEDICAL PRACTITIONERS  
DURING PATIENT CARE VISITS (from NHLBI Guidelines, pp. 126-7) 

(continued) 
 
Assessment Questions Information Skills 

Recommendations for First Follow-up Visit (2 to 4 w eeks or sooner as needed) 
 
Focus on : 

�  Expectations of visit 
�  Asthma control 
�  Patient’s goals of 

treatment 
�  Medications 
�  Patient treatment 

preferences 
�  Quality of life 

 
Ask relevant questions from 

previous visit and also 
ask: 

“What medications are you 
taking?” 

 
“How and when are you 

taking them?” 
 
“What problems have you 

had using your 
medications?” 

 
“Please show me how you 

use your inhaled 
medications.” 

 

 
Teach in simple language : 
 
Use of two types of 
medications.   
 
Remind patient to bring all 
medications and the peak 
flow meter to every 
appointment for review. 
 
Self-evaluation of progress 
in asthma control using 
symptoms and peak flow as 
a guide. 

 
Teach or review and 
demonstrate : 
 
Use of a daily self-
management plan.  Review 
and adjust as needed. 
 
Peak flow monitoring and 
daily diary recording. 
 
Correct inhaler and 
spacer/holding chamber 
technique. 
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DELIVERY OF ASTHMA EDUCATION BY MEDICAL PRACTITIONERS  
DURING PATIENT CARE VISITS (from NHLBI Guidelines, pp. 126-7) 

(continued) 
 
Assessment Questions Information Skills 

Recommendations for Second Follow-up Visit  
 
Focus on : 

�  Expectations of visit 
�  Asthma control 
�  Patient’s goals of 

treatment 
�  Medications 
�  Quality of life 

 
Ask relevant questions from 

previous visit and also 
ask: 

 
“Have you noticed anything 

in your home, work, or 
school that makes your 
asthma worse?” 

 
“Describe for me how you 

know when to call your 
doctor or go to the 
hospital for asthma care.” 

 
“What questions do you 

have about the action 
plan?”  “Can we make it 
easier?” 

 
“Are your medications 

causing you any 
problems?” 

 
“Have you noticed anything 

in your environment that 
makes your asthma 
worse?” 

 
“Have you missed any of 

your medications?”   
 

 
Teach in simple language : 
 
Self-assessment of asthma 
control, using symptoms 
and/or peak flow as a guide.   
 
Relevant environmental 
control/avoidance 
strategies. 
 

�  How to identify home, 
work, or school 
exposures that can 
cause or worsen 
asthma 

�  How to control house-
dust mites, animal 
exposures if applicable 

�  How to avoid cigarette 
smoke (active and 
passive) 

 
Review all medications. 
 
Review and interpret from 
daily diary: 
 

�  Peak flow measure 
�  Symptom scores 

 
Teach or review and 
demonstrate : 
 
Inhaler/spacer/holding 
chamber technique. 
 
Peak flow monitoring 
technique. 
 
Use of daily self-
management plan.  Review 
and adjust as needed. 
 
Review use of action plan.  
Confirm that patient knows 
what to do if asthma gets 
worse. 
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DELIVERY OF ASTHMA EDUCATION BY MEDICAL PRACTITIONERS  
DURING PATIENT CARE VISITS (from NHLBI Guidelines, pp. 126-7) 

(continued) 
 

Assessment Questions Information Skills 
Recommendations for All Subsequent Visits 

 
Focus on : 

�  Expectations of visit 
�  Asthma control 
�  Patient’s goals of 

treatment 
�  Medications 
�  Quality of life 

 
Ask relevant questions from 

previous visits and also 
ask: 

 
“How have you tried to 

control things that make 
your asthma worse?” 

 
“Please show me how you 

use your inhaled 
medication.” 

 

 
Teach in simple language : 
 
Review and reinforce all: 
 

�  Educational messages 
�  Environmental control 

strategies at home, 
work, or school 

�  Medications 
�  Self-assessment of 

asthma control, using 
symptoms and/or peak 
flow as a guide.   

 
Review and interpret from 
daily diary: 
 

�  Peak flow measure 
�  Symptom scores 

 
Teach or review and 
demonstrate : 
 
Inhaler/spacer/holding 
chamber technique. 
 
Peak flow monitoring 
technique. 
 
Use of written asthma action 
plan.  Review and adjust as 
needed. 
 
Review use of action plan.  
Confirm that patient knows 
what to do if asthma gets 
worse.  Periodically review 
and adjust written action 
plan. 
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Appendix C 

Assessment Questions* for Environmental and Other F actors That Can Make 
Asthma Worse (from NHLBI Guidelines, p. 186)

 
Inhalant Allergens 
 
Does the patient have symptoms year round?  (If 
yes, ask the following questions.  If no, see next 
set of questions.) 

·  Does the patient keep pets indoors?  What 
type? 

·  Does the patient have moisture or 
dampness in any room of his or her home 
(e.g., basement)? (Suggests house-dust 
mites, molds.) 

·  Does the patient have mold visible in any 
part of his or her home?  (Suggests molds.) 

·  Has the patient seen cockroaches in his or 
her home in the past month? (Suggests 
significant cockroach exposure.) 

·  Assume exposure to house-dust mites 
unless patient lives in a semiarid region.  
However, if a patient living in a semiarid 
region uses a swamp cooler, exposure to 
house-dust mites must still be assumed. 

 
Do symptoms get worse at certain times of the 
year? (If yes, ask when symptoms occur.) 

·  Early spring? (trees) 
·  Late spring? (grasses) 
·  Late summer to autumn? (weeds) 
·  Summer and fall? (Alternaria, 

Cladosporium, mites) 
·  Cold months in temperate climates?  

(animal dander) 
 
Tobacco Smoke 
 

·  Does the patient smoke? 
·  Does anyone smoke at home or work? 
·  Does anyone smoke at the child’s day 

care? 
 
Indoor/Outdoor Pollutants and Irritants 
 

·  Is a wood burning stove or fireplace used in 
the patient’s home? 

·  Are there unvented stoves or heaters in the 
patient’s home? 

·  Does the patient have contact with other 
smells or fumes from perfumes, cleaning 
agents, or sprays? 

·  Have there been recent renovations or 
painting in the home? 

 

 
 
 
Workplace Exposures 
 

·  Does the patient cough or wheeze during 
the week, but not on weekends when away 
from work? 

·  Do the patient’s eyes and nasal passages 
get irritated soon after arriving at work? 

·  Do coworkers have similar symptoms? 
·  What substances are used in the patient’s 

worksite? (Assess for sensitizers.) 
 
Rhinitis 
 

·  Does the patient have constant or seasonal 
nasal congestion and/or postnasal drip? 

 
Gastroesophageal Reflux 
 

·  Does the patient have heartburn? 
·  Does food sometimes come up into the 

patient’s throat? 
·  Has the patient had coughing, wheezing, or 

shortness of breath at night in the past 4 
weeks? 

·  Does the infant vomit followed by cough or 
have wheezy cough at night?  Are 
symptoms worse after feeding? 

 
Sulfite Sensitivity 
 

·  Does the patient have wheezing, coughing, 
or shortness of breath after eating shrimp, 
dried fruit, or processed potatoes or after 
drinking beer or wine? 

 
Medication Sensitivities and Contraindications 
 

·  What medication does the patient use now 
(prescription and nonprescription)? 

·  Does the patient use eyedrops?  What 
type? 

·  Does the patient use any medications that 
contain beta-blockers? 

·  Does the patient ever take aspirin or other 
nonsteroidal anti-inflammatory drugs? 

·  Has the patient ever had symptoms of 
asthma after taking any of these 
medications?

  
 
 *These questions are examples and do not represent a standardized assessment or diagnostic 

instrument.  The validity and reliability of these questions have not been assessed. 



 
43

 

A
pp

en
di

x 
D

 
C

la
ss

ifi
ca

tio
n 

of
 A

st
hm

a 
S

ev
er

ity
, C

on
tr

ol
 a

nd
 In

it
ia

tio
n 

of
 T

re
at

m
en

t  
  T

ab
le

s 
in

 A
pp

en
di

x 
D

 c
om

e 
di

re
ct

ly
 f

ro
m

 t
he

 E
xp

er
t 

P
an

el
 R

ep
or

t-
3 

G
ui

de
lin

es
 f

or
 t

he
 D

ia
gn

os
is

 a
nd

 M
an

ag
em

en
t 

of
 A

st
hm

a 
(2

00
7)

.  
R

ea
de

rs
 m

ay
 fi

nd
 th

es
e 

co
pi

ed
 ta

bl
es

 in
 th

e 
E

P
R

-3
 r

ep
or

t o
n 

th
e 

fo
llo

w
in

g 
pa

ge
s:

  
   

E
P

R
-3

 P
ag

e 
N

um
be

r 
T

ab
le

 T
itl

e 
P

ag
e 

30
7 

C
la

ss
ifi

ca
tio

n 
of

 A
st

hm
a 

S
ev

er
ity

 (
0-

4 
ye

ar
s 

of
 a

ge
) 

P
ag

e 
30

9 
 

 C
la

ss
ifi

ca
tio

n 
of

 A
st

hm
a 

C
on

tr
ol

 (
0-

4 
ye

ar
s 

of
 a

ge
) 

P
ag

e 
30

5 
 

 S
te

pw
is

e 
ap

pr
oa

ch
 fo

r 
m

an
ag

in
g 

as
th

m
a 

in
 c

hi
ld

re
n 

0-
4 

ye
ar

s 
of

 a
ge

 
P

ag
e 

30
8 

 
 C

la
ss

ifi
ca

tio
n 

of
 A

st
hm

a 
S

ev
er

ity
 (

5-
11

 y
ea

rs
 o

f a
ge

) 
P

ag
e 

31
0 

 
 C

la
ss

ifi
ca

tio
n 

of
 A

st
hm

a 
C

on
tr

ol
 (

5-
11

 y
ea

rs
 o

f a
ge

) 
P

ag
e 

30
6 

 
 S

te
pw

is
e 

ap
pr

oa
ch

 fo
r 

m
an

ag
in

g 
as

th
m

a 
in

 c
hi

ld
re

n 
5-

11
 y

ea
rs

 o
f a

ge
 

P
ag

e 
34

4 
 

 C
la

ss
ifi

ca
tio

n 
of

 A
st

hm
a 

S
ev

er
ity

 �
 1

2 
ye

as
 o

f a
ge

 
P

ag
e 

34
5 

 
 C

la
ss

ifi
ca

tio
n 

of
 A

st
hm

a 
C

on
tr

ol
 (

� 
12

 y
ea

s 
of

 a
ge

) 
P

ag
e 

32
6-

34
3 

 
 S

te
pw

is
e 

ap
pr

oa
ch

 fo
r 

m
an

ag
in

g 
as

th
m

a 
in

 y
ou

th
s 

� 
12

 y
ea

s 
of

 a
ge

 a
nd

 a
du

lts
 

 
 



 
44

 

 



 
45

 

 



 
46

 
 



 
47

 

 
 



 
48

 

 



 
49

 

 



 
50

 

 
 



 
51

 

 



 
52

 

 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

OREGON ASTHMA PROGRAM 
800 NE Oregon Street, Suite 730 

Portland, OR  97232 
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