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“Physicians and hospitals are better funded to admit a child with a
near-fatal asthma attack to intensive care, than to prevent the attack
before it starts. We know how to prevent serious and expensive
complications of chronic disease, but we are not doing it.”

Thomas Bodenheimer, MD, Professor of Family
and Community Medicine, UCSF

"Our experience indicates that good asthma care management can
prevent up to 99% of children's asthma hospitalizations and 95 % of
emergency visits. In children’s asthma, it works better for everyone--
and even costs less--to do the right thing, rather than do the wrong
thing over and over and over again.”

Guillermo Mendoza, MD, Chief, Dept of Allergy,
Kaiser Permanente Napa-Solano

“With the evidence that has accumulated, we should no longer be
focusing on ‘Should we implement this approach?’ Rather our
discussions should center on the question, 'How can we change our
reimbursement system so that community-focused chronic care can go
to scale as rapidly as possible?' The conversation needs to shift from
'Should we do it?' to 'Why have we not done this already?”

Kevin Grumbach, MD,
Chair of Family and Community Medicine, UCSF

“No duty of society is paramount to the obligation to attack the
removable causes of disease.”

Herman Biggs, MD
NY State Commissioner of Health, 1913

2quotesPub
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INTRODUCTION

An ensemble of interventions called care management could eliminate some 99%
of hospitalizations and 95% of emergency department visits in children’s asthma,
according to clinical leaders of Kaiser Permanente Northern California. Using this
approach, Kaiser already has large medical centers operating with very high quality
of care measures, and only five percent the national average rate of hospital bed-
days for asthma.

Care management is based on the widely accepted chronic care model
popularized by Ed Wagner, M.D. and others. The method blends medical and
social approaches, combining optimal clinical care with self-management support
or self-care. This design flows from the fact that the overwhelming majority of
chronic care is self-care that happens not in medical settings, but in homes and
communities. Care management is consistent with the clinical guidelines first
issued by the National Institutes for Health/National Asthma Education and
Prevention Program in 1991.

Care management has been found successful in numerous studies and program
evaluations." However, to date, this approach is still inaccessible to the majority of
low-income children who have the highest prevalence of asthma, and the greatest
exposure to environmental asthma triggers. One recent study found that six out of
ten inner-city children did not even get the most basic element of good asthma
management—the right preventive medications. Medi-Cal and Medicare today pay
for four out of ten of California’s 150,000 annual emergency visits and six out of
ten of 35,000 annual hospitalizations for asthma. Each asthma hospitalization
costs an average of $19,093 per hospitalization.”? What is the reason for this large
amount of illness in a condition for which rescue care is almost entirely
preventable?

In 2003, Dr. Thomas Bodenheimer of UCSF interviewed 77 program directors of
chronic care programs in the California safety net, and found not one who had
solid reimbursement underpinning their work. Currently most asthma programs
rely on short-term grants, and often cannot be sustained once grant funding ends.
Predictably, without systematic funding, the pace of spread of asthma care
management in the safety net has been slow.
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The current reimbursement system was designed for an acute care model of a
century ago. Acute care calls for short-term interventions carried out by
physicians. When acute care is applied in chronic conditions such as asthma, it
dooms many patients and their families to an endless “emergency room revolving
door,” alternating between rescue care and no care.

Reimbursement built on an acute care model does not support the ensemble of
interventions needed to treat a multi-causal chronic condition such as asthma.
Effective asthma care, like other chronic care, requires team staffing patterns that
assure cultural and linguistic competence, close follow-up, and a medical/social
approach that supports families to develop the capacity to manage asthma long
term.

Major investments of hundreds of millions of dollars by government and
foundations since the mid-1990s have resulted in remarkably effective
interventions in pharmacology, environmental control and self-management
support methods. However there has not yet been a concerted state or national
effort to modernize reimbursement, so that proven best practices do not become
standard operating procedure. In the asthma and chronic care communities, there
is considerable discussion that reimbursement reform is a pivotal issue. However
advocacy for reimbursement reform has not yet reached a critical mass. As a result,
effective interventions exist, but are not distributed in a just manner to the children
who need them most—those insured by Medi-Cal and other public payers.

Approximately two thirds of low-income children in California are covered by
Medi-Cal or other public insurance3. Currently nearly four out of five children
insured by Medi-Cal are under Medi-Cal managed care, and all children are
expected to transition into managed care over the next 1-2 years. Medi-Cal
managed care is now in place in the most populous jurisdictions in California, in a
total of 18 counties.*

Creating meaningful provider incentives is the single most important lever to diffuse
care management to patients insured by the public payers.

This report summarizes four years of thinking and practice on reimbursement
issues. The most important items in the report are:
1. Core program elements—a clear statement of what we are seeking
reimbursement for, developed by an expert panel of clinicians and others.
2. A primer on reimbursement mechanisms that prioritizes the most promising
approaches. We recommend that future short-term funding for asthma
care—whether grants or tax revenues--be designed as transformative
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funding, going to those health plans that would agree to start reimbursing for
care management.

3. Adiscussion paper on asthma community health workers (CHW:s or
promotores), essential to culturally competent self-management support.
CHWs are a lynchpin of chronic care in the health safety net.

This report was prepared by Community Health Works, a partnership of San
Francisco State University and City College of San Francisco. It may be read in
conjunction with a report to be published by the Institute of Health Policy Studies
at UCSF. Each focuses on different areas within the broad issue of modernizing
reimbursement to support chronic care. Where items were jointly prepared or
imported, authorship is clearly indicated.

Because of the work of advocates, researchers and a forward-looking foundation,
The California Endowment, our state has made significant progress toward
sustainability for care management. California is in a position to provide national
leadership on this issue. We hope this report serves as a practical tool toward the
modernization of reimbursement, so that all children with asthma have access to
the fruits of scientific progress.

--November 2006

Fn:4AmPublntro1106.doc

Thyne S, Rising J, Legion V, Love M. The Yes We Can Urban Asthma Partnership: A Medical/Social Model for Childhood
Asthma Management, J of Asthma, (in press, 2006)

2 Background Data, Asthma in California, October 10,2006, Environmental Health Investigations Branch.

3 www.statehealthfacts.org/cgi-bin/healthfacts.cgi. Low income children are defined as being at or below 100% of poverty.
4 Consultant Bobbie Wunsch, personal communication July 17, 2006.
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CORE PROGRAM ELEMENTS OF
CHILDREN’S ASTHMA MANAGEMENT

Advocates for children’s asthma care management must agree on the core program
elements they are trying to put in place through reimbursement reform. Which
program components are essential to provide care compatible with National
Institutes of Health Clinical Guidelines for asthma—the universally accepted
standard of care since 19912 What elements are the most effective and cost
effective? In a political setting, there is pressure to “thin” a program to make it less
costly. At what point is a program so watered down that experts believe it will no
longer be effective and advocates no longer want to be associated with it?

This document sets out to answer these questions by defining essential program
elements broadly enough so that they can be used by many different programs. It
aims to make visible not only face-to-face interventions with patients, but also the
program infrastructure needed to implement chronic conditions management.

To identify universally used core elements, Community Health Works staff first
carried out a comparative analysis of important asthma programs in California and
nationally'. To consider these findings, we then convened an Expert Panel in
November of 2005, consisting of the following members:

Nan Madden, Clinical Director of San Francisco General Hospital/ UCSF
Pediatric Asthma Clinic

Guillermo Mendoza, MD, Chief of Allergy Kaiser Permanente Napa-
Solano-- Member of Kaiser National Leadership Team

Elisa Nicholas, MD, MSPH Chief Executive Officer, The Children's Clinic,
Serving Children & Their Families, Long Beach

David Nunez, MD, MPH, Chief California Asthma Public Health Initiative
California Department of Health Services, Chronic Disease Control
Branch

Patricia G. Porter, RN, MPH, CHES, Associate Director, Integrating
Medicine and Public Health (IMAP) Program, Institute for Health and
Aging - University of California, San Francisco

James Stout, MD, MPH, University of Washington and National Initiative
On Children’s Healthcare Quality, V.P.
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Shannon Thyne, MD, Director of Inpatient Pediatrics / Medical Director
SFGH/ UCSF Pediatric Asthma Clinic
Consultant Bobbie Wunsch of Pacific Health Consulting facilitated.

Overview of Asthma Care Management

The National Heart, Lung, and Blood Institute (NHLBI, part of the National
Institutes of Health) developed national guidelines for asthma care in 1991, and has
updated them periodically since then. By applying these guidelines, leading
practitioners say it is possible to prevent up to 99% of children’s asthma
hospitalizations and 95% of emergency room visits.” Nevertheless, asthma
continues to affect children in epidemic proportions. Families still suffer
significantly, and the State of California bears excessive expense for
hospitalizations and emergency visits.” National Medicaid data demonstrates that
the sickest 25% of children with asthma cost 28 times as much as other children
with asthma.* Low-income children, moreover, are disproportionately affected,
with significantly higher rates of uncontrolled asthma, contributing to ongoing
health disparities in the state. A recent study found that six out of ten inner-city
children did not receive the most basic foundation of quality care, the proper
preventive medications.” Asthma treatment is well understood, effective asthma
medications exist, and the methods for teaching patients and their families how to
manage the disease have been tested and refined. Yet the fruits of scientific
advances have not been distributed to all children.’

Several asthma programs in California and elsewhere in the U.S. have improved
asthma outcomes for their patients. Grant funding has allowed these
demonstration projects to implement, test, and refine approaches to asthma
management. Appropriate implementation of an asthma management program for
children reduces overall health care costs by reducing asthma hospitalizations and
emergency department visits. However, current financing for children’s asthma in
California does not adequately support appropriate disease management. This
report incorporates findings from programs in California and Washington State, as
well as the input of leading organizations such as the National Initiative on
Children’s Healthcare Quality (NICHQ), and presents essential components of
effective asthma care for underserved” children. Approaching asthma using a well-
accepted chronic care model, these programs use community-focused, clinic-based
care to implement the NHLBI asthma guidelines. This report is designed to assist
decision makers as they review financing strategies for asthma care by identifying
essential core program elements.

ADVANCES IN ASTHMA CARE

Improved understanding of the disease mechanisms in asthma has yielded a new
generation of asthma drugs that prevent asthma flare-ups. Asthma Action Plans and
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other asthma management tools now exist to help families identify impending
episodes and treat them before they become life threatening. Home environmental
controls were recently found to be highly effective in preventing episodes—as
effective as first-line drugs®. These medical, educational and environmental
advances have been incorporated into the national guidelines for asthma care.
Alongside these advancements, research and practice into the treatment of chronic
disease has resulted in improved approaches to chronic disease management.

Chronic Disease Management: A Changing Pattern of Disease

Over 125 million people in the U.S. live with chronic conditions such as asthma,
diabetes, cardiovascular disease, chronic obstructive pulmonary disease, and
congestive heart failure.” Approximately 70% of deaths annually in the U.S. result
from chronic conditions,'® and over 75% of healthcare dollars are spent on people
with chronic conditions."" Yet the healthcare system has not been able to mount
and sustain chronic conditions management programs on the scale needed.
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CHRONIC CONDITIONS MANAGEMENT

While acute care can be handled by brief interventions in the clinic, chronic
conditions management requires a broader set of medical/social
interventions. Dr. Ed Wagner and other national leaders in chronic care

highlight the importance of the following components:

o

o

12,13

Primary care teams, including physicians and non-physicians
Self-management support for patients

Provider education and evidence-based care guidelines

Scheduled, prevention-oriented visits independent of acute care visits
Case management for high-risk patients

Information systems to allow patient tracking, population-based care,
feedback loops for quality improvement efforts, and prompts for

guideline-based care

Additional key components:

©)

©)

o

Cultural competence
Care coordination

Community policies to support good management

While some of these elements can be introduced independently, research suggests
that they are most effective when integrated.'

Children’s Asthma Care Management

In addition to the chronic care model, the other main source for identifying core
program elements is the NIH Asthma Clinical Guidelines. ', '® In 2003, the NHLBI
together with the Centers for Disease Control (CDC) recognized that, although their
Clinical Guidelines had been widely endorsed, they had not been successfully
implemented. This prompted the release of “Ten Key Clinical Activities for Quality
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Asthma Care,” to help medical providers and policy makers translate the NHLBI

Guidelines into practice."”

TEN KEY CLINICAL ACTIVITIES FOR QUALITY ASTHMA CARE'®

Components of Care

Key Clinical Activities

Assessment and monitoring

1)

Establish asthma diagnosis

2) Classify severity of asthma
3) Schedule routine follow-up care
4) Assess for referral to specialty
care
Control of factors contributing to asthma 5) Recommend measures to control
severity asthma triggers
6) Treat or prevent comorbid
conditions
Pharmacotherapy 7) Prescribe medications according
to severity
8) Monitor use of beta2-agonist
drugs
Education for partnership in care 9) Develop a written asthma

management plan

10) Provide routine education on

patient self-management

Demonstration programs in California and around the country have incorporated
the national guidelines and key clinical activities into comprehensive programs
designed to effectively deliver asthma care to underserved children. These
programs broadly agree about the key elements in successful asthma management
programs, which are summarized below. (Note: Clinicians and program managers
may be interested in the following in-depth version, “A Detailed View of Core
Elements of an Asthma Management Program” at the end of this section.)
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CORE ELEMENTS OF AN ASTHMA MANAGEMENT PROGRAM (Overview)

Eligibility for an initial visit: Unstable asthma, or unclear diagnosis with
suspicion of asthma. After initial visit, intensity of care is calibrated according to
specified risk criteria.

PROVISION of CARE
o Medical Visits
¥ Complete medical history, physical examination and assessment of
asthma severity
¥ Planned visits (at intervals determined by how well or poorly
asthma is controlled)
¥ Acute visits as needed
o Care Coordination
¥ Ongoing medical assessment
¥ Health education (during clinic and, if eligible, at home visits')
¥ Self-management support (at clinic and, if eligible, at home)
¥ Environmental assessment (at clinic and, if eligible, at home™)
¥ Ongoing care management, in person and by phone
o Diagnostic Tools
¥ Objective lung function test at each visit (spirometry)
¥ Allergy skin testing

PHARMACEUTICALS AND DEVICES
o Pharmaceuticals: Preventive medications; rescue medications; allergy
medications following positive allergy test
o Devices: Mattress and pillow encasements, peak flow meters, nebulizers
(for children under 5), and multiple spacers for household and
school/daycare use

INFRASTRUCTURE AND CONTINUOUS QUALITY IMPROVEMENT

o Program Infrastructure: Education for providers in the community and in
the program; clinician asthma champion®'; coordinating/tracking of case
load; case finding; supervision of CHW; case conferencing.

o Quality Improvement: Quality improvement meeting time for asthma
team (clinician, nurse or RT, CHW, medical assistant); training
opportunities for team and through community outreach.

o Registry, and supporting staff time: Identification of patients with
stratification according to risk; capacity to follow cases over time; capacity
to track quality measures. Staff time needed for data input, data cleaning,
and producing reports.
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COMPREHENSIVE ASTHMA MANAGEMENT IN PRACTICE
Risk Stratification: Tailoring the Level of Care to Asthma Severity and Risk

Not all children with asthma require comprehensive asthma management. The
majority are adequately treated through primary care, particularly in communities
where asthma awareness and quality of care have been optimized. While any child
with an unclear diagnosis or with unstable asthma should be evaluated at least
once in a specialized setting, only about one quarter of children with asthma need
comprehensive asthma care.22 The intensity of that care will vary, depending on
the severity of the asthma. Once stabilized, generally within six months, the child
returns to having asthma care provided strictly through primary care. The
following diagram? illustrates this approach.

Population Management
and Levels of Care

“The Chronic LEVEL 3
Conditions Case management
Management LEVEL 2

Pyramid 2 Intensive Care Management -
or Case Short term intervention
Management to enhance asthma self -
care skills

Assisted Care or 2 LEVEL 1

Care Management Continuing care by
primary care team,
asthma education and
support.

Self Care Support

Level 1 represents children with a diagnosis or suspicion of asthma who do not
need the intensive level of care provided by full enrollment in the program.
Following an initial work-up, these children return to primary care under a
clinician educated in asthma management. Level 2 represents children needing
more evaluation and/or intervention to stabilize their asthma; and Level 3
represents children with very poorly controlled asthma, who need in depth asthma
management or, in a few situations, ongoing case management.

10
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Preventive Asthma Care Takes a Team

Comprehensive asthma management differs from traditional treatment in three
major ways:

1. It uses asthma care teams comprised of physicians/nurse practitioners,
registered nurses or respiratory therapists, community health
workers/promotores, and others.

2. lttracks children over time before they get acutely ill, in a series of
preventive clinic visits.

3. It provides services designed to prevent asthma attacks and promote self-
management (for example, hypoallergenic mattress and pillow covers, and
enhanced health education).

Team members and their responsibilities:

¥ The Physician/Nurse Practitioner assesses symptoms, makes diagnoses,
determines the severity level, and prescribes medicines. He or she leads the
clinical team and quality assurance endeavors.

¥ The Clinical Care Coordinator (typically a registered nurse or respiratory
therapist) coordinates the team’s daily work, ensures continuity, provides
case management, educates the family about self-management, ensures
continuity of medication, and tracks medication use.

¥ The Community Health Worker or Promotor(a) reinforces health education
and skills in language the family understands, provides culturally competent
social support, and helps the family minimize the child’s exposure to asthma
triggers in the home (for example tobacco smoke, mold, and dust mites).

Team-based care makes the best use of the skills and training of each of the team
members. It allows clinicians to focus on getting asthma under medical control;
promotes tracking and timely follow-up care until asthma is stabilized; and
provides health education and support in a culturally and linguistically competent
way.

Our research found that team-based care can be effectively provided in a variety of
settings via a range of organizational structures, as long as there is effective training
and continuous quality improvement, as long as there are effective means for team
communication and coordination, and as long as data systems allow for effective
tracking. Though organizational arrangements and the specific staffing pattern
varies, model asthma programs all rely upon some form of team-based care that

11
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includes clinicians and non-clinicians. Disease management programs for other
chronic diseases have adopted similar team-based approaches.”**

Asthma Screening and Case Finding

An asthma registry allows the asthma program to identify patients from emergency
room visits and hospitalizations, primary care provider recommendations, and
other sources, and conduct outreach to these families and patients. After stratifying
patients according to need, programs offer graduated levels of service to patients,
depending on their risk level. Intensive, focused medical and social care is
provided to families who fit the criteria, for a short period of time (usually no more
than six months) to get these children’s asthma stabilized. Once stabilized, they
then return to routine primary care with their regular provider.

With effective case finding and risk stratification, the specialists, diagnostic tools,
and supporting personnel (community health workers/promotores) in such
programs thus become an extremely efficient use of resources.

The Initial Visit

An initial asthma management visit includes a visit with the medical provider
(doctor, nurse practitioner, physician’s assistant) knowledgeable in asthma who
practices guideline-based care. Children receive accurate diagnosis and are
prescribed appropriate, prevention-oriented medication. The visit should include
an objective test of lung function (spirometry). It should include allergy testing
when appropriate (for children over age 2). And it will include provision of an
asthma action plan, which outlines appropriate medication use according to
symptoms. For many children, a single visit is sufficient to stabilize their asthma,
and care can then be effectively continued by routine primary care.

Scheduled Visits for Children with Unstable Asthma

For the roughly 25% of children whose asthma is more persistent and/or poorly
controlled, a comprehensive asthma management program provides a series of
scheduled visits to address both the medical and social issues that are preventing
good asthma control.

The medical clinician works to get the child’s asthma medically controlled as
quickly as possible. Later, over the course of the program, medication levels may
gradually be stepped back, as the family learns to minimize the child’s exposure to
triggers.

Asthma education is reinforced by each member of the team, at each encounter.
By monitoring each patient’s care, a care coordinator assures that asthma

12
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education is presented in a progressive way that builds upon what the family
knows at each stage. Community health workers/promotores take the time with
families to explain information in a variety of ways, and in language and with
cultural references familiar to the family, reinforcing key messages.

Structured phone calls between major clinic visits can be used to assess progress
and medication effectiveness, identifying problems sooner than they might
otherwise be caught. Follow up phone calls are also used to quickly identify and
address problems such as difficulty getting the prescribed medication at the
pharmacy?®, or problems integrating a daily medication into the child’s routine.

Patients whose asthma remains poorly controlled despite medical care and health
education in the clinic may receive one to two home visits by a trained staff
member. Note that some programs offer more home visits to each patient, or offer
home visits to a broader group of patients. In some cases, community health
workers/promotores work with patients exclusively in the home or community,
rather than at the clinic or hospital. Comprehensive asthma management should
accommodate variations in the organization of care delivery, to adapt to the needs
of different communities and different provider structures. However, coverage for
up to two home visits for patients with ongoing unstable asthma is the minimum
that must be available in such programs, to assure effective care for all children.

Throughout the program, community health workers/promotores receive effective
support and supervision, to assure that the health education they provide reinforces
the messages of the clinician and care coordinator. They, in turn, share the
knowledge and insights they gain about the family, helping the clinically trained
team-members to better understand the needs of their patients, and thus to better
tailor their care. (For a brief discussion of current issues concerning the use of
community health workers/promotores in chronic care, such as credentialing and
supervision, see Appendix A, “Institutionalizing Community Health
Workers/Promotores in Chronic Care.”)

Pharmaceuticals and Devices:

For effective control of asthma, patients must have access to the appropriate
medications and supplies. National guidelines specify that asthma patients should
have access to preventive medications, taken daily to keep asthma under control
(at present, these are routinely under-prescribed), and rescue medications that help
stop or slow an asthma attack once it has begun.”” Allergy medications also help
reduce sensitivity to triggers in many children.

Devices necessary for taking asthma medications include nebulizers and spacers.
Patients must be able to have these supplies at each household and at school.
While there is some controversy about whether it is realistic to get patients to self-

13
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monitor their lung function with peak flow meters, many providers think these
devices are important for early detection of flare-ups.”®

Recent clinical research®” as well as our own demonstration projects identified
other devices that should be routinely made available to patients: mattress and
pillow encasements. These hypoallergenic mattress and pillow covers significantly
reduce exposure to dust mites, a trigger to which as many as 75% of all children
with asthma may be allergic.’® While many patients will still require medication,
mattress and pillow covers may significantly reduce medication dosage
requirements.

Infrastructure and Quality Improvement

An effective asthma management program must include an asthma champion who
is a respected clinician leader in his or her community. In addition, provider
education is important both within the clinic or hospital in which the program is
based, and in the community at large. There must be a means of tracking and
coordinating case loads, and patient-finding to assure that the patients with poorly
controlled asthma are identified and brought into the program. These things are
best accomplished through use of an asthma registry.

An asthma registry should also enable the program to track quality measures,
fostering continuous quality improvement in the program. Key measures of
program quality are: '

o Percentage of patients with Asthma Action Plans

o Percentage of patients prescribed anti-inflammatory drugs, and patient
adherence to taking these drugs

o Percentage of families receiving education about avoiding asthma
triggers

o Patients completing well-asthma visits

o Follow-up with patients after hospitalizations or ED visits

Additional program infrastructure must provide effective supervision of CHWs, and
case conferencing so that the team shares knowledge and coordinates each team
member’s care of the family and patient in close relationship to the efforts of the
rest of the team.

CONCLUSION

California has the opportunity to lead the nation in improving the health of children
with poorly-controlled asthma. Comprehensive asthma management can improve
health, prevent hospitalizations and save limited state dollars. Ensuring that the
sickest children with asthma receive comprehensive asthma care, and that all

14
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children with suspected asthma are screened and treated with guideline-based
medications, by medical clinicians knowledgeable about asthma, will benefit the
children, their families, and all Californians. A national scientific consensus has
identified the key clinical activities for provision of good asthma care; model
asthma programs in California and across the country have shown the core
elements of an asthma program that operationalizes the guidelines.

FN:5AmPubCore1106.doc

! These included CAASA, the California Asthma Initiative, YES WE CAN, the National Initiative on Children’s Healthcare
Quality, the California Asthma Collaborative convened by the Center for Health Care Strategies, the National Asthma
Educator Certification Board website, the SF General Hospital Pediatric Asthma Clinic (YES WE CAN streamlined), and the
Georgetown University/Centers for Disease Control template contract. Data tables are available on request.

* Guillermo Mendoza, MD, Chief, Dept of Allergy, Kaiser Permanente Napa-Solano.

* Asthma is the leading cause of school absences among the chronic conditions, costing schools $40.8 million in lost revenue
in 2001, for children 12 to 17 alone. (http://www.caasthma.org/files/7dhsASTHMAguidelinesFINAL.pdf Data for public
school children under the age of 12 was not available as of this brief.) The average cost of hospitalization for a child with
asthma on Medi-Cal is $12,395. (2003 Office of Statewide Health Planning Data, Discharge Data for Asthma, Children Aged
0-18 Years Old.) Asthma costs California approximately $1.3 billion per year, with Medi-Cal paying approximately 45% of
the cost of care for children. (Allergy and Asthma Foundation of America, 1998.)

4 Center for Health Care Strategies, Asthma Care for Children: Financing Issues, A CHCS Chartbook, October 2001, Figure 2-
2.

°Butz, AM, et al, “Caregiver-Physician Medication Concordance and Under Treatment of Asthma among Inner-city
Children,” Pediatrics, Vol. 111, No. 3, March 2003, p. 217.

8 According to Thomas Bodenheimer, MD, Professor of Family and Community Medicine at the University of California, San
Francisco, “Physicians and hospitals are better funded to admit a child with a near-fatal asthma attack to intensive care, than
to prevent the attack before it starts. We know how to prevent serious and expensive complications of chronic disease, but
we are not doing it.”

" Including low income, immigrant, and other vulnerable populations.

¥ www.calasthma.org has a summary of the New England Journal of Medicine multi-site study published in August 2005.

? The Power of Prevention, U.S. Department of health and Human Services, 2003.
http://www.healthierus.gov/steps/summit/prevportfolio/power/index.html.

' http://www.cdc.gov/nccdphp/, July 11, 2006.

' http://www.cdc.gov/ncedphp/overview.htm, July 11, 2006.

2 Innovations in primary care in the United States, Thomas Bodenheimer, BMJ 2003;326:796-799 ( 12 April ).

3 Wagner EH. Chronic disease management: What will it take to improve care for chronic illness? Effective Clinical Practice,
1998;1:2-4. For a bibliography of peer-reviewed literature on the chronic care model, and on the model as applied to
asthma care, see http://www.improvingchroniccare.org/resources/bibliography/index.html

" Innovations in primary care in the United States, Thomas Bodenheimer, BMJ 2003;326:796-799 (12 April).

"% “Expert Panel Report: Guidelines for the Diagnosis and Management of Asthma” (NAEPP 1991).

161 The Expert Panel Report 11: Guidelines for the Diagnosis and Management of Asthma" (EPR-II) (NAEPP 1997).

'7“Key Clinical Activities for Quality Asthma Care: Recommendations of the National Asthma Education and Prevention
Program,” (MMWR March 28, 2003).

'® National Heart, Lung, and Blood Institute, National Asthma Education and Prevention Program. Key Clinical Activities for
Quality Asthma Care: Recommendations of the National Asthma Education and Prevention Program. Morbidity and
Mortality Weekly Report (MMWR): Recommendations and Reports, Vol. 52/No. RR-6, March 28, 2003.

' Patients with poorly controlled asthma may receive one to two home visits by a trained staff member.

20 All patients will be interviewed to assess environmental triggers in office. Those with poorly controlled asthma who
receive home visits will also receive an environmental assessment in the home.

*' An asthma champion actively works to promote comprehensive asthma care, both within his or her clinic, hospital, or
program, and within the broader community. Clinician champions are generally more effective at promoting improved
asthma care among their clinician peers than are non-clinicians.

2 James Stout, MD, MPH, National Initiative on Children’s Healthcare Quality, vice president leading asthma programming.
» Mendoza, Guillermo, Presentation at American Public Health Association Meeting in San Francisco, CA, 2003.

** Community-Based Treatment of HIV in Resource-Poor Settings, Partners in Health, July 2004, Bangkok edition, 2004,
editor Joia Mukherjee.

* Bodenheimer T., Innovative Chronic Care Programs in Public Hospitals and Health Systems. Washington DC: National
Association of Public Hospitals, 2005.

*% Because different sets of medications are covered by different insurance systems and programs, an alarmingly frequent
barrier to care for families is getting prescriptions filled. Until a universal formulary for asthma is in place, planned follow up
phone calls to identify such a problem early can vastly expedite getting a child’s asthma stabilized.

> MMWR Key Clinical Activities.
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% The MMRW says that peak flow meters should be considered “for patients with moderate to severe asthma or a history of
severe exacerbations” [3]. Recall that all patients within an asthma care management program of the sort described here
would be high-risk patients.

¥ NEJM, August 2004.

** Shannon Thyne, MD, Medical Director, San Francisco General Hospital.

3! http://www.childhealthinstitute.org/Projects/CHIC.asp.
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Detailed List of Core Elements

DETAILED CORE ELEMENTS

OF AN ASTHMA MANAGEMENT PROGRAM
(for clinicians or program managers)

ELIGIBILITY FOR PARTICIPATION IN ENHANCED ASTHMA CARE

Eligibility for an initial visit: Unstable asthma, or unclear diagnosis with suspicion
of asthma. After initial visit, intensity of care is calibrated according to specified
risk criteria.

CARE PROVISION (Medical/Social Care, Pharmaceuticals and Devices)

Medical Visits, with clinician who diagnoses and treats
o Complete medical history and assessment of asthma severity
o Planned visits:
* Series of planned visits, calibrated to level of severity, until
asthma is under control according to rule of 2’s
o Objective measure of lung function using spirometry. Pre- and post-
bronchodilator test at the first visit
o Acute visits as needed

Care Coordination
o Ongoing medical assessment
o Health Education' NHLBI/NAEPP Guideline-Based: 15 minutes with

each visit at
¢ C(linic
e Home

* Emergency Department/Hospital

* Telephone contact

* Group health education visit

Health education should cover:

* Lung function and basic information about the asthma disease
process

* Medications

* Trigger control

* Living with asthma

* Asthma action plan—review of the purpose of the action plan,
and how to use it

* Devices—training in the use of medication devices (metered dose
inhalers, spacers, nebulizers) and bed covers

* Return demonstration—patient demonstrates back to care
provider how to use his/her medications and devices
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Detailed List of Core Elements

* Smoking cessation’--educator provides resources and
encouragement

o Self Management Support: 15 minute sessions with each visit, in person
and via phone.
Self management support should include:
* Motivational interviewing
* Problem solving
* Behavioral change
* Navigating Systems
* Medication refills
*  When to seek emergency care in the clinic, office or
emergency department
* Appropriate contact information for when emergencies
arise outside of regular office hours
* Managing asthma at two households or more (patients need all of
their medications devices, supplies, and copies of the asthma
action plan at all homes, schools, and daycare settings)
* Addressing language barriers
* Liaison with schools/daycare
o Environmental Assessment with home visit’ or office visit: patients with
poorly controlled asthma, according the “rule of twos,” are eligible for 1-
2 home visits.
* In depth environmental assessment, documented and integrated
into management and follow up visits with patient/family.
o Ongoing care management, in person and by phone
o Telephone Follow-Up*
* After each visit
* Between visits
* Documentation to medical record, and to primary care provider
and patient/family

Pharmaceuticals’
o Preventive medications
o Allergy medications when positive allergy test

Devices
o Mattress and pillow encasements
o Spacers (age appropriate), peak flow or other meters, and nebulizers (for the
very young), metered dose inhalers (MDI) (one device per patient’s
household, plus school, renewable annually)
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Detailed List of Core Elements

Diagnostic Tools
o Spirometry® (lung function test)
o Objective allergy testing, for children with persistent asthma without
authorization, or others with prior authorization’
* RAST blood test® or
* Scratch test’

INFRASTRUCTURE AND CONTINUOUS QUALITY IMPROVEMENT

Program Infrastructure
o Provider education
o Clinician champion

Quality Improvement
o Asthma team with time to meet (clinician, nurse or RT, CHW or medical
assistant)
o Training"

Program
o Coordinate/track case load
o Case finding
o Supervision of CHW
o Case conferencing

Registry and Medical Information and supporting staff time
o ldentify and stratify asthma patients according to risk
o Track quality measures
* % severity assessment at each planned visit or well child visit
* % persistents on controllers yes or no
* % Asthma Action Plan — do they have one? Review or tweak
Prompting—time to see patient again
Tracking and follow-up
Info can be entered by medical assistant
Registry should be able to produce a one-page report on each patient,
including information on changes in the patient’s health status
Timely medical data
Staff time for data input, data cleaning, and producing reports

0 O O O

o O

FN:6AmPubDCore1106
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Detailed List of Core Elements

" Health education helps patients know things (for example, what the major asthma triggers are), while self management
support helps them do things (such as use an inhaler with a spacer). When health education is provided by a community
health worker/promoto(a), he or she must be partnered with a licensed health care professional, and fully integrated into the
team and care process.

? Although our expert panel unanimously agreed on the importance of support to patients or caregivers for smoking
cessation, they disagreed about whether this should be included as part of an asthma management program, or should be
addressed separately.

* All patients will be interviewed to assess environmental triggers; patients with poorly controlled asthma may receive one to
two home visits by a trained staff member.

* For effective use of phone, get cell phone numbers for family, best time/date to call, get three phone numbers (friend, other
family member), and update every 2 months.

® Formulary needs to reflect current research. Single formulary to make things uniform.

% Training staff and clinician in spirometry.

7 Allergy testing should be available once, if indicated, for all 8-12 year old children with asthma; if done before age 4, test
be repeated after age 4.

¥ Recommended because it can confidently be done in primary care setting—no chance of anaphylactic reaction.

? Must be conducted in a controlled environment in case of anaphylactic reaction.

' Training should be free. Various models for training could be used. One suggestion is to require attendance at a training
for all new Medi-Cal providers of an Asthma Care Management Program.
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Primer on Reimbursement Me chanisms
for Asthma care management

“Leaders in the county and community clinic sectors agree that serious
barriers to success exist [in sustaining and spreading chronic care].
Fundamental is lack of reimbursement for chronic care management
functions other than physician visits.”

Thomas Bodenheimer, Chronic Care in the California Safety Net,
2003, p. 46

“Financing issues can be extremely complex and overwhelming.”
National Asthma Educator Certification Board, www.naecb.org

In 2003, Dr.Thomas Bodenheimer of the University of California at San Francisco
(UCSF) carried out a study of chronic care in the California safety net. His
interviews with 77 project directors across the state found that not one had stable
funding to support their work. “In virtually every California county visited, chronic
care champions pointed out that payers were reimbursing few or none of their
efforts, both in county systems and in community clinics.”? The chronic care
programs were operating on improvised resources, large infusions of volunteer time
and patchworks of contracts and grants. In the absence of a solid reimbursement
system, Dr. Bodenheimer found that chronic care programs were sustained by the
efforts of exceptional individuals, so that programs remained small-scale and often
transitory.

Provider reimbursement has the potential to be the single strongest lever for the
spread and sustainability of care management. A well-planned and well-led
diffusion effort powered by a solid reimbursement mechanism can lead to dramatic
growth in new high-quality services. This point is illustrated by several large
programs that used reimbursement as the main lever to spread best practices
throughout California. For example, Family PACT (Planning, Access, Care and
Treatment) expanded rapidly from 450,000 visits at the end of its first year to 1.25
million visits only six months later—even without formal outreach or advertising.
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Reimbursement Mechanisms

Only five years after the program started, Family PACT served 1.44 million clients
annually, had 2,048 providers, and a reimbursement stream of 377 million (01-02
data).2 To encourage providers to enroll, the program provided a start-up kit of
materials, brief training and technical assistance. Family PACT’s experience shows
the order of magnitude that is possible when the state prioritizes making excellent
care widely available.

This primer reviews reimbursement mechanisms that might be adapted to support
children’s asthma care management. The first section briefly describes how current
reimbursement mechanisms act as barriers to the spread of asthma care
management. The second section sketches the general characteristics of a future
reimbursement mechanism that could foster spread and sustainability of care
management. The third section reviews the advantages and disadvantages of
existing reimbursement mechanisms. Given current political realities, we
recommend four reimbursement mechanisms as most likely to open access to care
management for low-income asthmatic children. The final section makes an
argument that the asthma community should try to get reimbursement reform
implemented at a statewide level, rather than trying to influence local Medi-Cal
health plans one by one.

HOW EXISTING REIMBURSEMENT MECHANISMS IMPEDE THE
SPREAD OF CARE MANAGEMENT

There are four ways that current reimbursement arrangements block the spread of
sustainable care management:

1. Reimbursement follows a clinician-centered model that does not fit with the
staffing needs of interdisciplinary chronic care teams. California’s reimbursement
scheme grew out of a fee for service (FFS) system built around a clinician-centered
care model. Reimbursement was strictly for clinician encounters carried out by
MDs, nurse practitioners and physician’s assistants®. The Bodenheimer report
stated, “Lack of reimbursement for non-clinician caregivers is perhaps the most
serious barrier to spreading innovative chronic care programs.”4

In contrast, chronic care management programs rely on non-clinicians for most
routine chronic care. One advocate explained this paradigm shift in staffing
patterns: “The traditional staffing pattern is 90% clinician effort and 10% health

7”5

team effort, while chronic care shifts to 90% team effort and 10% clinician effort.
In chronic care management, clinicians focus on their core functions of diagnosis
and treatment, while teams of licensed health professionals and community health
workers handle all the routine follow-up.” While there are many service delivery
models and variations in staffing patterns, in general registered nurses® provide
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Reimbursement Mechanisms

clinical care coordination, and community health workers or other staff provide
adjunct social care coordination.

By moving routine tasks to lower paid staff, such a team staffing pattern makes a
highly cost-efficient use of the more expensive cost of licensed health professionals.

We consulted two financing and reimbursement experts to ask them whether
existing billing codes might be pressed into service to obtain reimbursement for
team care. Our consultants indicated their concern that any program that used
existing billing codes to cover team-model care might be facing a significant risk of
an unfavorable audit.' This carries risks of having to mount an audit defense and
repay large amounts of money. They experts recommended against clinics
“pushing the envelope” by using the codes for team style care.

2. Current reimbursement mechanisms do not factor in the adjunct services
needed for managing a complex condition that demands sophisticated self-
management skills, environmental remediation and social support. NIH Asthma
Clinical Guidelines enumerate four broad components of quality care:

[. Assessment and monitoring

[I. Control of factors contributing to asthma severity (assess and modify
environmental triggers)

[ll. Pharmacotherapy

IV. Education for partnership in care

Today’s reimbursement arrangements—whether the “old” fee for service model, or
the now-dominant managed care model--are geared toward supporting the first and
third components (Assessment and Pharmacotherapy), but not the second and
fourth (Environmental controls and Education for partnership in care). Particularly
in the chronic conditions, where 90%+ of management is self-management carried
out in the home setting over a long period of time, there is a pressing need for a
reimbursement system that can sustain a broader biopsychosocial model of care.

Care management is a medical/social model of care that gives higher priority to
health education and close follow-up for patients and families. The “social” in the
term medical/social model refers to adjunct wrap-around services that enable good
clinical care.” Particularly in the health safety net, these wrap-around services are
often provided by community health workers (or promotores, in Spanish). These
health workers focus on the psychosocial, educational and system navigation issues
in chronic care, working side by side on health teams with clinical health
professionals. Their duties are listed in Appendix A.

' Bobbie Wunsch of Pacific Health Consulting and Ann Forrister.
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3. Capitation rates so low that providers with many Medi-Cal children in their
practice are forced toward high-volume, high-speed practice with only a few
minutes per patient. In discussions with national informants, we learned of
Medicaid capitation rates as low as $3 per child per month and $7 per child per
month8. Low capitation rates lead to what physicians wryly call “hamster health
care,”—in the words of UCSF’s Kevin Grumbach, MD, “We run faster and faster
only to fall further behind.” The pressure is to have a hurried clinical encounter
ending with writing a prescription or doing a brief intervention. There is little or no
time to assure that families really understand the medical regimen, are familiar with
multiple asthma medications, or have the requisite skills on devices and
environmental control.

A study of Medicaid nationally showed that the sickest quartile of children with
asthma cost 28 times as much as the least severe quartile of children with asthma.?
Capitation means that there are negative incentives to developing services that will
attract the sickest children, and positive incentives toward “cherry picking” the
healthiest patients. Clinics that develop a children’s asthma program and a
reputation for excellent care for the sickest children will attract the sickest children,
shifting their patient mix toward far more expensive-to-treat children. Absent risk
adjustment, this negative incentive sets up a strong system barrier to the spread of
chronic care management. Similarly, reimbursement rates are much more
favorable for hospitals than for outpatient care.

4. The misalignment of revenue and savings in the health safety net. To start an
asthma care management program, the outpatient provider needs to ramp up
staffing and make significant outlays. In our current fragmented system, outpatient
providers cannot then reap the fruits of their investment—savings on sharply
reduced hospitalization and emergency care. Instead, different actors—hospitals—
harvest the savings from care management programs. This misalignment is in
contrast to an integrated system such as Kaiser Permanente, where an investment in
outpatient care can be recouped by the same organizational entity.

Theoretically, Medi- Cal managed care plans could realign investments and savings
by renegotiating contracts to increase those to primary care providers and decrease
them to hospitals. However, the relative power of hospitals versus primary care
militates against this happening, and the complexity of this process creates deep
inertia. In our judgment, a shift toward higher investment in chronic care will
require strong leadership from Sacramento; a tangible incentive to health plans to
“prime the pump” by increasing investment in outpatient care; and technical
assistance for providers in both program areas and reimbursement.
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What Should a Reimbursement Mechanism Look Like?
A suitable reimbursement mechanism would have the following characteristics.

1. It would provide adequate revenue to allow providers to deploy new staff to join
the clinician on a care management team. Depending on the exact protocol, this
might include a nurse or respiratory therapist and community health worker or
asthma care coordinator. A revenue stream robust enough to support new staff
differs from smaller-scale incentives such as “pay for performance” bonuses (for
example, “$100 for each completed asthma care plan”). Dr. Bodenheimer pointed
out that “It is unlikely that sufficient dollars will be placed in pay-for-performance
pools to make a difference in the under-funded safety net.” 10

2. A good reimbursement mechanism could be used across all types of:
(a) providers and practice sites, in a variety of practice settings from large
community clinics to small private offices;
(b) types of insurance and insurance status, including low-income children
who are uninsured or uninsurable; and
(c) across rural and urban geographies.

3. It would develop capacity in the child’s medical home or the primary care
setting, rather than further fragmenting care though offshore telephone-based
commercial disease management contracts.!

4. Its implementation would be initiated on a statewide scale from Sacramento
Medi-Cal'2, and would not involve advocating with disparate health plans to
reimburse for care management on a one by one basis.

5. It could be set up through administrative channel, ideally by harnessing an
existing mechanism and thus avoiding the need for a labor-intensive legislative or
budget advocacy process.

6. It would support adjunct wrap-around services and care by interdisciplinary
teams including community health workers. (These teams do not substitute for a
clinician. Rather they make more efficient use of both licensed clinical health
professionals such as nurses or respiratory therapists.)

7. It could be used in both managed care and fee for service environments during
California’s transition to all-managed care.

8. It would support widely accepted core program elements, and could be applied
in many customized local protocols and service delivery models (assuming
compatibility with NIH Clinical Guidelines).
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REIMBURSEMENT MECHANISMS

This section assesses the pros and cons of specific reimbursement mechanisms. 13
First we list four mechanisms showing most promise and feasibility. Next we
discuss two mechanisms that are promising programmatically, but not feasible
given the current political atmosphere. Finally, we describe two unworkable
mechanisms to share “lessons learned” about negative findings.

A strategy to get sustainable care management throughout the state may involve
tapping more that one reimbursement mechanism, and may involve expansion in
stages. Given the extensive demonstration projects that have taken place in
California since 2000, we think it would be ideal to now scale up care
management on a statewide basis, without multi-year delays for further
demonstrations or gradual expansion one health plan at a time.

The Most Promising and Feasible Reimbursement Mechanisms

1. Renegotiating Prospective Payment System reimbursement by adding Asthma
care managementas a new scope of service: The California Department of Health
Services (DHS) uses the Prospective Payment System (PPS) to reimburse federally
qualified health centers (FQHCs and public health look-alikes) for the global costs
of providing health care. Clinics may renegotiate a higher rate with DHS if they
expand their scope of services—for example, if they add a dental clinic. Under this
option, FQHCs would be actively encouraged to apply to DHS to add Asthma care
management to their scope of services. This would result in a new higher rate that
would cover the costs of the program.

Specifically, DHS could: add asthma care management to a guidance letter listing
the types of services qualifying for a scope of service expansion; provide technical
assistance to clinics considering the Scope of Service expansion4; provide grant
funds to clinics to support the initial start-up costs of an asthma management
program. A start-up kit of protocols, materials and trainings could be provided to
clinics wanting to pursue the expanded Scope of Service.

Advantages
* It could be implemented administratively using an existing mechanism,

avoiding a lengthy legislative or budget approval process.

* The costs to the state would not require formal new approval because they
would automatically be included in a larger pool of funds for PPS. This was
highlighted when staff of the Senate Budget Committee recommended this
mechanism in 2004.

* It has a coherent and organized political base of community clinics, that has
significant cross membership with the children’s asthma community. This
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political base can be used not only to influence legislators, but to influence
Medi-Cal.

* It lends itself to covering the costs of wrap-around adjunct services, for
example community health workers.

Disadvantages

* Slightly less than a third of low-income children in California are seen at the
FQHCs, so this mechanism would only be a first step for the low-income
children of our state.

* Advocates indicate that new PPS rates seem to be approved or disapproved
by DHS based on unpredictable factors. One way to address this negative
would be the issuance of a Guidance Letter by Medi-Cal giving a general
endorsement of the scope of service expansion.

* A peculiarity of PPS is that a clinic must begin to offer services before
enhanced reimbursement is approved. If the new PPS rate were denied, a
clinic could be “left holding the bag” on the expenditures already made.

* Renegotiating a PPS rate requires a considerable effort on the part of a
clinic. It would be important to support this effort with technical assistance
and template contract language.

2. Asthma Management Fees: Medi-Cal already has an easy-to-use mechanism to
support providers to give more intensive services to patients with complex
conditions. Across the nation such “management fees” are widely used in mental
health, substance abuse, dental, vision, prescription drugs and organ transplants,
for a total of up to $1500 per person per year'>. Illustrating the simplicity of this
option, one health plan medical director said, “Provide me with a service
description for a total cost of less than $1500 per case, and | can write you a check
tomorrow morning.”

The provider would receive the Asthma Management Fee from Medi-Cal upon
verified completion of a well-defined protocol. The core elements defined in
Chapter One of this report represent one consensus program definition. The
amount of the fee could be based on a sliding scale reflecting the severity of the
child’s condition and the associated level of services according to a risk
stratification protocol adapted from that used by Kaiser Permanente.1¢ Providers
should be able to bill semi-annually so that they receive compensation if a patient
changes health plans.

One tactic for implementing an Asthma Management Fee would be to add a new
composite code for “asthma education and care management,” with specific
authorization for team-model, rather than clinician-centered, care.
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Advantages
* Itis an adaptation of an existing mechanism, bypassing the need for an

elaborate legislative or budgetary process.

* If the fee were based on Medicaid’s standard $1500 per case, it could start
simply, without the need for elaborate calculations and negotiations, and
without calling into question existing capitation rates, which are very
laborious to negotiate.

Disadvantages
* This mechanism is based at each Medi-Cal health plan, so it could lead into
a drawn-out process of advocating with local health plans one at a time. To
move toward a statewide program, advocates may seek a guidance letter to
all the health plans from Sacramento Medi-Cal suggesting use of Asthma
Management Fees as a way to achieve quality goals with high-risk children
with asthma.

3. Negotiated Contracts with Medi-Cal Managed Care: Setting up a negotiated
contract with a Medi-Cal managed care plan is similar to the Asthma Management
Fee approach, although it has a significantly more elaborate set-up process.

The service delivery model can be arranged in many different ways in a variety of
settings. The goal is obtaining additional support for chronic care management and
providing a richer staff mix with specialized skills in the particular chronic
condition. A clinic could simply add staff to run its own care management
program, or can contract with a specialized community agency. Taking an example
in the area of diabetes, Project Dulce sends a mobile diabetes management team to
various community and public health clinics on a weekly schedule. There a nurse
and nutritionist run a diabetes program, supplementing the efforts of the clinic’s
own physicians, and linked with educational classes run by Project Dulce’s
diabetes-specialized community health workers.

Such a contract would need to specifically authorize a team approach in which the
clinician’s role was centered on functions such as assessment, diagnosis and
treatment. One device is to use standing clinician’s orders that specify
interventions other team members are to carry out. Project Dulce has begun to use
this method.

Advantages
* A contract could address the morass of interpretations of the amount of

clinician “face time” needed, by specifying the roles of the team members
and clinician.
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Disadvantages
* Negotiating such a contract is time and skill intensive. One informant
estimated that about 200 hours of leadership time went into setting up such
a contract between his asthma clinic and the local Medi-Cal health plans'’
(one used fee for service; the other used capitated payments).  This
drawback could be addressed by:

a. providing a template contract for adaptation, and training and technical
assistance on how to negotiate it!8

b. providing leadership from Sacramento Medi-Cal about the advantages of
setting up such contracts, so that each plan would be more favorably
disposed.

* The most important disadvantage of this approach is that involves one-by-
one advocacy with health plans, which can lead to uneven outcomes and
further delays in scale-up at the statewide level.

4. Targeted Case Management: Medical Administrative Activities/Targeted Case
Management (MAA-TCM) is an optional program that provides enhanced cost-
based reimbursement for specialized case management services to a specific high-
risk target population, and for the administration required to mount them. MAA-
TCM activities carry a 50% federal match. The program is administered by a local
health department!®, which may then subcontract to community agencies for case
management services. Billing is based on face-to-face encounters that may take
place in clinics or homes.20

Children with unstable asthma seem to clearly meet the criteria2! for participation.

Case managers may be professionals or directly-supervised paraprofessionals,
including public health nurses or RNs; a directly-supervised LVN; someone who
has a bachelor’s degree and has completed agency-approved case management
training; someone with an associate’s degree and two years of experience with case
management; and someone with four years of experience in case management
and/or four years of experience plus an agency-approved training course.

Advantages
* Itis an existing reimbursement mechanism that is already in wide use in 48

counties in California.

* It provides non-clinical wrap-around services.

*  CHWs could serve as TCM case managers. In some counties, RNs do
assessments and supervised CHWs do follow-up visits.
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Disadvantages

* It may take up to two years to get a TCM program up and running. (The
statewide Local Government Agency Consortium can provide consultants to
help with the process.)

* ltis not clear that the encounter rate is high enough to sustain the necessary
staff, with one informant noting that MAA-TCM covered less than one-fifth
of her program’s budget.*

* It requires a commitment by the local health department to coordinate the
program and set up subcontracts with participating clinics and agencies.

* It covers significant—but not all—core elements, not including some of the
clinical services needed for care management.

Reimbursement Mechanisms that are Programmatically Good But Less Politically
Feasible

Comprehensive Perinatal Services Program Look-Alike: The Comprehensive
Perinatal Services Program (CPSP) is a successful statewide program for pregnant
women that tracks patients over time and uses a team model, including community
health workers. It was set up by legislative action. Such services are paid fee for
service in addition to capitation payments. The CPSP reimbursement model could
potentially be adapted for asthma management. Two CPSP features make it
particularly promising:

1. Under CPSP, services provided by trained staff members who are not MDs,
nurse practitioners, physician’s assistants or certified nurse midwives are
reimbursed for each date of service.

2. The program includes both traditional medical care for the pregnant
woman—typically delivered by an MD, NP, PA or certified nurse midwife
(CNM)—and less traditional care geared to the psychosocial needs of an
underserved or economically disadvantaged population. The latter kind of
care can be delivered cost effectively by trained staff that are not
credentialed as physicians or mid-level providers.

A number of well-placed observers have indicated that in the current political
climate, it is highly unlikely that a large new statewide program would be initiated.

Risk-Adjusted Capitation: To minimize financial disincentives to provide high
need children with appropriate asthma services like those prescribed in the Asthma
care management model, capitation rates can be adjusted not only by age, sex,
geographical location and eligibility category (all of which are currently required
by the federal Center for Medicare and Medicaid Services) but also by health status,
allowing for adequate payment to plans and providers. Two systems—Adjusted
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Clinical Groups (ACGs) and Asthma Illness and Disability Payment System
(CDPS)—have been implemented in Medicaid programs in several states and could
be adapted to ensure that children with a high need for care receive cost effective
services. Unfortunately, this option is not very feasible because it would trigger a
renegotiation of all capitated rates—a very labor-intensive process that acts as a
serious disincentive.??

Blind Alleys: Non-recommended Reimbursement Mechanisms

Two additional mechanisms have more disadvantages than advantages. We do not
recommend these options, but report on them here so that others may learn from
our negative findings.

California Children’s Services: California Children’s Services (CCS) is a statewide
program that treats children covered by Medi-Cal or Healthy Families who have
serious chronic diseases or other physical limitations. Reimbursement is higher
than usual Medi-Cal, and the program provides for a broad array of services such
as social work, nutrition consults, lab tests, medical equipment and medical case
management.

Disadvantages

* This mechanism is inappropriate because it is intended for a small number of
extremely severe conditions such as leukemia, heart disease, cranio-facial
anomalies, and the like. Severe diabetes was recently added as a CCS
condition. Several years ago unstable asthma was briefly designated as a CCS
condition, but was later deleted from the list, reportedly because the program
was swamped with requests. Since our goal is to get quality care for a highly
prevalent condition, CCS does not seem to be a useful mechanism.

* Care must be given at tertiary care hospitals that are CCS-certified as special
care centers, so that this mechanism could not be used in primary care settings.

* Physicians mention that there is a great deal of paperwork involved in
qualifying a child for CCS. 24

Fee for Service: Services rendered on a given date are reimbursed based on the
billing for each increment of service provided. To be paid on a FFS basis, a
physician submits a claim form detailing what was done—including, for example,
an office visit, an allergy test, a counseling and information session, and a
spirometry test. The provider is then paid based on the services provided.

Some low-income children still have their care covered by “straight Medi-Cal” in
Sacramento, depending on their geography and disability status. Their care is
covered on a fee for service (FFS) basis, with a bill submitted to Sacramento Medi-
Cal by the provider. In addition, some commercial Medi-Cal managed care plan
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payers (for example, Blue Cross Medi-Cal State Programs) also pay providers on a
fee for service basis.

Developing this mechanism would involve lining up all the billing codes that
correspond with asthma management protocols and possibly standardizing one or
more new billing codes explicitly supporting team-based care.

Advantages
It could be used now for those commercial health plans that reimburse FFS.

Disadvantages

* Fee for service is a dying payment form that is being phased out in Medi-Cal
by legislative directive, so that efforts on start-up might come to nothing.

* Fee for service is explicitly geared to reimbursing clinician time, raising the
above-mentioned fears of a team care model running afoul of an audit.
Both public payers such as Medi-Cal and commercial payers have an array
of different rules about the use of non-physician practitioners. The result is a
morass of regulation that must be negotiated and monitored to ensure
compliant billing and documentation of the services rendered.

Influencing Sacramento Medi-Cal and Local Medi-Cal Health Plans

Since 2000, California has mounted successful statewide asthma demonstration
projects, including the California Asthma Among the School Aged initiative, the
California Asthma Initiative, Best Practices in Childhood Asthma, and local multi-
site demonstrations such as YES WE CAN. At this point, our recommendation is
that advocates pursue a statewide strategy to bring asthma care management to
scale. This means trying to get statewide Medi-Cal to implement a new
reimbursement mechanism, rather than trying to influence local Medi-Cal health
plans one by one. A “one by one” approach could lead to uneven spread and
further lengthy delays.

Sacramento Medi-Cal has a number of ways of influencing all the local Medi-Cal
health plans:

First, Sacramento Medi-Cal can issue a guidance letter with specific
recommendations for all the plans to follow. A variant would be for high DHS
leaders such as Sandra Shewry, Director of DHS and/or Kim Belshe, Secretary of
the California Health and Human Services Agency to endorse and provide strong
leadership on such an expansion of services. Second, Sacramento Medi-Cal could
raise asthma quality measures expected of the providers. This creates traction for
the plans to move toward care management. A cautionary note on raising quality
of care measures: reimbursement rates are now so low that providers are already
threatening to drop out of Medi-Cal. We observed one meeting where statewide
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Medi-Cal dropped HEDIS asthma quality reporting requirements because of this
concern.

Third, DHS could establish a significant pot of money to use as an incentive for
local plans that would add an Asthma Management Fee (or new code, or set up a
contract for care management). Short-term special funding—whether Tobacco Tax
or foundation funding—could serve as an incentive to health plans that agree to
make permanent changes to sustain asthma care management. The Robert Woods
Johnson Foundation used this approach in upstate New York, giving grants to those
Medicaid health plans that agreed to permanently implement a new code for
asthma management. Fourth, DHS could make provisions for training, technical
assistance and start-up kits to make it easy for the plans to “do the right thing.”

Advocates have a number of ways to influence what Sacramento Medi-Cal
decides to do:

To get reimbursement for care management in Sacramento involves influencing
one or more of three centers of power: the legislature, the bureaucracy (in this case
Medi-Cal) and the governor’s office

Sacramento Medi-Cal is juggling numerous challenges including ever thinner
funding, reorganization, and an ideological atmosphere that is not friendly to
government programs. It is a challenge to gain attention for the importance of
reimbursement reform.

Efforts to influence Sacramento Medi-Cal could include doing presentations for
Kim Belshe, Sandra Shewry, Stan Rosenstein and other leaders, presenting the
evidence and the base of support.

Another way to influence Medi-Cal indirectly is to use legislative influence. For
example, if advocates could organize a thousand letters of support to legislators,
this would echo back to Medi-Cal and would be very likely to have an influence.

Advocates may find themselves trying to influence local health plans. Ways to do
this include:

*  Work with one or more of the most dynamic health plans to do a local
demonstration of the new reimbursement mechanism. The health plans
tend to be influenced by each other’s experiences.

* Do presentations in the organizations the plans interact with, creating
“buzz.”

CONCLUSION

The lack of a reimbursement mechanism for asthma care management is the main
barrier to the spread of a method—community-focused, team-based asthma care
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management--that can virtually end asthma exacerbations and emergency care.
This report details the characteristics of a good chronic care reimbursement
mechanism that would shift investment to outpatient chronic care. It assesses the
potential to adapt existing reimbursement mechanisms to fill the need.

FN:7AmPubReimb1106.doc

' Bodenheimer, T, Fxamining Chronic Care in California’s Safety Net, California HealthCare Foundation, July 2003,
www.chcf.org

* Family PACT — A Brief Summary, http://www.dhs.ca.gov/pcth/ofp/Programs/FamPACT/ProgramDescription/FPACTR
eports_Clients/fpactreportsandfactsheets.htm, accessed on March 4, 2004.

3 See http://files.medi-cal.ca.gov/pubsdoco/publications/masters-MTP/Part2/nonph_m00003011.doc for Medi-Cal regulations.
Certified nurse midwives may also bill, but this category of professional is not relevant to our topic.

* Bodenheimer, Thomas, Chronic Care in California’s Safety Net, 2003, p.8, www.chcf.org

* Personal communication, Vicki Legion with Chris Walker, 2006.

% and sometimes respiratory therapists

7 Synonyms for this term also include “enabling services” (the National Association of Community Health Centers), or
“psychosocial services” by Partners in Health (the renowned international health agency led by Dr. Paul Farmer).

% Personal communication with Vicki Legion, $3: Dr. Perla Vargas in Arkansas, $7 Dr. Tyra Stevens in Philadelphia, June
2004.

? Center for HealthCare Strategies, Asthma care for Children: Financing Issues, a CHCS Chartbook, October 2001, p. 11 and
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' Bodenheimer, T, Examining Chronic Care in California’s Safety Net, California HealthCare Foundation, July 2003,
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" This section benefited greatly by the contributions of Drs. Dana Hughes and Mary Kreger of the Institute for Health Policy
Studies at UCSF.
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" Holahan, John, Survey of Children’s Health Insurance Program Managed Care Capitation Rates, Resource Paper of the
Center for Health Care Strategies, 2003, www.chcs.org accessed February 2005.

'® An adaptation of Kaiser Permanente’s risk stratification protocol appears in the YES WE CAN Toolkit, for more information
see www.communityhealthworks.org/yeswecan.

17 Kevin Hamilton, RRT.

'® Georgetown University and the CDC drew up a template Medicaid contract embedding the NIH Clinical Guidelines. This
language might be a starting point. www.gwhealthpolicy.org/newsps/asthma/
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* Interview by Vicki Legion of TCM analyst Stephanie Griffin of DHS, July 19, 2006,and Susan Guest, TCM coordinator in
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2 Brenda Yamashita, Alameda County Public Health Department, October 10, 2006, personal communication.

% personal communication with Ann Forrister, November 2005.
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SavingLivesandMoney Through
ChildenOs Asthma Carankgemerit

"Our experience indicates that good asthma care management can prevent up to 99% of
children's asthma hospitalizations and 95% of emergency visits. In children’s asthma, it works
better for everyone--and even costs less--to do the right thing, rather than do the wrong thing
over and over and over again.”

Guillermo Medoza, MOChid, Depbf Allergy, Kaiser Permanente N&pano

ExecutivesSummary

The current approach towards asthma care for children focuses on treatment,
and brief procedures. In contrast, Asthma Care Management emphasizes
accurate diagnosis, treatment, and proactive care over time. A health team
assists families to manage and prevent asthma attacks, while providing
education to teach self-management skills. This team approach allows for a
broader role for non-physicians such as nurses, respiratory therapists and
community health workers.

Asthma Care Management programs give better care at the same or lower
cost. These programs:
I Reduce emergency room, acute care visits and hospitalizations,
I Reduce school absenteeism, and
I Have shown cost neutrality, or in some cases, significant cost savings.

Childhood asthma is an epidemic in California. 1.4 million children --14.8% of all of the state’s children —are
now affected.l Some counties in California report that up to one out of four children has asthma.2 The
prevalence of asthma ranges across ethnic groups: it is highest among African Americans and American
Indian/Alaskan Natives (22.6% and 22.2% respectively), with White, Latino, and Asian groups following at
15.1%, 13.1%, and 11.4% respectively.?

The costs to individual children and their families are staggering. Each year over 136,000 children must seek
emergency treatment for asthma care.* Asthma is also the leading cause of school absences among all
chronic conditions. Affected children miss out on their education and their absences cost schools tens of
millions of dollars per year in lost funding. For California children ages 12-17 alone, the California Department
of Health Services estimates a loss of $40.8 million to schools from preventable absences due to asthma in
2001.5

The state and nation also suffer. The average cost of hospitalization for a child with asthma on Medi-Cal is
$12,395.6 Asthma costs California approximately $1.3 billion per year, with Medi-Cal paying approximately
45% of the cost of care for children.” Most of these expenditures are concentrated within a small group.
National Medicaid data shows that the 25% of children with the most severe asthma cost 28 times as much as
the least-severe quartile of children with asthma.8

" This brief is an excerpt of longer materials to be released in summer 2006.



Dueto scientificadvance®verthelasttwentyyears nearlyall sufferingandrelatedcostsare
preventable Asthma Care Management combines accurate diagnosis, preventive medical care, family health
education, and assistance to help families reduce their children’s exposure to asthma triggers. The National
Institutes of Health has had widely accepted national clinical guidelines in place since 1991.9

Yet,currenthealthcarereimbursemenoliciesdo notadequatelgupportchroniccaremanagement
As a result, many children are repeatedly prescribed ineffective cough medicines and short-acting rescue
medication, leaving these children and their families in a life-threatening--and expensive--“emergency room
revolving door.” One recent study, for instance, found that 58% of inner-city children were not prescribed the
necessary long-term controller medications.'® On average, 72% of all persistent asthmatics cared for in
California physician groups do not use the indicated medications. !

“Physicians and hospitals are better funded to admit a child with a near-fatal asthma attack to intensive care,
than to prevent the attack before it starts. We know how to prevent serious and expensive complications of
chronic disease, but we are not doing it."12

Thomas Bodenheimer, MD, Professor of Family and Community Medicine, University of California, San
Francisco.

As the most populous state in the U.S.--home to one out of five children in the nation--California has the
opportunity to lead the nation in addressing the unnecessary suffering and high cost of childhood asthma. The
challenge is to provide adequate financing for the comprehensive outpatient services needed to stabilize high-
risk children.

The Solution: ChildrenOshAsaCareManagement

Through Asthma Care Management, the health of children with asthma can significantly improve and limited
resources can be used most efficiently. It is now possible to forestall nearly all asthma episodes and hospital
days for children with asthma. This has been shown by a series of grant-funded California demonstration
projects, by extensive data from Kaiser Permanente Northern California, and by numerous studies and field
trials (see summary of the evidence below).

Asthma Care Management differs from traditional treatment in three major ways. It:

1) Provides wrap-around services designed to prevent asthma attacks and promote self-management
(for example, hypoallergenic bed encasements; enhanced health education; home environmental
assessments, and training for self-management).

2) Tracks children over time before they get acutely ill, in a series of preventive clinic visits.

3) Uses Asthma Care Teams comprised of physicians/nurse practitioners, registered nurses or
respiratory therapists, community health workers and others.

Team members and their responsibilities are as follows:

I ThePhysian/Nurs@ractitionessesses symptoms, makes diagnoses, determines the severity
level, and prescribes medicines. He or she leads the clinical team and quality assurance endeavors.

I TheClinicaCareCoordinat (typically a registered nurse or respiratory therapist) coordinates the
team’s daily work, ensures continuity, provides case management, educates the family about self-
management, and tracks medication use.




I TheCommunitdealthVorkereinforces health education and skills in language the family
understands, provides culturally competent support for self-management, and helps the family
minimize asthma triggers.

There are many ways to configure the service delivery of Asthma Care Management for various settings, from
large community-based clinics to children’s hospitals to small private practices. The important consideration
revealed through a national scan of asthma programs is that care management be located in or very closely
linked to the child’s medical home. Remote or telephone-based disease management programs further
fragment children’s care.

Notall childrenwithasthmaequireAsthmaCareManagemeni5% are adequately treated through
traditional clinical services. While all children with suspected asthma should be assessed, only about a fourth
of children with the worst cases of asthma need Asthma Care Management.13 The intensity of care children
need varies and is calibrated to the severity of their asthma (see diagram™). Once a high risk child is
stabilized, generally within six months, he or she can return to receiving care from a primary care provider
only.
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TheEvidence:AsthmaCare ManagemermRReducesSymptonDays MedicalCareUtilizatiorand
ExpendituresandDecreaseSchml Absenteeism

A large body of evidence demonstrates that this type of intervention can improve health and reduce hospital
and emergency admissions, for the same or lower costs.

Both Kaiser Permanente’> and the Harlem Children’s Study¢ found significant decreases in utilization, in
Kaiser Permanente, sometimes in as little as a few weeks. In the Harlem Children’s Study,

I Emergency department and unscheduled physician visits dropped by 77%,

I Hospitalization decreased from 8.6% to 0%, and

I Total school absenteeism dropped in half, while absenteeism for asthma in particular dropped
by nearly two thirds.



As children are stabilized with appropriate medications and wrap-around
services, the need for hospital and emergency department usage steadily
decrease to become rare events.

San Francisco General Hospital's Pediatric Asthma Clinic demonstrated that asthma care management
reduced symptom days and increased activity levels for children.17 Preliminary results from an evaluation of
the clinic’s work,'8 and evaluations of the “California Asthma Among the School Aged Initiative” (CAASA), 19
and the “Childhood Asthma Initiative™0 have shown reductions in utilization, including hospitalizations,
emergency department use, and unscheduled clinic visits. Preliminary data from the latter two programs
documented reductions in costs. The Childhood Asthma Initiative found expected net savings for each child
of:

I $426 from reduced emergency department visits;

I $1072 from fewer hospital admissions; and

I $1199 from total cost of treatment.

The Inner-City Asthma Study, conducted in seven urban locations across the United States, used a home-
based intervention to reduce environmental triggers. During the two-year study, each child in the intervention
had about 38 more symptom free days, at a cost of about $28 per day.?’

Across the many sites where similar asthma management programs have been implemented, the evidence
has been consistent: fewer emergency department visits, fewer hospitalizations, less school missed, all with
cost neutrality or savings.

TheFuturefor CaliforniaHowDoWelmplemenfAsthmaCareManagement?

California can establish a system for care and appropriate reimbursement that ensures that Asthma Care
Management becomes the standard operating procedure statewide for high need children.

Kevin Grumbach, MD, Chair of Family and Community Medicine at UCSF states, “With the evidence that has
accumulated, we should no longer be focusing on ‘Should we implement this approach?’ Rather our
discussions should center on the question, 'How can we change our reimbursement system so that
community-focused chronic care can go to scale as rapidly as possible?' The conversation needs to shift from
‘Should we do it?' to 'Why have we not done this already?"”

Asthma Care Management utilizes a team which works with busy clinicians to handle routine aspects of
chronic care and follow-up, and to spend more time on family education. To treat the sickest children
effectively, reimbursement for asthma care must allow for this team approach and support non-clinical wrap-
around services. Two options for addressing these issues include: setting standards for health plans for the
provision of these services, and/or revising reimbursement systems for services, particularly under managed
care. Potential reimbursement strategies are outlined below.

TheProspectiieaymerBystemThe Prospective Payment System (PPS) is a procedure the California
Department of Health Services (DHS) uses to reimburse community clinics for the global costs of providing
health care. Clinics may renegotiate a higher rate with DHS if they expand their scope of services—for
example, if they add a dental clinic. Under this option, community clinics would be actively encouraged to
apply to DHS to add Asthma Care Management to their scope of services. This would result in a new higher
rate that would cover the costs of the program. (If fully implemented statewide, this mechanism would cover
about three out of ten low-income children, those seen at community clinics.)




Specifically, DHS could add Asthma Care Management to a guidance letter listing the types of services
qualifying for a scope of service expansion; provide technical assistance to clinics considering the Scope of
Service expansion; grant state funds to clinics to support the initial start-up costs of an asthma management
program. A start-up kit of protocols, materials and trainings could be provided to clinics wanting to pursue the
expanded Scope of Service.

Risk-AdjustegiapitationTo minimize financial disincentives to provide high need children with appropriate
asthma services like those prescribed in the Asthma Care Management model, capitation rates can be
adjusted not only by age, sex, geographical location and eligibility category (all of which are currently required
by the federal Center for Medicare and Medicaid Services) but also by health status, allowing for adequate
payment to plans and providers for necessary services. Two systems, Adjusted Clinical Groups and Asthma
lliness and Disability Payment System, have been implemented in Medicaid programs in several states and
could be adapted for the purpose of ensuring that children with a high need for care receive cost effective
services.

AsthmdlanagemefRees Medi-Cal has an easy-to-use mechanism to support providers to give more
intensive services to patients with complex conditions. Across the nation such “management fees” are widely
used in mental health, substance abuse, dental, vision, prescription drugs and organ transplants. Asthma
management for children meeting high-risk criteria could be added to this list. The provider would receive
payment from Medi-Cal upon verified completion of a well-defined protocol. The amount of the fee would be
based on a sliding scale reflecting the severity of the child’s condition and the associated level of services
according to a proposed risk stratification protocol. (Additional information on the Risk Stratification Protocol is
available upon request from the authors.)

Comprehensiferinateébervice®rogranhook-Algk CPSP is a successful statewide program for pregnant
women that tracks patients over time and uses a team model, including community health workers to reinforce
health education. Such services are paid fee-for-service in addition to capitation payments.

LinkindgrutureSpecialFundhgto Updat Reimbursemer8hort-term special funds from public or private
sources could be used as an incentive to health plans which agree to make permanent changes to strengthen
outpatient care. Based on the experience of Kaiser Permanente and California demonstration projects, this
investment would “prime the pump,” enabling the plans to implement Asthma Care Management for high-risk
children and to realize the anticipated reduction in emergency and hospital expenditures. This approach was
followed in New York State using grant funding from the Robert Wood Johnson Foundation as an incentive for
permanent large-scale change.?2

SummanandConclusion

California has the opportunity to lead the nation in improving the health of children with unstable asthma.
Asthma Care Management can improve health and school attendance, prevent hospitalizations and save
limited state dollars. Ensuring that the sickest children with asthma receive Asthma Care Management will
benefit the children, their families and all Californians. Researchers from the University of California, San
Francisco and San Francisco State University have prepared additional materials that outline these issues in
greater detail, available upon request.
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Community Health Workers in Chronic Care

APPENDIX A:
COMMUNITY HEALTH WORKERS/PROMOTORES
IN CHRONIC CARE:
A DISCUSSION PAPER

Community Health Works put out this informal discussion paper in
November 2006, to promote discussion among CHWSs and their allies on the
long-standing issue of sustainability and credentialing for health workers.

In the US, the role of community health workers (or promotores) was developed
within the community health center movement in the early 1960s. Over the next
four and a half decades, CHWs have been used in thousands of health programs,
overwhelmingly in the health safety net. Many of these are documented in the
NIH CHID database.'About half of CHWs work in clinic settings for health
departments and community based organizations, while half work in community
outreach settings.”

The roles CHWs play fall on a continuum from broad community health functions
to narrow “go-fer” functions. Some CHW:s carry out community organizing to
create healthier community conditions; others organize public health functions
such as needle exchanges or dental screenings; others carry out interventions with
individuals, for example, providing social care management for persons with
chronic conditions; still others have circumscribed roles such as tracking down and
bringing in patients to care.’ This paper addresses the role of CHWs in chronic care
management.

Despite their significant long-term presence in the health safety net and numerous
evaluations, CHWs have never broken through their marginalized position within
the health workforce. Permanent sustainable support for their role exists only in
relatively small pockets of the overall US health system.*

In contrast, in the international arena, community health workers have been widely
recognized as a “lynchpin” of health teams. Most recently the role of CHWs has
been articulated in the extensive writings of Paul Farmer, MD, professor at Harvard
University and a founder of Partners in Health. Dr. Farmer’s group has articulated
a team-based biopsychosocial model of care relying on CHWs as the backbone of
health teams. Small numbers of physicians and nurses work in teams with large
numbers of health workers. This staffing pattern extends high-quality care on a
cost-effective basis, achieves notable rates of adherence and excellent health
outcomes. Contrasted with a strictly medical care model, it builds community
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development and self-determination in health care in marginalized communities.
This community-based care model has been replicated and evaluated by the
Partners in Health group in Haiti, Peru, Rwanda, Mexico, Russia, and in the US in
Boston. The model has been employed in a range of disease-specific conditions
including HIV and tuberculosis.’

In this paper we make the argument that CHWs should also be recognized as
lynchpins of the health system here in the US. The reasons for their success in the
international arena apply equally within the health safety net in the US. In our
opinion, the PIH biopsychosocial model can be readily adapted here. This is
already being done in a small number of leading asthma programs in the US.°

When the issue of children’s asthma gained visibility in around the year 2000,
CHWs were pressed into service in programs all across the country, in roles
ranging from case management to community organizing. Together with the New
York City Department of Public Health, Community Health Works co-hosted east
coast and west coast meetings on the role of CHWs in the asthma epidemic.”
Taking place in 2003, the two meetings drew some 200 people.

In 1992, 1997, 2004, and 2006, Community Health Works carried out systematic
labor market surveys on CHWs work statewide and regionally in the Bay Area.?
These surveys surfaced a number of objections to the wider use of CHWs, and
misconceptions of their role. This section will address some of these issues,
including quality of care; scope of practice and supervision; quality assurance; and
cost effectiveness.

CHWSs FOCUS ON THE SOCIAL ASPECTS OF MEDICAL/SOCIAL CARE
Community health workers/promotores:

Reinforce health education messages in clear non-technical language;

Help families learn the self-management skills needed to follow treatments;
Provide “accompaniment” or social support from peers;

Help families navigate the healthcare system and overcome system barriers;
Do home environmental assessments and help families minimize asthma
triggers;

Help families access information and referrals;

Provide care in language and with cultural references familiar to the patient
and family;

o Inform the rest of the healthcare team about the family’s social, emotional,
and economic situations, so that the clinical professionals can better tailor
their interventions.

O O O O O

O O
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o Advocate for services and social change to better meet community needs.
For example, asthma CHWs may organize their constituencies on issues
such as clean air and healthy housing.

QUALITY OF CARE

One objection to the wider integration of CHWs is that their incorporation may
lead to giving low-income people watered-down care by less-qualified providers.
We believe this objection is based on a misunderstanding of the CHW role.

Particularly in some rural areas of resource-poor countries that suffer a critical lack
of licensed health professionals, community health workers/promotores have
functioned as the only healthcare providers—as “barefoot doctors”.” That
approach is not what is being proposed here.

In contrast, in the Partners in Health model advocated by Paul Farmer deploys
CHWs working side by side with clinicians and registered nurses, providing
adjunct care in chronic conditions. The licensed health professionals carry out
essential clinical tasks, including diagnosis, treatment, development of care plans
and implementation of clinical procedures. Their impact is multiplied and made
much more effective by working closely with teams of CHWs who coordinate the
social aspects of care. CHWs do not substitute for the clinical role of licensed
health professionals. Rather, by assuming responsibility for the social and routine
aspects of chronic care, CHWs extend how many people can be reached.
Additionally, CHWs are peers, concordant with the people they serve in language,
ethnicity, educational background and class background. They possess a first-hand
knowledge of community realities and resources. Their interventions are made
effective by the power of peer relationships.

In traditional clinical models without CHWs, rushed health professionals must
focus on pressing clinical tasks, and the social aspects of chronic care are left
unaddressed. As a result, quality of care suffers and too often patients are not
assisted to master self-management skills and overcome social complicators. The
work of CHWs frees clinicians and nurses to focus on the clinical tasks they were
trained for.

SCOPE OF PRACTICE AND SUPERVISION ISSUES

A second objection to the wider use of CHWs is that they may drift out of their
scope of practice and begin to advise on issues that are beyond their competence.
This is a real issue that must be addressed. Because they frequently gain the deep
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trust of patients and their families, CHWs/promotores are sometimes asked by
families to advise or assist with medical and social issues that are beyond their
scope and training. It is important, then, that CHWs’ preparation should include a
clearly delineated scope of practice that can guide them on when they need to call
in another team member. Publications that can inform scope of practice
guidelines include The Final Report of the National Community Health Advisor
Study: Weaving the Future;'® and YES WE CAN’s Managing Children’s Asthma: A
Community Focused Team Approach, Volume 3: Community Health Worker
Manual."

For their contributions to be realized, CHWs need to be fully integrated onto care
teams, rather than operating in isolation. Like other team members, they need
supportive supervision and regular team case conferences. These are venues to
update clinical staff on what CHWs have learned about the family’s progress and
how to tailor the care plan appropriately, and for CHWs to tap the clinical
expertise of licensed health professionals.

Asthma CHWs may encounter very challenging issues in mental health, addiction,
domestic violence or very poor housing conditions. In these complex situations, in
addition to support from their supervisors, CHWs need to have access to skilled
consults that can listen and advise. This is both to effectively handle challenging
situations, and to avoid burnout.

In some of the most effective clinic-based asthma program models,
CHWs/promotores are based in the clinic, have daily contact with the rest of the
healthcare team, and participate in weekly case conferences. In other program
models, they may be based at another community agency, have a CHW supervisor
as their primary contact, and have much less frequent contact with the physicians
or others providing the clinical asthma care. When CHWs do not have daily face-
to-face contact with the healthcare team, to facilitate their full integration onto care
teams, the program must build alternate structures such as regular case
conferences.

Because quality of clinical care is a very real issue in asthma, some projects have
pursued the idea that CHWs could advocate alongside families for better medical
care. However two large program evaluations have found that CHWs alone are
not able to influence improvements in quality of clinical care. Medicine is a
hierarchical field and there is a wide social distance between clinicians and
community health workers. CHWs simply do not have the standing to influence
clinicians to change how they practice medicine."
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ASSURING CHW/PROMOTOR(A) COMPETENCE: CERTIFICATION,
CREDENTIALING, AND RELATED ISSUES

A third objection to the wider use of CHWs is that there is at present no way to
assure their competence. Asthma CHWs are working with a potentially life-
threatening condition, and assurance of competence is therefore a serious issue.

Before beginning this discussion of credentialing, we want to note that licensure is
off the table for CHWs. Licenses—required to use a title and to work in licensed
positions—occurs only in health professions that carry out invasive procedures
capable of doing great bodily harm.”” As CHWs do not work in this capacity,
licensure per se will not become an issue.

Many of the skills and personal qualities needed to be an excellent
CHW/promotore can be learned on the job and through life experience.
Conversely, success in “book learning” often does not confer job effectiveness as a
CHW.

The French sociologist Pierre Bourdieux made the helpful distinction between two
social functions of credentialing: first, the legitimate function of attesting to
competence; second, the often sub rosa function of restricting labor competition or
monopolizing a niche in the l[abor market by requiring a credential that is not truly
related to the ability to perform job-related duties. In the second case, the
credential in essence functions as a gatekeeper to preserve advantaged labor
market positions through exclusion." This distinction points up that CHWs and
their allies can embrace the need for a method that will attest to competence,
without having to swallow a credentialing mechanism that would exclude many
competent health workers or even change the class/race make-up of the field,
undermining the very strength of CHWs as peer health workers.

Veteran CHWs have often been suspicious of college-based training programs.
Higher education—including community college--is not an avenue that is open to
all low-income community people. It is common in the health workforce that
college credentials are set as a requirement by state legislatures and other officials.
This can easily function to exclude working CHWs who may have high levels of
competence, but little formal schooling; or to skew the eligibility of new entrants
into the field of community health work. Requirements for a college credential
may exert pressure on a field currently composed of low-income women of color,
toward a more white and middle class labor force composition. The challenge is to
find a mechanism that will assure competence without excluding the very people
most suited to work as peer educators. To work with this issue, CHWs and their
organizations should have a leading voice in shaping the way credentialing is
implemented.
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What would a good credentialing method look like? What follows is a round-up of
some of the credentialing methods now in use, identifying their strengths and
weaknesses. This section will end with our recommendation on CHW
credentialing.

Certification of the agency, not the individual. Examples: Partners in Health
internationally; Women, Infants and Children (WIC), Family PACT and
Comprehensive Perinatal Services Program (CPSP) in California. In CPSP, for
example, the agency is approved by the California Department of Health
Services to act as a program site. The agency then bears the responsibility to
assure that its health workers are properly trained and supervised.

One strength of agency-based credentialing is that it enables organizations to
hire CHWs based on the strength of their abilities and experience, rather than
on their educational backgrounds or other criteria such as immigration status.

A second strength is that it allows agencies to be flexible about how training
and skill assessment is to be accomplished. Some agencies may run their own
training programs, while others--in localities where there is a college-based
certificate--may support their CHW:s to take this training. In terms of attesting to
competence, some agencies may use a simple skill checklist filled out by the
supervisor, while others may use a more elaborate competency-based
performance examination. This is a scenario-based practical exam, similar to
those used by medical and nursing schools. Such examinations are rigorous yet
democratic, because they test practice rather than book learning alone.

A weakness of the “certify the agency” approach is that the individual CHW
does not have a portable credential that can transfer from one topical focus or
employer to another.

State-administered exam and certification process. Examples: Texas and Ohio.
In Texas, several experienced community health workers sit on the board that
oversees the exam. In Ohio, by contrast, the process is overseen by the Board
of Nursing, and includes no community health worker members or advisors.
The Ohio process requires criminal background checks and immigration
papers, and thus excludes some of the very individuals who are best suited to
the job because of their knowledge as peers. In our opinion, any state-
administered certification process should be developed by a diverse panel. The
panel must include a strong role for CHWs and representatives of their
organizations.

An exam should certify everyone with the needed skills and qualities, without
unnecessarily excluding individuals for reasons unrelated to job duties. Often
these exclusions rest on punitive policies, not job-related competencies. For

46



Community Health Workers in Chronic Care

example, immigration policies have saddled many community members with
criminal records for simply moving from place to place; and a punitive drug
war policy has resulted in many community members having criminal records
for small-scale non-violent drug offenses. Policies that unfairly stigmatize many
community members should not constitute a reason to deny employment.

Certification of the individual through a college certificate AND state exam.
Some state certification processes combine two qualifications: successful
completion of a college certificate, as preparation for sitting an exam. For
example, first-level drug and alcohol counselors must first complete some 30+
units in a community college program that is credentialed by a state body.
Once the students have this preparation, they qualify to sit an exam. In the
drug and alcohol field, there is a trend toward hiring only those who have
obtained their state certification.

National exam administered by an independent organization. The National
Asthma Educator Certification Board, an independent organization, offers one
such (voluntary) exam to credential certified asthma educators. Their goals—to
standardize the training and evaluation of asthma educators and to enable their
reimbursement for asthma education—are shared by the authors of this report.
To date two states are reimbursing asthma educators.'

In our view, a majority of the board made an unfortunate decision to gear the
exam toward a heavily clinical scope of practice that suits the test for clinicians,
nurse practitioners, nurses and respiratory therapists. Even very senior and
experienced CHWs/promotores are unlikely to be able to pass. The reason has
nothing to do with the competence of the CHWs to function as CHWs, but goes
to the exam’s extremely rigorous content in a medical area outside the CHW
scope of practice. In this case, the exam does nothing to provide a vehicle for
assuring proficiency in CHW competencies, and worse, it may serve to de-
legitimate CHWs.

College-based CHW/promotore training or certificate programs. Nationally
there are numerous certificate programs for CHWs/promotores, many of them
based in community colleges."” While this can certainly be one important
approach to assuring CHW competency, it should not be the required or only
avenue. Many excellent CHWs have developed their skills through volunteer,
life, and on-the-job experience, and have learned topic specific asthma
information through worksite trainings. These CHWs should not be required to
complete a certificate program to continue working, and in some cases, would
not be able to take time off to do so. Certificate programs can be one excellent
point of entry into the field or mechanism to assure competence, but they
should not hold a monopoly as the only gateway to enter the field.
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* Hiring entity that allows for multiple points of entry. Example: The San
Francisco Department of Public Health has multiple points of entry into its
employment track for community health workers, and multiple avenues for
advancement once employed. It considers completion of the City College of
San Francisco CHW Certificate Program, but also considers work experience.
San Francisco’s “both/and” approach on life experience and college
achievement might be used as a model.

Recommendation on credentialing CHWs: After considering a number of ways to
credential CHWs, we think that “certify the agency, not the individual,” is the
best approach under current conditions. Unlike state certification of individual
CHWs, this method has been used by many large programs over many years,
without creating exclusion and confusion.

If conditions were to change, and CHWs were able to consolidate strong statewide
organizations, then they might consider developing a performance-based exam to
certify individuals. However such an approach takes considerable funding, state-
level organization, and ability to influence the policy process. In our view “certify
the individual” may not be realistic at this time.

COST EFFECTIVENESS:

A fourth objection to the wider use of CHWs is that they are an overly expensive
add-on during a period of budgetary constraint. Sometimes program using CHWs
are referred to as “Cadillac models,” unrealistic and unsustainable. (Paul Farmer
reports that this dialog has an exact counterpart in debates in the international
health community: Is a community-based approach to treatment for HIV/AIDS or
multi-drug-resistant TB “too expensive?”)

In the case of children’s asthma, there are two main responses to this argument.
The first takes the argument on its own terms, looking at cost effectiveness. Early
cost studies from existing asthma programs indicate that chronic care approaches
to asthma using community health workers are cost effective, and additional cost
studies are currently under way.'® These programs use population management to
target higher intensity services such as CHW support to those patients at elevated
risk of asthma exacerbations. Such programs have proved cost neutral or cost
saving for a number of reasons:

* Teams including CHWSs/promotores rationally reconfigure routine chronic care
duties toward less-expensive providers. This frees the more expensive clinically
trained professionals to focus on clinical diagnosis, treatment, and
management.
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* Although participation in a specialized asthma management program generally
lasts for no more than six months, it teaches patients and families how to
continue to manage the disease. Thus, savings from reduced hospitalizations
and emergency department visits continue after program completion.

*  CHWs’ social interventions can often forestall serious and costly medical
problems. For example, at the SF General Hospital Pediatric Asthma Clinic—a
program with optimal medical care--currently virtually the only reason children
are hospitalized is when there is a system navigation problem that did not get
caught early enough, as when a family is not able to re-supply their child’s
medicine in a timely way'’. Since system navigation is exactly the kind of
assistance CHWs provide, this simple troubleshooting intervention is an
effective way to prevent hospitalizations that cost over $19,000 for each for a
child on Medi-Cal. Northern California Kaiser Permanente shows that through
care management, the need for hospitalization and emergency department use
can be all but eliminated.

Quite apart from cost-effectiveness arguments, there is another response to the
position that a community-based to health care is a “Cadillac”, too expensive. This
is a social justice argument, that quality care is a human right. As Joia Mukherjee
and Paul Farmer say, “distribution of limited resources for health has been
determined more by markets than by rights.” “We keep hearing that we live in ‘a
time of limited resources.” Yet the wealth of the world has not dried up—it has
simply become unavailable to those who need it most.”*° National standards of
chronic care in asthma call for the provision of self-management support, and
CHWs are widely seen as essential to this, particularly in diverse communities.
Would the proponents of the “Cadillac” argument say that sub-standard care is the
only realistic option?

Care management using a team approach is more just, more effective and more
cost effective than usual practice, which too often comes down to providing rescue
care over and over and over again. In the international arena, community-based
care strategies have proved themselves far superior in the control of HIV/AIDS and
TB and other conditions. The same conclusions have been reached in children’s
asthma, right here in California. Far from being a “Cadillac” model, team-based
care is highly efficient, effective and just, because it puts the fruits of scientific
progress at the service of those with the greatest need.

SUMMARY:

In the US as well as internationally, CHWs/promotores can serve as lynchpins of
primary care and public health teams. It is important to work through concerns
about their use, and to develop credentialing and reimbursement mechanisms that
will promote their permanent integration into the US health workforce.
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--This draft discussion paper was written by Jeni Miller, PhD, and Vicki Legion, at
Community Health Works, the partnership of San Francisco State and City College
of SF, with valuable input from Cindy Tsai. Itis a work in progress. Send feedback
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Appendix B:
Sustaining Asthma Care Management by Negotiating
Contracts with Local Medi-Cal Health Plans

The Asthma Care Management approach has shown that preventive asthma
treatment can improve outcomes and reduce both utilization and costs. For this
reason, we hope to expand Asthma Care Management into community clinics
throughout California. Such clinics are “safety net” providers, helping a medically
underserved population who either have no health insurance or are insured
through the Medi-Cal program.

There are about 400 community clinics licensed in California, many of which have
multiple sites'. Of these 400 community clinics, approximately 60% are either
Federally Qualified Health Centers (FQHCs) or FQHC look-alikes, about 10-15%
are rural health clinics, about 10-15% are non-FQHC community clinics, and the
remaining 10% of clinics are hospital-based. In other words, most community
clinics operate under an FQHC structure.

Organizations other than community clinics (for example, hospitals or private
physicians) provide asthma care. However, our goal is to deliver preventive care to
an underserved pediatric population. It makes sense to expand Asthma Care
Management into community clinics because they comprise a majority of safety net
clinics.

This document explores existing reimbursement methods for Asthma Care
Management, discusses their limitations, and considers how to expand Asthma
Care Management into community clinics under current reimbursement structures.
We do not discuss reimbursement issues for hospitals or private practices.

Asthma Care Management uses the skills of a variety of providers including
physicians, licensed mid-level practitioners such as nurse practitioners and
physician assistants, registered respiratory therapists, and community health
workers. Although this team approach yields good care, the variety of providers
unfortunately complicates billing under Medi-Cal.
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EXSTING REMBURSBVMENT MODELS

At least initially, Asthma Care Management should try to harness existing
reimbursement structures. Although current mechanisms are far from perfect,
working for new reimbursement mechanisms is a more ambitious and longer-term
project than adapting existing mechanisms.

The fees billed by clinicians (physicians, nurse practitioners, or physicians
assistants) are currently reimbursed in these three ways:

Fee for service reimbursement in which the services rendered on a particular date
are billed and are individually reimbursed.

Capitated reimbursement in which a physician or physician group is reimbursed on
a per member/per month (PM/PM) basis for patients who are assigned to the MD or

group.

Negotiated contract rates in which a health plan may contract with a provider to
render specific services for a specific, negotiated rate. This may involve using a
special billing code (fee for service on top of capitation).

Both state programs (that is, Medi-Cal and managed Medi-Cal programs) and
commercial carriers can use these reimbursement methods. The following sections
discuss each reimbursement method and its relevance to the multidisciplinary
model of children’s asthma care we hope to expand throughout California.

Feefor Sewice (FFS)Reimbursement

To be paid on a FFS basis, a clinician submits a claim form detailing what services
he or she provided, including, for example, an office visit, an office-based lab test,
a blood draw for more complicated tests to be run at a reference laboratory, and a

spirometry test. The clinician is then paid based on the services provided.

Limitations of FFS Reimbursement

The problem with using FFS reimbursement for Asthma Care Management is that
federal and state programs (Medicare and Medi-Cal) impose limitations about the
licensure of practitioners billing for services. In addition, Medicare and Medi-Cal
have differing requirements and limitations, and different states have individual
rules regarding the licensure of various allied (non-physician) practitioners.
Commercial payors, similarly, have differing rules regarding use of non-physician
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practitioners. The result is a morass of regulation that must be negotiated and
monitored to ensure compliant billing and documentation of the services rendered.

This document focuses on Medi-Cal regulation because the next logical step in
expanding Asthma Care Management is testing it in a community clinic setting
where most of the payor mix may be insured by Medi-Cal.

Medi-Cal regulation is very clear that only nurse practitioners (NPs), Physician
Assistants (PAs) and Certified Nurse Midwives (CNMs) can provide services without
the presence (meaning face-to-face contact between the patient and the MD) of a
physician and the participation of that physician in rendering the service’. Medi-
Cal regulation is much less clear about exactly how much physician involvement is
required, so each community clinic will need to decide whether to take a more less
conservative view of the requirements:

In one clinic’s model, physician involvement includes approval of an assessment
and plan, and signature in a chart, with minimal face-to-face time with the patient.
Under this arrangement, the majority of care is provided by non-physicians such as
registered respiratory therapists (RRTs) or community health workers (CHWs), but
the service is billed under the physician’s name because of the MD participation in
a portion of the service. The clinic was audited and deemed to comply with Medi-
Cal regulation. However, different auditors may make differing interpretations, so
we cannot recommend this approach. Community clinic will not want to use
scarce resources taking on auditors.

A more conservative approach is to have physicians play a role similar to
supervising residents in a teaching setting. Medical directors or individual MDs
“materially participate” in each of the key components of a patient encounter,
spending time with the patient to verify key parts of the history, perform a physical
exam, assess the patient’s needs, and develop a treatment plan. The physician
would document this participation in the chart note, and bill the service under his
or her name.

It is critical to determine the degree of physician involvement needed to allow
billing under the MD’s name. Under the Asthma Care Management model,
community health workers, asthma educators, or RNs (who are not licensed as
NPs) provide much of the routine chronic care, and many of these services cannot
be billed to Medi-Cal unless there is some physician involvement. Decisions about
physician involvement also directly affect the cost of care, as discussed in a
moment, under “Cost and Revenue Modeling.”
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Appendix C lists some of the CPT (Current Procedural Terminology) codes used to
report and bill for physician services. Although it does not list all the codes that
would be billed under Asthma Care Management, it includes the most common
codes. It also includes amounts Medi-Cal reimburses community clinics for these
services. Note that the community clinic rates of payment are slightly higher than
the amounts payable to physician practices.

Capitated Reimbursement

Local managed Medi-Cal plans in several California counties use capitated
reimbursement models. Typically, health plan members choose a particular
primary care physician (PCP) when they enroll in the plan or during an annual
open enrollment period. Under capitated reimbursement models, primary care
physicians (and some specialists) are paid per month for each of the
members/beneficiaries of a health plan who are assigned to them.

Capitated reimbursement often includes many of the CPT codes used to bill for
asthma care services. Under this model, a physician or practice might see a
particular child three times in the course of a month for asthma-related care, but
would be paid only at the standard monthly (PM/PM) rate for those services. The
result may be cherry picking, where health plans have a disincentive to accept less
healthy patients, and do their best to “cherry pick” the healthy ones.

In addition to PM/PM payments, a capitated model usually assigns physicians or
groups to a hospital-based “risk pool” that encompasses specified health plan
members. There is an annual budget for that risk pool based on the estimated cost
of care. During the year, incremental amounts are “withheld” from payments to
providers to cover any shortfall between budget amounts and actual expenses. If
the total cost of care for the pool is below the budget amount, “withhold” amounts
may be refunded to the providers as a reward for containing the costs of care for
members of their risk pool. Conversely, if costs consistently exceed the budget
amount, withhold amounts may be increased and withhold amounts are not
returned to primary care providers.

Limitations of Capitated (PM/PM) Reimbursement

Because Asthma Care Management emphasizes outpatient preventive care, patients
may be seen more often — at least initially — in an outpatient setting, but less
frequently in an inpatient or emergency room setting. Theoretically, this should
result in lower overall costs and a better performance for the entire risk pool.
However, the experiences of individual MDs or groups depend greatly on the
experiences of the total risk pool and it is therefore very difficult to guarantee.
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Because the Asthma Care Management model means giving intensive services to
the sickest children, it is not sustainable in a straight capitated reimbursement
environment. If capitation is a primary (or significant) source of revenue, clinics
may want to consider negotiating a “carve-out” of some asthma care from other
capitated services, as discussed next.

Negatiated Contracts

Managed Medi-Cal plans may be willing to negotiate contracts for the provision of
asthma care, allowing clinics to avoid issues about care provided by non-
physicians while augmenting reimbursement for office visits provided by MDs. This
is especially true if a substantial portion of the payor mix for a clinic is covered
under capitated agreements, as discussed earlier. As an example, one California
clinic negotiated a contract with Blue Cross of California State Sponsored Programs
for payment of asthma education services that other community clinics may be
able to emulate.

However, such contracts must be negotiated with each insurer, adding a possibly
significant administrative burden for clinics using this model. For example, the
contract negotiation with Blue Cross took about 200 hours’. Although other clinics
may be able to reduce negotiation time with Blue Cross — and potentially other
managed Medi-Cal payors —the administrative time spent in such negotiations
should not be underestimated.

FUTUREREIMBURSEMENT MODELS: THECPSP MODEL

The FFS, capitation, and negotiated contracts reimbursement methods allow
payment — with the limitations noted regarding licensure of providers — within
California. However, it would be ideal if the State of California expanded existing
payment structures to incentivize better outpatient management of asthma.

The payment structure that seems the most suitable for emulation is the current
Medi-Cal payment model under the Comprehensive Perinatal Service Program
(CPSP). Under this program, psychosocial support services and educational
services are provided by trained non-physician staff and are reimbursed to
providers credentialed for this program®. The next section discusses how we might
bring about this change.

COST AND REVENUEMODELNG EXERCISE

Understanding costs is crucial for a community clinic considering the Asthma Care
Management model. This will enable both the clinic and potential funders of any
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shortfall to establish the viability of the project for this particular organization and
similar clinics throughout California.

Often physician or clinic operations use separate systems to track costs and
revenues (billing and accounts receivable). The marriage of the two typically takes
place in an Excel spreadsheet used to track budget amounts by program versus
actual costs/expenses and incoming revenues. Appendix D provides a sample
spreadsheet. Completing the budget portion of this spreadsheet — or something like
it — is a valuable exercise for community clinics considering a pilot program in
Asthma Care Management. Steps to undertake initially might include:

* Enumerating how many asthma patients the clinic currently serves. This
data might be obtained by running a report of ICD-9 code (diagnosis code)
to include all codes in the 490-496 range. Such a report would include not
only asthma but also related respiratory conditions. It might then be further
narrowed to include only codes in the 493.00 to 493.92 range to view only
asthma diagnoses.

* Estimating the annual number of visits (and CPT codes for those visits) for a
typical asthma patient. Again, practice management software should allow
retrieval of this data.

* Estimating Medi-Cal reimbursement based on reimbursement for services
billed for patients with asthma diagnoses. This would yield an estimated
annual reimbursement per patient.

* Extrapolating the total annual reimbursement based on estimated annual
reimbursement per patient multiplied by the number of patients with asthma
diagnoses.

* Estimating personnel costs per visit to provide asthma care. Note that to
make such an estimate, the clinic must have decided who will render care
(that is, an RRT versus an NP versus an MD). To the extent that services of
practitioners other than MDs, NPs or PAs are used, the clinic must have
decided how much physician time will be involved in each visit in addition
to the time spent by the allied health practitioner.

* Projecting non-personnel costs to provide asthma care. Most clinics that
have been in operation for some time have an idea of cost/visit to provide
care.
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CONCLUSION

The Asthma Care Management model has demonstrated that outcomes can be
improved — and overall healthcare costs reduced — by using a preventive treatment
model for asthma care. The model has been thoroughly tested in hospital-based
settings in the Fresno and San Francisco areas of California.

Existing reimbursement models allow payment for some, although probably not all,
of the services rendered under this care delivery model. The greatest challenge in
the current models is that the Medi-Cal program does not currently reimburse for
asthma care services rendered by providers other than MDs, NP, PAs or CNMs.
Finding mechanisms — whether through the addition of a new state program similar
to the CPSP program, or through negotiation of contracts with managed Medi-Cal
plans — that allow payment for services rendered by allied health providers is a
pivotal step in establishing self-supporting asthma management programs.

We recommend piloting this model in one or more community clinics where there
is strong administrative support so that costs and reimbursements can be observed
and documented in detail.

This appendix was drafted by reimbursement expert Ann Forrister
(ann@livelihood.com) November, 2005, and edited by Community Health Works
(chw@sfsu.edu).

FN:10AmPbBsustain1025

' Based on conversation on 10/17/05 between Bobbie Wunsch of Pacific Health Consulting Group and Ann Forrister.

? See: http://files.medi-cal.ca.gov/pubsdoco/publications/masters-MTP/Part2/nonph_m00003011.doc for Medi-Cal regulation.
* Man-hours estimated in email dated October 28, 2005 from Kevin Hamilton to Jeni Miller, PhD, at Community Health
Works/SFSU/CCSF.

*See: http://files.medi-cal.ca.gov/pubsdoco/publications/masters-MTP/Part2/pregcom_m00003.doc for details of the CPSP
program.
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Children’s Asthma

A Crisis and a Solution For Medi-Cal

ldhood asthma is an epidemic in California. Medi-
Cal pays for acute care after a child is in crisis, but
oes not properly fund preventive treatment. Asthma
could be virtually eliminated as a public bealth emergency
if this were turned around. Medi-Cal should shift spending
from rescue care to preventive treatment, saving lives and
money in the current budget year. This would also sustain

® Managing pediatric asthma through intensive intervention can save
Medi-Cal dollars within the budget year. This has been shown by
existing foundation-funded demonstration projects, by Kaiser
Permanente Northern California, and by numerous studies.

m Asthmatic kids with controlled asthma go to the hospital less—
and they go to school more.

m The work lives of their parents are not interrupted by the need to
manage the acute asthma flare-up of a child.

20 successful preventive ]
care programs now
threatened with closure.

ChildhoodAsthmas
an Epidemian
California i o)

= Calibrnia has the highest/Sall*} J.-’|, :
asthma rate in theQu8. ,‘ ),
in ten children in Ceditz H '
has asthmwith low b3 ._:,
income communitiestrep -
ing double this ratthma '
is now the most commo
cause of didiy among
children nationwide.

m Nationally only 8% of inner
city children with asthma
were on the correct preven-
tive medications, while some
strong programs have 90%
of their asthma patients on
preventive medications.

m Latino children have higher asthma rates, and the death rate for
African-American children with asthma is five times higher than for
other children.

m Asthma is the leading cause of school absences, costing children their
education and our schools hundreds of millions of dollars per year in
lost funding based on attendance.

m Every year California needlessly loses 15,000 total years of life from
asthma, and spends nearly half a billion dollars in mainly preventa-
ble hospitalizations.

m The sickest 25% of children with asthma cost Medi-Cal 28 times as
much as other children with asthma. Medi-Cal pays nearly half the
children’s asthma hospital bills in California.

i m All children, whether
’m rich or poor, have a
— human right to health

W E | care and to share in the
advances of scientific
research.

How Does Asthma
Management Save
Lives and Money?

m With preventive medical
care and good family
health education, it is
possible to eliminate
nearly all asthma
attacks and four out of
five hospital bed days.!

m Asthma often lasts a life-
time, so it pays to invest
the time up front to
teach family and patient
how to deal with it.

m One hospitalization costs nearly five times as much as preventive dis-
ease management. Preventive disease management means
significantly fewer hospital and emergency room visits.

m 21% of children on Medi-Cal with unstable asthma were hospitalized
when they received only rescue care. When the children received pre-
vention-oriented care, only 3.8% were hospitalized the following year.2

m Asthma management is a cost-effective investment, just like prenatal
care or immunization.

m Costs level off over time. Once the right medical regimen is in place
and a family knows how to manage asthma, the need for intensive
intervention diminishes—in as little as six months.

m Our health financing system is outdated—Medi-Cal pays huge
amounts of money on acute care for children up after they are sick,
but does not fund programs to keep them healthy in the first place.




There’s a Better Way:
Preventive Asthma Care Takes A Team

PHYSICIAN/NURSE PRACTITIONER:
= Assesses symptoms, diagnoses asthma, determines severity
level, prescribes medicines

m Leads clinical team

CLINICAL CARE
COORDINATOR (NURSE):
m Coordinates team

m Ensures continuity and provides case
management; tracks medication use

m Arranges scheduled clinic visits for
assessment and prevention—
before the asthma attack

m Educates child and family

COMMUNITY HEALTH WORKER:

m Works with family on disease manage-
ment, use of asthma medications,
recognizing symptoms

m Helps the family integrate the medical
regimen into their real life

m Identifies environmental triggers (pets,
dust) and helps family understand how

to minimize these conditions!

= Reinbrces health educationNin
language ttzarfily understands

FAMILY:

m Carries out Asthma Management Plan

m Reduces the child’s exposure to asthma triggers

m Works with Clinician, Care Coordinator, and Health Worker

1 Kaiser Northern California region reports 45% the national average of hospital
bed days, with some very large Kaiser sites reporting 15% the national average.

2 Data from SF General Pediatric Asthma Clinic, Shannon Thyne, MD, medical and
research director.

California Children’s
Asthma Management
Program (AMP)

AMPing up prevention-oriented
asthma care for children on Medi-Cal
—modernizing our health system to
save priceless lives and taxpayer dol-
lars now being spent on unnecessary
hospitalization and emergency care.
Let's get our children with asthma out
of the “emergency room revolving
door,” back to school and healthy
living. Chronic funding for chronic

Restructuring Medi-Cal to Support Preventive
Treatment and Save Money on Rescue Care

Current Medi-Cal funding per child is $1200 per child per year. Asthma
Management requires an additional $1950 per year in the first year, with
minor costs for ongoing monitoring.

The average cost per hospital stay for
children on Medi-Cal (ages 0—18 years) is
$9,231 (based on years 1998—2000). For the
cost of one hospitalization, we could provide
preventive care to five kids to keep them
healthy.

Grant funding started approximately
twenty very successful children’s asthma
clinics across California, but by late sum-
mer 2004, these programs may shut down.
We must not allow these programs to end.
Too many children’s lives are at stake. If
these programs close, we will go back to
spending more Medi-Cal dollars, to end up
with sicker kids—and some children will
die. Our children deserve better!

For moreinfo contact

Viki Legionor SharonTurner
at CommunityHealthWorks,
415-338-303dr
chw@sfsu.edu

“It works better for everyone—and even costs less—
to do the right thing in children’s asthma, rather than
do the wrong thing over and over and over again.”

N Quillermo Mmndaza, MD.
Kaiss Frmanente

Gl your Gllifornia legdatorsand urge them to support
Children@Aghma Management Program

Partial list of endorsers as of March 10, 2004:

Organizations for identification purposes only

Mindy Benson, Children'’s Hospital of Oakland m Beth Boren, Darin M.
Camarena Health Centers m Paul Cummings, Alameda County m
DianeEgtrin, Community Action to Fight Asthma State Office m
Pradeep Gidwani, MD, Children'’s Hospital of San Diego m Anne Kelsey
Lamb, Regional Asthma Management and Prevention Initiative
(RAMP) m Rodyn Layton, Asthma Education Center, Marin m

Vicki Legion, YES WE CAN Urban Asthma Partnership, San Francisco m

Mary Beth Love, San Francisco State University, Dept of Health
Education, Community Health Works m Nan Madden, PNP, Pedliatric
Asthma Clinic at SF General Hospital m Jim Mangia, St. John's Well
Child and Family Center, LA m HisaNchdas MD, The Children's
Clinic, Serving Children and their families, Long Beach m Gladys
Sandlin, Mission Neighborhood Health Center, SF m Shannon Thyne,
MD, Pediatric Asthma Clinic at SFGH/UCSF

The Children’s AMP Advocacy coordinated by Community Health Works,
a partnership of S.E State University and City College of San Francisco




There
must be
a better

k.

Ten percent of California’s children have asthma,

with low-income communities reporting double this rate. Many of these children
cycle endlessly in and out of the emergency room and the hospital. Yet because of
recent medical breakthroughs, it is possible to eliminate nearly all asthma attacks

“It works better for everyone and four out of five hospital bed days with preventive medical care and good family
—and even costs less—to do health education.
the right thing in children’s Unfortunately, our health financing system is out of date. Medi-Cal pays huge

amounts of money on rescue care for children, but does not fund the programs to
keep them healthy in the first place. The sickest 25% of children with asthma now
cost Medi-Cal 28 times as much as other asthmatic kids.

Unless we act now, some 30 children’s asthma clinics across the state will
GuiLLermo MEnDozA, MD shut down by this summer. If these programs close, we will go back to spending
more Medi-Cal dollars to end up with sicker kids. Some children will die. Don’t
our children deserve better?

Urge your California legislator to modernize Medi-Cal to invest in preventive
treatment and save money on rescue care. Tell them to lead a common sense approach,
supporting the California Children’s Asthma Management Program (AMP).

All our children have a right to breathe!

asthma, rather than do
the wrong thing over and
over and over again.”

Children’s Asthma Management Program (AMP)

415 338 3034 o chw@sfsu.edu « www.communityhealthworks.org/childrens_amp/
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