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FYI ...

The only constant in health care
today is change. In fact, Change is
the Only Constant was the theme for
our company’s annual management
meeting. I believe that the role of the
RT as a “task” provider is coming to
an end. In the future our profession
will be based more in cognitive ser-
vices. As the character Apollo Creed
said in the film, Rocky, “be a thinker,
not a stinker.” It is time now to sell
our clinical expertise – not our abili-
ty to lift heavy objects.

Disease management may be one
of the RT’s vehicles into this new
arena. Asthma and COPD are two of
the highest utilization and cost-asso-
ciated diseases in the United States.
What clinician is better suited than
the RT to be the central player in the
education and management of per-

sons with these diseases? 
This issue of the Bulletin is dedi-

cated to offering some basic informa-
tion about disease management and
in particular, asthma disease manage-
ment. I am extremely proud to have
my friend and associate, T h o m a s
Kallstrom, RRT, as a contributor on
this topic. Tom is truly a role model
for our profession and a great repre-
sentative from the AARC to other
important and high-profile outside
agencies, including the National
Asthma Education and Prevention
Program. 

On another note, I am pleased to
introduce Heidi Palmer, RRT as our
new Internet coordinator. You can
read more about Heidi and her “take”
on the Internet in this issue as well. ■

What is disease management
(DM)? It is almost impossible to pick
up a health care industry publication
today without seeing some reference
to this concept. DM is without ques-
tion one of the most popular buzz-
words used to describe a variety of
processes that are designed to stan-
dardize, reduce the cost of, and
improve the quality of care provided
to patients with specific disease states
– particularly those that carry high
health care utilization and costs. 

There is no specific or correct def-
inition of disease management, as it
frequently crosses the many bound-
aries of the health care system. But
the following simple definition sums
up most of its components: Disease
management is an integrated, multi -
d i s c i p l i n a ry approach toward s
patient care, designed to holistically
manage all aspects of a patient’s spe -
cific disease state. Effectively admin -

i s t e red, disease management pro -
grams can greatly improve the quali -
ty of care delivered to a patient while
simultaneously reducing the overall
cost of care.

Why disease management in
asthma?

Of the many chronic diseases that
afflict persons in the United States,
asthma is one of the few that cross
the barriers of age, race, sex, and eco-
nomic status. Although the incidence
of asthma is higher in certain demo-
graphic populations, it is truly a dis-
ease that doesn’t discriminate. The
statistics that support this statement
are astounding:1

• There are an estimated 12 million
people with asthma (about 1 in 25).

• Asthma accounts for almost

“Asthma Disease” continued on page 2



500,000 hospitalizations per year.
• Five thousand people die from

asthma each year.
The costs associated with asthma

are also quite staggering. In 1990 an
in-depth study put the annual direct
medical expenditures for asthma in
the United States at $3.64 billion.2

With these statistics in mind, asth-
ma becomes an obvious target for
DM programs. In addition, the con-
tinued growth in managed care insur-
ance plans has health care providers
searching for more efficient and less
expensive health care delivery meth-
ods. Risk shifting insurance models,
such as per diem payments and, espe-
cially, capitation, require care models
that treat patients effectively and effi-
ciently throughout all the stages of a
disease. Effective disease-specific
management programs offer com-
pelling tools to health care providers
and insurance payers seeking to
achieve these goals.

Of the many diseases that effect
the pulmonary system, asthma may
be the one that offers the greatest
opportunity for effective intervention
and a holistic, proactive management

process that can lead to significant
changes in morbidity and mortality
while greatly reducing costs. In addi-
tion to the objective clinical and cost
improvements, the well-managed
asthmatic will have an increased
sense of overall health and well
being, with a significantly improved
quality of life.

Components of an asthma disease
management program

As stated earlier, DM crosses
many of the boundaries in the health
care delivery system and may be
administered in myriad of forms.
Ideally, the different systems will be
linked together to promote the opti-
mal asthma management model.
Some examples of health care envi-
ronments in which asthma DM pro-
grams are being operated include:
• Inpatient asthma care paths (or crit-

ical pathways)
• Emergency room asthma interven-

tion, treatment, and education pro-
grams

• Outpatient physician and ambulato-
ry clinic asthma management and
education programs

• Home-based asthma education and
intervention programs administered
by respiratory therapists and nurses

• Non-profit health agencies and
patient support groups
All of these programs contribute

valuable pieces to the asthma man-
agement puzzle. Each does so
through unique processes that have
been developed to maximize the care
and education provided during each
contact with the patient and/or care-
giver. There is growing clinical evi-
dence supporting the value of dis-
ease-specific education, especially in
chronic diseases such as asthma.3,4,5

Such conditions are inherently depen-
dent on the patient’s and/or caregiv-
er’s compliance with drug and treat-
ment regimens and avoidance of
activities or situations that are known
to trigger or exacerbate the disease. 

In a disease such as asthma, it is
necessary for the patient and/or care-
giver to have an in-depth understand-
ing of the disease and their role in its
management. Asthma is one of those
diseases that hides itself well until the
“attack” is triggered. The onset of
“attacks” or exacerbations can be
quick and with few noticeable symp-

toms. By the time symptoms do
appear, it is often too late for effective
self-management. Such exacerba-
tions often result in emergency room
visits, hospitalizations, and in the
worst case scenarios, death.

Regardless of the DM program’s
location or type, the goals are gener-
ally simple and common to all. Key
goals include:
• Improve the patient’s and/or care-

giver’s understanding of asthma, its
pathophysiology, and treatment.

• Modify behavior through education
to increase compliance with med-
ication and treatment regimens.

• Improve the overall quality of life
for patients with asthma.

• Reduce the overall cost of care
associated with the management
and treatment of asthma.

Home care providers and asthma
disease management

I believe that the patient’s home
may offer one of the best opportuni-
ties for the development and delivery
of an asthma DM program. Home
care providers have historically been
among the lowest cost alternatives in
the delivery of health care. 

Home care providers also have the
chance to work with patients when
they are clinically stable and away
from the distractions of the hospital,
emergency room, or outpatient clinic.
Providing care in the patient’s home
affords clinicians the opportunity to
interact with patients on “their own
turf.” This gives providers a chance
to work at a pace more in sync with
the patient’s and/or caregiver’s apti-
tude and also provides access to sec-
ondary caregivers (siblings, grand-
parents, etc.) who may play an impor-
tant role in the provision of care to a
particular patient. This is especially
true in pediatric cases. 

This one-on-one approach rein-
forces the importance of the patient’s
role in the management of his dis-
ease. Patients need encouragement to
take more responsibility for their
care. Effective disease education and
interventions may help provide
patients with the necessary tools to
achieve a competent level of self-
management.
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A home-based asthma education
program should focus on the follow-
ing key areas:
• Asthma pathophysiology education

in terms patients and/or caregivers
can understand. 

• Development of a patient-specific
plan of care or “action plan.”

• Trigger identification and avoid-
ance.

• Environmental assessment and,
when possible, alteration in the
environment to reduce triggers.

• Detailed review of medications and
treatments and, when necessary,
intervention through contact with
the primary care physician to
ensure an appropriate medication
regimen that is in compliance with
the NAEPP Expert Panel Report 2:
Guidelines for the Diagnosis and
Management of Asthma.

• Instruction in the correct use of
metered does inhalers, spacer
devices, and peak flow meters (if
applicable).

• Appropriate and effective use of

the health care delivery system.

Here to stay

Although the catchphrase “disease
management” is commonplace today,
its interpretation may vary depending
on who you are speaking with. But
despite its elusive definition, DM is
here to stay. As more lives are
enrolled in managed care programs,
there will be increasing pressure to
develop new and innovative ways to
cost-effectively manage patients with
chronic diseases. As DM programs
mature, the necessary long-term data
will be collected and analyzed. With
this data, providers will have the nec-
essary outcomes measures to quantify
the value of such programs and prove
the hypothesis: Disease-specific man -
agement programs are valuable and
important tools in the holistic and
long-term management of patients
with chronic disease states.
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The NAEPP and the Respiratory Therapist:
What’s the Connection?
by Thomas J. Kallstrom, RRT, AARC representative to the NAEPP; director of respiratory care services, Fairview Hospital,
Cleveland, OH

I’ve had the privilege of being
associated with the National
Institutes of Health’s (NIH) National
Asthma Education and Prevention
Program (NAEPP) for the last eight
years. During this time I have repre-
sented the interests of the AARC as
the association’s official representa-
tive to the NAEPP. This relationship
has afforded me a unique opportunity
as a clinical and administrative respi-
ratory therapist to work side-by-side
with some of the greatest minds in
medicine (as they relate to asthma). 

You may think that I am referring
to physicians, and I am. But I’m also
referring to nurses, respiratory thera-
pists, school-based administrators,
pharmacists, physician assistants, pri-
vate entrepreneurs, and yes, even
government officials. That is the
make-up of the coordinating commit-
tee that I serve on at the NAEPP.
They are a varied and talented group
of asthma experts. 

Many of these members have their

own personal story to tell. Most refer
to some life-defining circumstance
that brought them to volunteer many
hours of their own time in an effort to
spread the gospel of the NAEPP and
NIH. Many of them have asthma
themselves or have a family member
with the disease. Fortunately, neither
I, nor anyone in my family, has asth-
ma. However, I greatly admire the
efforts of these professionals, who
opt to take their talents and use them
in the name of asthma education.

A couple of weeks ago I was asked
to review a copy of the Healthy
People 2010 proposal. Healthy
People 2010 is a government-directed
initiative. Its objective is to improve
the health of the nation. The goals
outlined in the document seek to
address many of the socioeconomic
and health care issues that our coun-
try now faces. Non-health care prob-
lems are also identified in this pro-
posal, including such problems as
illegal drug use, seat belt use, food

safety, etc. 
The intent of this massive plan is

to make us a healthier nation by
meeting national objectives. Part of
this government effort aims to make a
significant impact on care by decreas-
ing the effects of chronic disease on
the health of the nation. Significant
portions of this draft seek to improve
the respiratory health of Americans. 

As I read the respiratory health
section of the document, I became
very excited because there are three
respiratory diseases in which the gov-
ernment would like intervene:
COPD, asthma, and obstructive sleep
apnea. The proposed goals that
address these problems are all within
the capabilities or current role of the
respiratory therapist. Until the docu-
ment becomes public, I am not able to
specify the details of these proposals
(the document is only in draft form).
But I know that Healthy People 2010
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will offer a very unique opportunity
for us to run with the concept of dis-
ease management (DM) and make a
noticeable and positive impact on the
patients we serve. Asthma DM, in
p a r t i c u l a r, offers our profession a
monumental opportunity, and if we
choose to accept the challenge we can
further define our assorted roles in
the next century of health care.

One therapist who has already
taken this spirit to heart is my friend,
Barbara Hendon, RRT, from Dallas,
TX. Barbara is one of the co-founders
of AirLogix Inc., a company that spe-
cializes in educating and managing
patients with asthma and COPD in
the privacy and comfort of their own
homes. The respiratory therapists in
her organization are assigned to act as
case managers or asthma educators.
The disease case managers communi-
cate with their patients via the tele-
phone. The home care therapists go

into the home to assess the environ-
ment, identifying barriers to care that
may be preventing appropriate man-
agement of the disease. These range
from physical barriers such as smok-
ing in the home to economic or social
barriers. The role of the respiratory
therapist in each instance is to work
with the patient, providing the neces-
sary tools to break through or over-
come these barriers.

Of course, in home care there are
some things that we are just not able
to impact. If you’ve ever been in a
public housing patient’s home, this
realization has become evident
i m m e d i a t e l y. For example, cock-
roaches are very prominent in these
dwellings, but they are almost impos-
sible to get rid of on a permanent
basis. Therefore, the cockroach is a
significant asthma trigger continually
faced by these families. But the
home-based respiratory therapist can
identify many things in the home that
could never be picked up in a busy

physician’s office or during an emer-
gency department visit. 

AirLogix, Inc. has made signifi-
cant inroads in the care of the patients
enrolled in its program. Other DME,
hospital, and third party payer-based
organizations have also started to see
significant and very positive health-
related results among their patients
enrolled in these types of programs.

Disease management provided by
respiratory therapists to patients who
have chronic respiratory conditions is
a new and exciting frontier that fits in
nicely with the basic tenants of
Healthy People 2010. It also dovetails
nicely with the spirit of the NAEPP.
As far as I can see, there are no limits
to the future roles that respiratory care
can assume. Disease management
o ffers the home-based therapist sever-
al potential roles and certainly many
career paths that many of us old-
timers never envisioned 20, ten, or
even five years ago. ■

Recommended Asthma Resources for the
Respiratory Therapist
by Thomas J. Kallstrom, RRT

I am frequently invited to speak on
he subject of asthma and the

National Asthma Education and
revention Program (NAEPP). I

always start off my presentations by
sking the attendees if they have

heard of the NAEPP or the Expert
anel Report (EPR-2) A s t h m a

Guidelines. The overwhelming
majority of those who respond to this
nquiry usually indicate that they

have not heard of either. And many of
these are therapists who made an
effort to attend a talk about asthma!
The NAEPP and the EPR-2 Asthma
Guidelines should be among the first
resources targeted by anyone who
works with the asthmatic. 

The second version of the Asthma
Guidelines has been available for
public consumption for two years. At
the current time, research is under-
way to attempt to validate the docu-
ment. It must be understood that these
are guidelines and therefore subject
to the interpretation of the attending
physician. They should be used when
appropriate on a case-by-case basis.
The NIH recognizes this and states it

clearly in the document. Interestingly,
the NIH no longer prints copies of the
guidelines. However, it is possible to
download the entire document from
the NIH web site. (www.nih.gov)

A summarized version of the EPR-
2 guidelines is available in printed
form from the NIH. This document is
titled The Practical Guide for the
Diagnosis and Management of
Asthma. It is a slimmed down version
of the original 146 page document.
AARC members received a copy of
this document last summer with an
issue of AARC Times.

There is another document that,
once published, will be a great
resource for those care for pediatric
asthmatics. The document is titled,
“Pediatric Asthma Promoting Best
Practice: Guide for Managing
Asthma in Children” and is currently
in draft form. It will be released by
the American Academy of Allergy,
Asthma, and Immunology later this
year. The report will be a pediatric
version of EPR-2, and from what I’ve
seen, should be a very useful docu-
ment for respiratory therapists. 

In preparation for an
AARC/NAEPP document scheduled
for publication later this year, an
AARC ad hoc committee on the role
of the respiratory therapist and asth-
ma care was formed. This committee
opted to survey respiratory therapists
who are active in asthma disease
management (DM) programs. One of
the responses that came across was a
very strong need among our member-
ship for more information on how to
treat and manage children with asth-
ma. Interestingly, approximately 75%
of those who asked for this informa-
tion were already caring for pediatric
asthmatics. Clearly, there is a huge
need for such information. T h e
Pediatric Asthma Promoting Best
Practice: Guide for Managing
Asthma in Childre n should help
address some of these concerns.

For the time being, I would highly
suggest that any respiratory therapist
with an interest in developing an
asthma DM program look to the
EPR-2. The Asthma Guidelines are

“Asthma Resources” continued on page 5
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AARC recommends study on
e ffects of home O2 cuts

As you know, the Balanced Budget
Act of 1997 (BBA) called for dramatic
reductions to home oxygen reimburse-
ments, and January of this year brought
the final cut to 30%. Recognizing the
potential for adverse effects on patients
inherent in these cuts, the BBA a l s o
called for a study to be conducted to

gauge any negative effects on
Medicare beneficiaries. The March 3
issue of the Federal Register c o n t a i n e d
a proposal from the Health Care
Financing Administration (HCFA) for
a study that would:
• Evaluate any changes in access to,

and quality of, home oxygen equip-
ment provided to Medicare benefi-
ciaries as a result of the fee schedule
r e d u c t i o n .

• Describe current physician practice
in ordering and prescribing hom
oxygen services. 
Before the agency would agree t

undertake the proposed study, howev
e r, it had to receive adequate input sup
porting the need for its implementa
tion. The AARC immediately reacte
to this request, sending HFCA c o m
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divided into four sections: Measures
of Assessment and Monitoring,
Control of Factors Contributing to
Asthma Severity, Pharmacologic
T h e r a p y, and Education for a
Partnership in Asthma Care. T h i s
document is the culmination of more
than three years of analysis, meet-
ings, review, and writing. Under the

leadership of Dr. Shirley Murphy,
panel chair, it offers accurate, up-to-
date information on asthma diagnosis
and management for all clinicians.

The real impact of this document
will be realized when changes in clin-
ical practice are made by the physi-
cians and health care professionals
caring for asthmatic patients. T h e
overwhelming need for these changes
offers respiratory therapists an oppor-

tunity to promote some of the recom
mendations to the physicians with
whom we work. By being well
versed on asthma care, we can not
only speak the same language, we can
also teach our patients – and maybe
even the physicians – new and better
ways to manage this high occurrence
disease known as asthma. ■

“Asthma Resources” continued from page 4

A Brief Hello from the New Home Care Section
“Internet Coordinator”
by Heidi T. Palmer, RRT

FYI . . . 

When they brought the first com-
puter into the hospital, we said that it
would never work. The system was
always down, the paper stuck, and it
seemed that it caused more problems
than it solved. When that second one
arrived – a “fancy” one that spit out
blood gas interpretations that went on
the chart – it began to sink in that this
technology was here to stay. But this
system was full of problems, too, and
SOMEONE had to fix them. Thus,
my interest in computers was born. 

My name is Heidi Palmer, and I
am going to be your Internet coordi-
nator. I have been a respiratory thera-
pist for 21 years, working mostly in
critical care, including eight years in
a PICU and pediatric emergency cen-
ter. For the last 16 months I have been
a discharge facilitator at Te x a s
Children’s Hospital in Houston. In
this capacity I arrange and oversee
the discharge of technology-depen-
dent children, attempting to smooth
the transition from hospital to home
through patient/family education and
by working with insurance compa-
nies to obtain coverage for needed
services in the home. My partner and

I cover the PICU, pediatric step-down
unit, the cardiac floor, and the emer-
gency center. We transition an aver-
age of three newly trached patients a
month, most of whom are ventilated
at least a portion of the day, back to
their homes. It’s a wonderful job, and
one that was traditionally done by
registered nurses. I have been very
lucky to be given the chance to pio-
neer RTs in this complicated and
rewarding position!

From working with those early
computer systems in the hospital, I
discovered that computers and I had a
lot in common, and soon I had one of
my own. I discovered bulletin boards
and began conversing with people
from all over the country on medical
support bulletin boards. The Internet
came into my home, and I became
fascinated with it. Indeed, I have
found that there is NOTHING that
cannot be found if you just know how
and where to look! When they intro-
duced “real time chat” I was amazed.
The thought of conversing with peo-
ple who were sitting at their comput-
ers at that same exact moment was
just too weird! 

At first it scared my mother to
death (don’t talk to strangers!), but
now most of my family is online, and
since we are spread all over the coun
try, we can talk without paying for
stamps or phone bills. (I even met my
fiancée online!) Lately, I have even
ventured into tinkering with the hard
ware: I just upgraded my daughter’
entire computer and installed a 3-D
video on mine. 

When I saw that the Home Care
Section needed an internet coordina
tor, I decided the job was right up my
alley – an honest REASON to be
online! I will be monitoring e-mail
listservs, “surfing” for interestin
web sites, answering your ques
tions, and helping with anythin
else that you, as fellow members
need. My e-mail address i
PollyAna39@aol.com. Alternatively
you can contact me through th
Home Care Section listserv and I will
try to help in any way that I can. This
is a new undertaking for me and the
section, so just let us know what we
can do ensure a positive online expe
rience for us all! ■
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ments strongly recommending that the
study be conducted. This effort, along
with that from other groups and org a-
nizations, is expected to lead to the
s t u d y ’s implementation.

1999 Summer F o r u m

The AARC will hold its annual
Summer Forum July 16-18 in Phoenix,
AZ. This outstanding meeting promis-
es to provide a wealth of information
for practitioners holding positions in
management and education and should
be of interest to anyone wanting up-to-
the-minute information about the pro-
fession and where it is headed as we
prepare to enter the new millennium. 

For more information about the
Forum and how you can attend this
important meeting, see your April issue
of AARC Ti m e s or visit the A A R C ’s
web site at www. a a r c . o rg .

Wanted: Bulletin Coordinator

The Home Care Section is still look-
ing for someone to serve as B u l l e t i n

c o o r d i n a t o r. This individual would
oversee the bi-monthly (six
editions/year) Home Care Section
B u l l e t i n. Duties include identifying
topics, soliciting writers, and writing
articles. The section chair will assist
the coordinator with editing and solici-
tation of writers, etc. If you are inter-
ested in this very important position,
please email Joseph Lewarski, RRT, at
j o e r r t @ a o l . c o m .

Discharge planning, home follow-up
reduce readmissions 

A specialized in-hospital and home-
care plan designed for high-risk hospi-
talized elderly patients can decrease
health care costs and reduce the per-
centage of hospital readmissions, say
researchers from the University of
Pennsylvania in Philadelphia who stud-
ied a special plan for patients set in
place and administered by advance
practice nurses (APNs). 

They found that 186 patients receiv-
ing “standard” discharge planning and
home care were more likely to be read-
mitted to the hospital at least once than
177 patients in the intervention group

(37 percent versus 20 percent). Hospital
days per patient were higher in the con-
trol group when compared with those in
the intervention group (4.09 versus
1.53). Twenty-five percent of control
group patients were readmitted within
48 days of hospital discharge. Tw e n t y -
five percent of intervention patients
were readmitted within 133 days. 

All the patients in the study were 65
years or older and were admitted with
one of nine diagnoses that ranked in the
top ten Medicare beneficiary hospital-
izations in 1992: coronary heart failure,
angina, myocardial infarction, respirato-
ry tract infection, coronary bypass graft,
cardiac valve replacement, major small
and large bowel procedure, and ortho-
pedic procedures of lower extremities. 

After six months, the intervention
had generated an estimated savings in
Medicare reimbursements for all postin-
dex hospital discharge services of
almost $600,000 for the 177 interven-
tion group beneficiaries, a mean per-
patient savings of approximately
$3,000. (J A M A 1 9 9 9 ; 2 8 1 : 6 1 3 - 6 2 0 ) ■
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Patient Assessment Course
Back By Popular Demand!

Earn 16 hours of CRCE credit and learn how to:

• Function as a member of an interdisciplinary 
care team.

• Determine the patient’s physical condition,
assess the patient’s needs monitor and
evaluate services and outcomes, and
document services and activities.

• Look at the whole person,including family 
life, living conditions, work situation, and 
leisure activities in relation to the disease
state of the patient.

P h o e n i x July 18-20

For more information about this excellent continuing education
opportunity, contact the AARC at 972/243-2272.

Respiratory Home Care
Procedure Manual

The only respiratory procedure manual
available for home care!

Features Routine and Specialized
Respiratory Care Including:

• Equipment Disinfection
• Oxygen and Aerosol Therapy
• Sputum Clearance Techniques
• Trach Care
• Mechanical Ventilation
• CPAP/Bi-level PAP
• Apnea Monitoring

PSRC/AARC Member Price $80
Nonmember Price $150

For more information contact the AARC at 972/243-2272.


