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Findings
There is a gap between clinical guidelines and the care that patients 
actually receive in the primary care setting.2 As a result, health care 
providers systematically underestimate the asthma severity of their 
patients.8 A correct diagnosis and severity assessment are the first 
steps in properly managing asthma.  Without it, the prescribed 
treatment, if any, is more likely to be inappropriate and/or inadequate, 
which can lead to increased symptoms, disruption of daily life, and 
potentially life-threatening acute disease episodes.

Research demonstrates that passive distribution of clinical guidelines or 
other instructional materials are not likely to result in changing provider 
behavior.9 Interventions that utilize both independent and guided 
learning, as well as audit and feedback, may be more likely to result in 
behavior change.2,9 These types of interventions are needed to lessen 
the gap between the scientific evidence and clinical practice.2

.

Implications
Even though it cannot be prevented or cured, it is possible for children 
with asthma to lead lives that are relatively symptom- and 
exacerbation-free.1,2 It is the responsibility of the health care system 
and the public health infrastructure to lessen the gap between the 
recommended care and the actual care that is delivered to this 
population.  

Tackling the disease will be achieved in small increments, such as 
training providers and their staff to properly perform and interpret 
spirometry and utilize asthma action plans.  It is an important step 
toward reducing the disease burden for children and their families.
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Approach
Stout and colleagues were funded to implement a multi-modal pilot intervention program that incorporates the use of spirometry 
and written action plans for asthma care in pediatric practice.10 This intervention focuses on two components of the clinical 
guidelines:  use of spirometry, an objective assessment of lung function, and proper distribution of a written asthma action plan.1

Study Design: Quasi-experimental 

Population: General pediatricians and their staff 

Setting: Sixteen (16) pediatric practices in New York State 

Goal: Adoption of spirometry at practice level and implementation of asthma action plans via a distance-learning training program. 
Theoretical 
Framework: Chronic Care Model, Diffusion Theory11,12 

Intervention 
Activities: 

Phase I – Intervention sites receive a spirometer, a Spirometry FundamentalsTM CD-ROM, and participate in an expert-led, 
interactive call series focusing on spirometry for diagnosis and severity assessment.  Sites transmit their flow-volume curves 
(produced by spirometry) to research team via Internet.  Research team provides structured audit and feedback, as well as input 
when needed throughout project.  Control sites receive a delayed intervention five months later. 
 

Phase II – Sites receive examples of written asthma action plans and participate in expert-led call series focusing on written plans 
for self-management support.  At end of project period, research team will conduct a retrospective chart review and provide audit 
and feedback to practices. 

Measurement: 

Phase I – Assess frequency of the following activities:  Spirometry use, appropriate documentation of asthma severity, and 
appropriate controller medication use in intervention versus control practices.   
 

Phase II – Assess frequency with which written action plans are present in asthmatic patients’ medical records in intervention 
versus control practices.   
 

Pre- and post-tests for each of these processes of care; assess the effect of the intervention by conducting a difference-of-
differences analysis. 
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Public Health Concern
Asthma is a complex chronic disease that can neither be prevented nor 
cured.  However, with effective treatment and management, children 
with asthma can lead lives that are relatively symptom- and 
exacerbation-free.1,2

National Center for Health Statistics

The Facts:

• Asthma disproportionately affects 
children, low income populations and 
minorities, specifically African 
Americans and Latinos living in inner- 
city neighborhoods.3

• Asthma affects approximately 6.1 
million children nationwide.2,4

• One in four children with asthma 
have some limited activity due to the 
disease.4

• Asthma is the leading cause of 
missed school days among children.5

• The estimated annual cost for treating childhood asthma is $3.2 
billion.6 This number is expected to increase dramatically over the 
course of the next 12 years.7
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