
Hospital’s asthma program 
results in lower readmission rates
Pediatric education program covers all bases

Hospital clinicians at Ball Memorial Hospital in Muncie, IN, say
they suspected they had a problem with too many children
needing hospital care to control their asthma. Admission data

collected between March 1997 and March 1998 confirmed their suspi-
cions: Asthmatic children were frequent users of medical services, rep-
resenting one in four pediatric patients at the hospital. It was a problem
the facility’s pediatrics committee needed to address as part of the
health care system’s formal program for annual improvement in the
way it delivers its services. 

“It seemed the majority of our patients had respiratory problems, and
in conversations with each other, we realized there was no formal
patient teaching,” says Joni Bertsch, RN, performance improvement
coordinator for the pediatric and teen unit, which occupies 14 of the
hospital’s 400 beds.

The committee formed a subcommittee to plan and implement an
educational program. The results have been promising since the pro-
gram was implemented. In the past six months, the unit’s staff gave for-
mal asthma education to 88 patients, about 15% of the patients admitted
to the pediatrics floor. Seven of these patients have been readmitted,
which is a a readmission rate of 8%. This is a 33% decrease from the ini-
tial readmission rate of 12%, she says.
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• A hospital found its frequent pediatric asthma visits stemmed from
inconsistent patient education and treatment.

• The facility’s five-point response identified problems, researched solu-
tions, developed a protocol, provided inservices, and started a formal
asthma program.

• Responsibility for teaching patients about their asthma may fall to 
specialized asthma educators, much the way counselors teach
patients about diabetes.
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Here are the steps Ball Memorial Hospital took
to achieve these outcomes:

❒ Identify the problems. 
The pediatrics unit had been renovated recently

and was in good shape, so the pediatrics commit-
tee decided to focus on a performance improve-
ment issue. A look at admissions data confirmed
the staff’s perceptions that too many patients
were admitted for asthma-related problems. 

Research on these patients revealed their edu-
cation and treatment were inconsistent. Some
patients were sent home with nebulizers; some
weren’t. Some received peak flow meters, and
others didn’t. Further, committee members were
not confident the staff knew about all of the
proper medicines for these patients. And patients
asked questions staff sometimes didn’t know
how to answer. “We’d see some children who we
thought were doing a good job with their asthma,
but then they’d come in again — so what was the
problem?” she asks.

The unit formed an asthma committee, which
included Bertsch and other nurses, to investigate
the problem and develop a performance improve-
ment plan.

❒ Meet with experts and conduct research.
The unit asked pediatricians and an allergist

to attend asthma committee meetings. The
asthma committee also met with respiratory
therapists to find out what they were teaching
patients. Committee members consulted the
pharmacy staff to find out what they were teach-
ing patients, such as using inhalers.

A pediatric asthma program needs this multi-
disciplinary approach says L. Jane McDowell,
MD, asthma committee member and practicing
allergist with the Muncie Allergy Center. She says
the program should include allergists because
they spend a lot of time treating asthma patients.

The committee also included emergency
department (ED) staff for the same reason. “We
asked for someone from our emergency depart-
ment to be there because so many children with
asthma were going through the ED,” Bertsch
says, adding that staff from the hospital’s patient
education department rounded out the group.

Committee members found a variety of educa-
tional materials to teach children and adult
asthma patients how to manage their disease. “We
chose the ones we felt were the most educational,
and we tried to not use any books that were above
a grade-six reading level so that all of our patients
would be able to understand it,” she says.

The committee agreed on using videos and lit-
erature that fell into three different age groups:
birth to 4; 5 to 14; and 14 to 18. Since children
under 5 are not able to use a peak flow meter 
by themselves, all of the education for that age
group is geared toward the parents. (For a list of
resources the committee selected, see box, p. 15.)

❒ Develop a protocol.
Committee members developed a detailed out-

line for each age group. The outlines explain how
every child inpatient admitted and placed on a
bronchodilator would be educated about their
disease. The committee determined there were a
few exceptions, such as a child with respiratory
syncytial virus (RSV) or bronchiolitis because
usually these cases are isolated incidents not due
to uncontrolled chronic illness.

“We tried to include the children on the basis
of their treatment as much as on the basis of what
the doctor called the malady he was admitting
them for,” McDowell says. “That way we got
around the problem of only teaching kids diag-
nosed with asthma.”

The educational program included children
with reactive airway disease (RAD), asthma, and
those who have a problem with wheezing that
has not been diagnosed as asthma, Bertsch says.

Included in the protocol was an automatic
referral to a nicotine counselor at the hospital if
the parents of an asthmatic child smoked or if a
teen-age asthma patient was a smoker.

Nurses and respiratory therapists educate
patients and families, and they follow a checklist
from a teaching plan. Each segment of the teach-
ing plan includes a place for the nurse or thera-
pist to check, date, and initial once it’s been
taught. For example, respiratory therapists will
teach patients how to use peak flow meters and
then check off that segment.
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“Before the child can go home, this entire form
and each segment needs to be taught, and each
segment is initialed and dated,” Bertsch says. If
the patient is going to be sent home on a home
nebulizer, then the home care respiratory thera-
pist will come into the hospital before the child is
discharged, bring in the nebulizer, and show the
parent how to use it.

McDowell and other physicians reinforce the
patient instruction when they see their patients at
the hospital. “Our next major goal is to see if we
can make patient education a little more uniform,
not only in the hospital, but through the entire
health care system.”

“I think it’s awfully hard to absolutely mold
everybody’s education into a total cookbook, but
it’s so much better, what the hospital is doing
with the pediatric department now,” McDowell
says. “Patients are using the peak flow meters
now instead of just putting them up in the
medicine cabinet and not looking at them again.”

❒ Hold inservices and practice teaching 
sessions.

The committee held two days of inservices for
nurses, home care staff, and other employees
who work with asthma patients. The hospital’s

audio-visual department taped the sessions so
people who couldn’t attend could learn about the
new program. The 25-minute video also is avail-
able to physician offices and other providers.

Part of the staff education included an educa-
tional demonstration. Bertsch’s daughter pre-
tended to be a patient, and a nurse portrayed the
patient’s mother in a hospital room. Then Bertsch
entered the room and told the mother the child
would receive some instruction. She taught some
of the lessons from the checklist. Next the respira-
tory therapist came in and taught the patient how
to use a peak flow meter and inhalers.

After the mock patient was taught how to use
that equipment, the home care respiratory thera-
pist taught her how to use the home nebulizer
machine, she says.

The program began a week after the formal
inservices were held. “We’ve been really pleased
with how it’s been received so far,” Bertsch says.
“The majority of parents are grateful for the edu-
cation.” Since each hospital room has its own
VCR, it’s very easy for the staff to show children
and their parents the teaching videos. Nurses
give patients and parents the asthma books to
read while the child is in the hospital, and then
they take the materials home for future reference.

❒ Assess the program and provide follow-up.
The pediatrics unit has been conducting the

uniform patient education long enough to mea-
sure outcomes and check to see how frequently
patients are readmitted. Plus, what began as a
pediatrics unit project has springboarded into a
hospitalwide asthma project, Bertsch says.

Now there’s a 20-member hospital asthma
committee that has a social services member
along with physicians, nurses, therapists, and
representatives from various departments,
including hospital education, medical-surgical,
and pharmacy. “We’re discussing at that commit-
tee how we can follow up the patients’ care with
physicians to find out if the education was help-
ful,” she says. The hospital already faxes the
patient teaching checklist to each patient’s physi-
cian’s office so the physician is aware of the
instruction patients have received.

Also, the hospitalwide committee will begin to
work on expanding the education program to
include adult asthma patients. “Asthma educa-
tion is pretty important,” McDowell notes. “I
think many family physicians look forward to the
day when asthma is going to be in the hands of
asthma educators, like diabetes is in the realm of
diabetes educators.”  ■
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Education Resources
These are the resources the pediatrics commit-

tee at Ball Memorial Hospital in Muncie, IN,
selected for its asthma education program:

þ Kids Breathe Free, for children 5 to 14, pub-
lished by Pritchett & Hull Associates Inc. in
Atlanta.

þ One Minute Asthma, for ages 14 and up, written
by Thomas S. Plaut, MD, and published by
Pedipress Inc. in Amherst, MA. 

þ Managing Childhood Asthma — A Parent’s
Guide, a video by Medcom Inc. of Garden
Grove, CA.

þ I’m a Meter Reader, a video by Nancy Sanders,
supported by an educational grant from Allen &
Hanburys Respiratory Institute and the National
Allergy & Asthma Network in Fairfax, VA.

þ Essence of Life, a video by the Allen &
Hanburys Respiratory Institute.

þ So You Have Asthma Too, a video by Sanders
and also from the National Allergy & Asthma
Network and from Mothers of Asthmatics in
Fairfax, VA.

þ Wheeze World, a video by the National Allergy
and Asthma Network and Mothers of Asthmatics
in Fairfax, VA.



Convince patients to keep
a diary for better outcomes
It gives clinicians better picture of the patient

It isn’t easy to get patients to record their peak
flow readings in a daily diary. Many would

find that about as much fun as balancing a check-
book. But clinicians can get a better picture of the
symptoms a patient reports today when they are
backed up by what has been recorded in the
diary over time. And this, in turn, will result in
better outcomes.

“My experience is that if someone is willing to
keep one of the charts for us, he tends to fare a lot
better in terms of managing his asthma,” says
Wilma Light, MD, an allergist in Latrobe, PA.

“The diary gives us an indication if we’re
heading for trouble so we can intervene with
medicine before it gets too bad,” she explains. 

Some patients will be quite compliant, but oth-
ers will not be willing to put time into writing
things down, Light says. “Usually, we try to
introduce the diary when someone is a new
patient so we can learn how [that person] is
doing. We tell them it takes some time and effort,
but we can learn a lot from this, and many people
will be willing to do it for a few weeks.”

Light uses a tri-colored diary published by
Pedipress Inc. in Amherst, MA. (A sample of the
diary for patients age 5 to adult is inserted in
this issue.) The diary has two versions: One is for
children under age 5, and the other is for a
patient age 5 to adult. 

The young child’s diary is divided into these
four sections:

1. Signs.
This is a place to record asthma indicators such

as coughing, wheezing, breathing rate, and chest
skin. Parents rate signs from either 0-3 or 0-5 for
each of these. Then they add up the numbers in
the column and record the total on a separate
line.

2. Zones. 
Here is where scores are recorded from using

the peak flow meter. Green (0) means the current
treatment is working. High yellow (1-4) is a sig-
nal to avoid triggers and change medication
routine. Low yellow (5-8) means you should
intensify treatment, and the red zone (9) means
the child should receive emergency medicines
and see a physician or go to the emergency
department.

3. Medicines. 
In this section, patients record daily dosages of

cromolyn, inhaled steroid, albuterol, oral steroid,
and theophylline. 

4. Daily.
Parents record the quality of their child’s activity

and sleep. The diary also has a place to record the
date and to check whether a symptom appeared
during the day or night. And patients can mark an
“X” if the symptoms appeared after using a bron-
chodilator. There’s also a blank space to enter com-
ments about triggers and other items.

The diary for older patients has an asthma care
zone for patients to mark peak flow rates, both
before taking an inhaled bronchodilator and after
taking one. Medicines and signs are also charted
on the diary.

Diaries are a timesaver for physicians and a
way to make asthma treatment more cost-effec-
tive, says Thomas Plaut, MD, a pediatrician and
the director of Asthma Consultants in Amherst,
MA. Plaut has written four books and pamphlets
on asthma and founded Pedipress, which pub-
lishes pediatric health information.

Physicians simply do not have enough time to
spend with their patients to obtain all the infor-
mation they need. “So the solution is to get the
patient to do a lot of the data collecting,” he says.
“We have to figure out ways that patients can
become more involved in their care.”

Plaut’s own patients readily use their diaries
and sometimes will fax him a copy when they’re
traveling overseas. “Instead of talking on an
international call for 30 minutes, we’ll settle the
problem in five minutes because the diary gives
you information that people cannot hold in their
brains,” he says.
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• Keeping an asthma diary provides doctors
and patients with an organized record of med-
ication, symptoms, and peak flow.

• Asthma diaries can be used to track progress
in controlling the disease as well as give early
warnings about times when it may be neces-
sary to change medication.

• Faxing an asthma diary to a physician gives a
quick update of a patient’s condition, reducing
the amount of telephone time needed to dis-
cuss symptoms before a treatment response
can be determined.
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Most patients who use the diary better under-
stand how their symptoms and peak flow relate
to their medications, Plaut says. “I tell patients to
use the diary twice daily for the first two months,
then every morning for two months, and then as
often as they find it helpful.”

When patients experience symptoms, change
their medications, or enter an environment that
might exacerbate their asthma, they should start
keeping a diary until they have a full understand-
ing of their situation. In addition, Plaut asks
patients to keep a diary for the week before they
see him. “This is the best way for me to review
their current status.”

Physicians will have to make some extra effort
when they start getting patients to use the diary.
But once doctors teach their patients to use the
diary, it saves a huge amount of time, Plaut says.

Light says she has experienced this benefit. “It’s
almost like an early warning system for some
patients. Patients chart their medications and rate
how they’re doing in terms of wheezing, cough-
ing, activity level, and sleeping,” she adds. “This
tells you a lot about what’s going on.” For exam-
ple, a patient’s peak flow readings drop before his
symptoms start to appear. The chart will indicate
this trend, and the physician might see that the
patient has to be cautious, perhaps taking an

additional medication to relieve symptoms. Or
the physician may increase the dosage, making
any adjustments necessary to prevent the patient
from returning to the emergency department.

“It tells us more about how they’re doing at
different time periods,” Light adds. “Often when
patients come in for a visit it’s at the best time for
asthma symptoms, but we want to know how
they do in the morning and evening.”

The diary provides the trend data, which are
especially important. Light says she usually intro-
duces the concept of an asthma diary when she
meets a new patient. It’s a good way to see how
the patient is doing. It also establishes a baseline,
so the patient knows what a good reading is.

She also will encourage patients to begin chart-
ing their peak flow readings when they change
medications. (Although, ideally, all patients who
have moderate to severe asthma would fill out
the diary continuously.) “If they can make it a
part of their daily routine, it can really help
them,” she adds.

(A copy of the asthma peak flow diary is enclosed in
this issue. For more samples and a home treatment
plan, send a self-addressed, stamped, business envelope
to Pedipress Inc., 125 Red Gate Lane, Amherst, MA
01002.)  ■
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Patients should prepare
for their office visits
Education adds to appointment effectiveness

Patients should be learning about asthma
even before their first doctor appointment.

Pediatrician Thomas Plaut, MD, says the early
start makes patient education more efficient. At
the very least, the doctor’s waiting room could
be the first place to introduce the patient to
asthma booklets before an appointment.

Plaut requires parents of his asthma patients 
to read a 304-page book he wrote, Children with
Asthma: A Manual for Parents, before he will see
them. Then they have to fill out a two-page ques-
tionnaire and write a story about their child’s
asthma. 

“If they don’t do it, it doesn’t make sense for
them to see me,” he says. “I work at a routine,
assuming patients have done that.”

While most physicians probably won’t make
such formal requirements, Plaut recommends

they at least provide educational material in the
waiting room. This way, patients or parents can
do a quick study of asthma terms and medica-
tions before they meet with the physician.

“You want your patients to come in knowing
something, so you work out a decent plan with
them,” he says.

Plaut contends this advance education could
have a significant impact on the physician visit
because the patient will be able to better commu-
nicate symptoms and problems.

To test his theory, he has sent out copies of
another book he has written, One Minute Asthma,
to a few physicians he knows. He asked them to
participate in this project: First their receptionists
hand out the 56-page booklet to patients and ask
them to read four specific pages and any other
pages that interest them, while they wait for their
consultation.

During the physician’s exam, the doctor will
ask the patient these three questions:

✔ Once your asthma is under control will you
be able to run as long and as hard as you want?

✔ During an asthma episode, does the lining
of your airways swell due to inflammation?



✔ What major types of asthma medicines can
you name (preventers, maintainers, and relievers)?

The physician will ask the patients for any
comments they have on the booklet. Physicians
also fill out a one-page survey about whether
they found any difference in communication
tone, attitude, or understanding between these
patients and three patients chosen at random
who did not receive the booklet.

The survey, which began in late 1998, is not yet
complete but Plaut reports he has received posi-
tive feedback so far.

“The interesting thing is the doctors are notic-
ing that the people who have read these four
pages are much easier to communicate with than
the people who have not read them,” he says.
“They said it changed the visit.”

L. Jane McDowell, MD, a practicing allergist
in Muncie, IN, who has used Plaut’s asthma
booklet for years, says she has found it to be very
effective for patient education. “It’s an excellent
teaching tool,” she says. McDowell often uses the
booklet as part of her consultation with patients
and reads portions to them. “I have found it is
much more effective to read some portions of the
book to the patient. I read to them so I can under-
line things in the book and explain techniques.”

Also, she gears the patient teaching to what
most interests a particular patient, such as dis-
cussing exercise or dust allergies.

McDowell read the entire book to an 83-year-
old patient, who spent a morning with her after a
blizzard kept her other patients at home. “Her
son had brought her to the office in his four-
wheel-drive vehicle,” she says.

“I called her back a couple of days later to
report on lab tests, and she said, ‘If I had had that
book 30 years ago, I don’t think I would be in as
bad of shape as I am now,’” McDowell adds.

[For more information contact:
Joni Bertsch, RN, Performance Improvement

Coordinator for the Pediatric and Teen Unit, Ball
Memorial Hospital, 2401 W. University Ave.,
Muncie, IN 47303. Telephone: (765) 757-3342.

Wilma Light, MD, Allergist, 1100 Ligonier St.,
Latrobe, PA 15650. Telephone: (724) 539-4551.

L. Jane McDowell, MD, Practicing Allergist,
Muncie Allergy Center, 4505 N. Wheeling Ave.,
Muncie, IN 47304. Telephone: (765) 284-4050.

Thomas Plaut, MD, Pediatrician, Director of
Asthma Consultants, Pedipress Inc. 125 Red Gate
Lane, Amherst, MA 01002. Telephone: (413) 549-3918.
Fax: (413) 549-4095. Web site: www.pedipress.com.

For information about One Minute Asthma, which
sells for $5 per copy for 1-9 copies or $2 per copy for 10-
99 copies, and other similar publications, contact
Pedipress Inc., 125 Red Gate Lane, Amherst, MA
01002. Telephone: (800) 611-6081.]  ■

Peers help Medicaid
patients manage asthma
First step is understanding readiness to change 

It’s difficult enough to get mainstream group-
health patients to comply with an asthma man-

agement program. Imagine how much more
difficult developing an effective asthma manage-
ment program would be if your patients were
homeless. One health plan finds recruiting com-
munity members to work as peer outreach spe-
cialists reduces barriers to care in Medicaid
populations.

“To get people to comply with disease manage-
ment plans, you have to establish a strong bond
with them,” says Gabrielle Reed, PhD, RN. Reed
is an instructor of medicine in the division of health
behavior research at the Washington University
School of Medicine in St. Louis, which runs an
asthma management program for Medicaid
patients. “You can’t walk into the community we
serve and be white and middle-class and hand
down a medical prescription from on high,” she
says. “The people simply won’t hear you. Some are
even homeless. They’re not ready to talk about
asthma. We have to help them find housing first.”

Washington University recruited young
African American women with children to work
with its asthma management program. “We hire
interested women right out of the community. It’s
neighbors helping neighbors, and it begins with
the enrollment stage.”

When children are admitted to the hospital for
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• Program carefully selected reasonable goals
to increase possibility of compliance.

• Peer specialists are trained to educate
Medicaid population about asthma.

• Peer specialists determine caregiver’s readi-
ness to follow an asthma management plan
before offering educational materials.

KEY POINTS



asthma, their names and telephone numbers are
given to two older African American women who
call the children’s families to explain the program
and invite participation. “The voice on the phone
is a recognizable voice. It’s comfortable to our
moms,” says Reed.

To encourage caregivers of asthmatic children to
participate in the program, Washington University
pays caregivers $10 for answering the program’s
questionnaire. 

“We randomize half the group into a treatment
group,” Reed says. Members in the treatment
group are assigned a peer specialist. The peers
visit caregivers at home and gather information
to determine the caregiver’s stage of readiness to
change. 

Physicians and nurses from Washington

University train the asthma management pro-
gram’s peer outreach specialists in basic asthma
management, signs and symptoms of an asthma
episode, and the stages of readiness model of
health behavior change pioneered by researchers
at the University of Rhode Island in Warwick.
(For a description of the five stages of readiness,
see box, above. For ideas on determining a
patient’s readiness stage, see story, p. 20.)

“When we first explain the stages of readiness to
our peer specialists, they immediately respond to
it. They say it’s so intuitive,” notes Reed. “They
easily sense which caregivers are ready to receive
educational materials and make changes in their
child’s asthma management and which aren’t. If
they aren’t ready, we work on eliminating barriers
to behavior change and moving them forward.”
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Learn to recognize 
the stages of readiness

Most asthma management programs operate on
the assumption that patients know why they

should follow the asthma management plan their
physician has devised for them. However, patients
aren’t always ready to adopt a formal regimen to
regain and maintain control over their asthma.

“People in general are bad at regular routines,”
says Mark L. Robbins , PhD, a fellow in clinical and
health psychology at the Cancer Prevention Research
Center at the University of Rhode Island in Warwick.
“We vary in our readiness, or motivation, to change. If
clinicians understand their patients’ stage of readi-
ness, they can guide their interventions and increase
their chances of success.”

Robbins and his colleagues at the University of
Rhode Island have applied the Transtheoretical
Model of Health Behavior Change to several sub-
stance abuse and health promotion programs. The
model includes these five stages:

1. Precontemplation.
This is noted when the patient: 
— is not ready to act and has no intention of tak-

ing action in the next six months;
— avoids reading, talking, and thinking about the

behavior that needs to be changed;
— is pressured by others to take action, but often

has developed defenses to cope with those pressures.
“These patients may avoid reading, talking, or

thinking about the changes they need to make,”
says Robbins. “Pressuring them to changes proba-
bly will backfire. Instead, encourage them to think
about change and read about their condition.”

2. Contemplation.
This is determined when the patient: 
— intends to take action within the next six

months;
— substitutes thinking for action;
— appears to be waiting for the right time to take

action;
— is unprepared to change;
— remains ambivalent about changing.
“Patients at this stage should be encouraged 

to weigh the pros and cons of their treatment plan
and encouraged to make small action steps,” he
notes.

3. Preparation.
This stage is present when the patient:
— begins practicing the behavior;
— intends to start changing behavior in the next

30 days;
— is more confident and less tempted;
— is most likely to participate in a program and

most likely to benefit from that program.
“Encourage patients at this stage to plan ade-

quate time, energy, and support for change and help
them set reasonable goals,” suggests Robbins.

4. Action.
The patient recently started to change behavior.

5. Maintenance.
The patient has changed behavior consistently for

more than six months.

Patients in both action and maintenance stages
may benefit from stimulus controls, Robbins says.
For example, you might provide beepers to remind
patients to take their medications.  ■



The Transtheoretical Model of Health Behavior
Change cites five stages of readiness to make
health-conscious changes in behavior. “If we pay
attention to how ready people are to change, we
don’t run the risk of patients tuning us out,” says
Reed. 

Most of the research on the stages of readiness
has revolved around health promotion programs.
The key to successfully applying the model to
disease management is carefully selecting the
behaviors you target for change, notes Reed.
“You have to select behaviors that will actually
produce health changes in your population.”

She suggests using focus groups to select those
behaviors and also to “get your vocabulary right.
When you finally get your patients to the point
where they are interested in managing their
asthma, it’s great to have teaching materials
appropriate to the population,” she continues.
“And not only should the reading level and the
language used be appropriate, but the illustra-
tions should look like your target population.” 

Washington University targeted seven behav-
iors for its asthma management program. They
include:

❤ Primary caregiver has a copy of child’s
asthma action plan.

❤ All other caregivers have been made aware
of the child’s asthma action plan.

❤ Primary caregiver gives rescue medications
according to asthma action plan.

❤ Primary caregiver brings child in after four
months for regular follow-up care. 

❤ Primary caregiver eliminates or reduces
child’s exposure to secondary smoke and 
cockroaches.

“Our moms recognize their child’s asthma
symptoms,” Reed says. “They know when their
child is going to get bad, but they wait too long to
give prescribed rescue meds, and the children
end up in the emergency room.”

To encourage caregivers to take action to pre-
vent a severe asthma episode, peer specialists
often accompany caregivers to their child’s physi-
cian’s appointment. “The peer specialist’s a role
model to help caregiver’s communicate better
with their child’s doctor,” explains Reed. “Many
of our caregivers have a tendency to go to their
child’s appointments without really dialoguing
with the doctor. They may hear all the asthma
information and still go home and ask their
grandmother what to do. The doctor may never
know that the advice was never followed.”

To make change even more difficult, Reed

admits that many caregivers of children in the
asthma management program have little control
over their child’s physical environment. “We
know we’re sometimes fighting an uphill battle
with issues like secondhand smoke. Even if the
mom doesn’t smoke, she may leave her child
with a grandmother who smokes while she
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Is your patient 
ready to change?
Finding out may be easier than you think

HealthPartners in Minneapolis integrates the
Transtheoretical Model of Health Behavior

Change into all of its health promotion program-
ming. “We use the stages of readiness to find a
leverage point to move members up the ladder
from pre-action to action stages,” says Nico Pronk ,
PhD, senior director of the Center for Health
Promotion for HealthPartners.

HealthPartners determines a member’s stage of
readiness with a few simple questions asked over
the telephone, he explains. “The questions link the
behavior we’re targeting, such as establishing an
exercise routine, to the time frames suggested by
the model. For example, we might ask, ‘How likely
are you to begin exercising in the next six months?’
The objective is to put the patient in a certain stage
and target your interventions based on that stage.”

Pronk adds that willingness to communicate is
an accurate predictor of a health plan member’s
willingness to change. “We’ve found that if a mem-
ber is willing to talk about health improvement, it’s a
great gateway to readiness to change.” 

HealthPartners has also found the stage of readi-
ness model is an effective tool for changing managed
care members’ health behaviors. (For a description
of the five stages of readiness, see box, p. 19.)
Here are some results from a random sample of tele-
phone counseling sessions used to assess if a mem-
ber was ready to start regular exercise:

• In the course of eight telephone calls during the
six-month intervention period, 38% of precontem-
plators moved into action.

• Of 53% of members beginning in the action
stage, 91% remained in action stages at six-month
follow-up.

• Members in a control group moved in and out
of readiness changes with no across-the-board
changes maintained.

“We not only moved members from pre-action
stages to action stages, but more importantly, we
prevented members in action stages from relaps-
ing,” says Pronk.  ■
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works. She needs her mother to baby-sit, and we
come in saying, ‘Don’t you realize that second-
hand smoke is bad for your child?’” she says. “If
peer specialists look at that mom’s face and see
from her expression that she’s not ready to make
that change, they start talking around that issue.
They plant seeds of information. They challenge
the moms to figure out how to make things work.

“Nobody makes changes unless they think
they’re going to work,” adds Reed. “Facts and
figures don’t go over well until somebody
believes you.”  ■

Asthma outcomes study
focuses on function 
Self-management program improves productivity

Looking for a patient education program that
really works? You might consider one devel-

oped by Glaxo Wellcome Care Management in
Research Triangle Park, NC. Called the Asthma
Self-Management Program (ASMP), the 12-month
outcomes study showed participants improved
their productivity and general well-being while

significantly reducing their use of the health care
system.

Comprised of eight hour-long asthma educa-
tion sessions, ASMP showed a return of $1.85
for every dollar invested after 12 months, not
counting indirect cost savings due to reduced
absenteeism and increased productivity. (For
specific outcomes data, see graphs of results,
pp. 22, 23.)

“We know the program works. What we’re
changing now is the way we recruit and retain
patients,” says Mark Santry, director of the respi-
ratory management group for Glaxo Wellcome
Care Management. “We commissioned research
to help us understand what motivates people to
participate in disease management programs and
incorporated what we learned into our recruiting
materials and methods.”

Tailoring material for target group

The new materials are tailored to the pro-
gram’s target audience, he notes. “We’ve identi-
fied people as ‘high utilizers’ or ‘light utilizers’
based on their use of the health care system. The
new recruiting messages are targeted to appeal to
potential participants based on their use of the
health care system.”

Glaxo Wellcome has also changed the methods
it uses to reach potential ASMP participants.
“We’ve moved away from print and video mes-
sages to a telephone outreach approach,” he says.

“We use both live and passive outreach,” he
adds, explaining that “passive outreach” includes
providing a toll-free number participants can call
for more information about ASMP. 

Most of the evidence demonstrating this new,
more-tailored approach is working has been
anecdotal, notes Santry. “We think the impact
has been significant and will continue to show

Resources: Transtheoretical Model 
• Prochaska JO, Velicer WF. The transtheoretical

model of health behavior change. American
Journal of Health Promotion 1997; 12:38-48.

• Prochaska, JO. Strong and weak principles for
progressing from precontemplation to action on
the basis of 12 problem behaviors. Health
Psychol 1994; 13:47-51.

• Prochaska JO, Rossi JS, Velicer WF, et al.
Stages of change and decisional balance for
twelve problem behaviors. Health Psychol 1994;
13:39-46.

• DiClemente CC, Norcross JC, Prochaska JO. In
search of how people change: Applications to
addictive behaviors. Am Psychol 1992; 47:1,102-
1,114.

Researchers at the Cancer Prevention Research
Center at the University of Rhode Island at Warwick
developed and continue to conduct ongoing research
on the five stages of readiness. Descriptions of cur-
rent research programs on the stages of readiness
and a review of literature on the model are available
at www.uri.edu/research/cprc.

• A program using eight 60-minute asthma edu-
cation sessions produced a $1.85 return for
every dollar invested after 12 months, exclud-
ing reduced absenteeism and increased 
productivity.

• A patient education program can be even
more successful if staff find ways to get more
patients to participate.

• Future surveys will assess the relationship of
self-confidence and positive outcomes. 

KEY POINTS







response rate of 90%,” she says.
In addition, Glaxo Wellcome mails patients

questionnaires at 12 months. “We also use the
third-party vendor to contact patients by phone
who didn’t mail back their questionnaires,” says
Lucas.

Glaxo considers its three-, six-, and 12-month fol-
low-up contacts part of the intervention. Follow-up
questionnaires are as much for learning re-enforce-
ment as for data collection. If patients are asked if
they are using their metered dose inhaler or keep-
ing a diary of asthma triggers, the program admin-
istrators say the mere asking will serve as a trigger
for renewed positive behaviors.

Glaxo Wellcome relies on standardized, vali-
dated outcomes measurement tools, which allow
disease management programs to compare their
outcomes to those of other programs.

The next issue Glaxo Wellcome hopes to mea-
sure is whether self-confidence is a strong predic-
tor of positive outcomes in asthma management,
says Lucas. 

“We have built the whole concept of self-confi-
dence into the program. We feel strongly that if
patients believe they know how to manage their
asthma it will reduce serious complications and
improve outcomes,” she says. 

“We don’t have any data for that yet, but we’ve
designed the instruments to measure them and
plan to capture that data in the future,” Lucas
explains.  ■

CE objectives
Asthma Management will give readers a concise,

dependable way to track the latest developments
in the field, thus helping health care professionals
improve patient care by using the latest manage-
ment and care techniques, particularly for high-
risk, high-cost patients.

After reading Asthma Management, health care
professionals will be able to:

1. Identify management, clinical, educational,
and financial issues relevant to the care of
patients with asthma.

2. Explain how those issues affect asthmatic
patients and the providers who care for them. 

3. Describe practical ways to solve problems
commonly encountered by care providers in their
daily activities.  ■
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