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Insurance Coverage for Asthma:
A New England Gap Analysis

EXECUTIVE SUMMARY

|. Background

The Asthma Regional Council of New England (ARC) was founded in 2008uauait
sponsored by the Region | (New England) Administrators of the United States Department of
Health and Human Services, Environmental Protection Agency, and Housing and Urban
Development. The Regional Administrators of these federal agencies fedt iinywartant to
work in a multisector, coordinated manner to address the growing asthma epidemic in the
region. ARC successfully brings togetiearly75 public agencies, private organizations and
researchers across the New England states to cooperatiMiEBss asthma in the health care
setting, in the community and in the home, targeting efforts to populations with the greatest
burden. Leaders with knowledge, resources and determination have joined forces to identify and
implement crossector solutionso a chronic disease that remains poorly contrdilets
members bring the diverse perspectives and resources of health, housing, education,
environment, managed care, headtte financeind research together to focus on asthma in a
multi-disciplinaryapproach. ARC is a program of Health Resources in Action, a national non
profit organization located in Boston, MA, dedicated to medical research and public health.
(www.hria.org)

One of ARCOGs f oc u bealthcaeepayers tsbetteoaligatharour age
reimbursement policies and asthma management programs with evirdsstEbest practices.

In partnership with the University of Massachusétisvell andothers across the regioARC
has developed numerous polm@ports and tools to help pave the way toward a better
understanding of how to cesffectively improve asthma outcomes in the region.

In order to better understand the extent to which insurance policies in New England
reflect and support national gulotees and published research, ARC, in partnership with the
CDCfundedast hma programs in the regionds health
insurance coverage survey in the summer of 2010. The survey responses were collected from 25
public (Medicad) and private (commercial) payers across the six New England states. This
report provides a general analysis of the responses and identifies where there are gaps in
coverage. With this understanding, ARC and its partners can knowledgably collaborate with
public and private health payers to work towards reimbursement policies that will serve to
improve health outcomes and simultaneously reduce expepsdwentable, urgent care visits.

Key findings and policy implications are found below.

L stillman, L. Living with Asthma in New England: Results from the 2006 BRFSS and@zklSurvey. Asthma Regional
Council (2010).www.asthmaregionalcouncil.org
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Il. Key Findings and Recommendations

Below are a number of findings from the survey analysis that have important implications for
health care payers and purchasers, as well as policy makers shaping payment reform and quality
of careinitiatives. References tbestpracticesare derived from guidelas issued by the
NationalHeart ung and Bl bdaiaghal Asthed EdacatiboneaddsPrevention Program
(NAEPP) Asthma Expert Panel (2007), as well as the Center for Disease Control and
Prevent i daskRorcd oBn@hunity Preventive Servic€009)and other published
research.

OVERARCHING FINDINGS:

U Coverage of evidencéased interventions There are widespread variations in asthma
reimbursement policieamongst and between all payggoes. This inconsistegas
symptomatic of the lack of alignment of reimbursement policies with recommended
evidencebasedest practices, especially regardthg provision ofasthma education,
environmental assessments of the home, or allowing for a range of ticamiéed
practitioners to provide these services.

Recommendation:Health payers and plans should review their coverage policies and
program offerings to ensure they are consistent with recommended evideatkepractices
for high-quality asthma management. Ascfor priority attention includgl) reimbursement
for andor programswhich providepatient seHmanagement educationtimeclinic,
community and home venud®) home assessments and remediation for environmental
asthmariggers perhaps in partnerghivith communitybased organizationtocal health
departments, home visiting agencies or hospifd)autilization of a broader team of well
trained providers of care, such as nurses, certified asthma educators, respiratory therapists,
environmental cowelors and community health workers; #afreclassifyingmedication
tiers to makeut-of-pockets costs for effectiygharmacotherapy me affordable.

U Collection of basic disease management datihe NAEPP emphasizes the need to classify
asthmapatienfs di sease by both severity and control
and management. In addition, they encourage heightened awareness about racial disparities
in order to address cultural and language barrierequidable access to quality earyet
payers inconsistently collect, monitor, and analggihmadata Some do not even have
knowledge of disease prevalence in their membership populations. Where prevalence rates
are known, asthma appears to be urdported or undediagnosed.Furthe, despite well
documengdracial and ethnic disparities in asthma burden and care, especially amongst
Black and Latino populations, very few plénbeyond theMedicaidManaged Care
OrganizationsNIMCOs)--- maintain racial/ethnic background statistics famtoring and
addressing disparate outcomes and treatmertlyzingdisease and demograplatawill
help with quality improvement effortsy identifying and improving treatment for poorly
managed patientghile simultaneously identifying aratldressingethnicfacial disparitiesn
diagnosis, treatment and lotgrm management

Recommendation:All insurers should develop mechanisms to better monitor asthma
prevalencen their patient populationslisease measures suchsaserity anccontrol,quality
of care, and disparities in their patient populatiofsacking who has asthma, collecting
racial/ethnic data to monitor disparities in care and outcomes, and documenting disease
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severity and control are important ways to monitor the provision of qudldgreand
provide feedback to provideras well as taontrol costs by selectively targeting proactive
services to expensive utilizersufgentcare.

ASTHMA -SPECIFIC INSURANCE COVERAGE FINDINGS::

U Reimbursements for Asthma Education session®espie the fact that education to foster
effective asthmasethanagement i n partnership with the
of the NAEPP best practice guidelines, fewfeeservice (FFS) Medicaid or commercial
plans pay for separate or extendedvrdiial educational sessions, and even fewer reimburse
for group education visits. While a number of commercial plans do reimburse for such
sessions, it is often restricted to the traditional (and more expensive) physician or behavioral
health office visit rather than usingffective lower-cost trainedancillary providers

Recommendation:Individual and grougsthmaeducation sessions should be
reimbursed in the clinic, community and home settings, wherever services are most
appropriate and available. rAnge of trained providers should be eligible for the provision
of such services, including certified asthma educators, nurses, respiratory therapists, and
certified disease management counselors. Services should be reimbewsalflprovided
on the ame day as other clinical services.

U Medications: According to NAEEP guidelines, asthma may require treatment with multiple
medications to achieve optimal control. This can become very expensive for many families,
who often have more than one person limmth asthma. Research demonstrates that high
costsharing levels affect patient use of asthma medicatan 14% of people with asthma
in New England report not filling theirescriptiors because afost. Only fifteen of the
twenty-five planssurveyedplace bronchodilators inthgrh ar mac y Tidr & (wiehf i t 0 s
lowest cepayments), while even fewer place the preventive inhaled corticosteroids in this
category. Some of these medications also fall into Tier 3, which capat@sttsup to$74
out d pocket for each medication filled.

Recommendation:Providers want to encourage thansistent use girescribed
medicationgo prevent expensive urgent care visits and improve quality of life and
productivity. To that end, it isritical that payers eamine their current medication payment
tier structure and encourage patient compliance by removing financial bafrzers.
encourage good asthma control and to discourage the need for urgent cafeaiogtfor
asthma medications should &éninated ominimal. Both controller and rescue
medications should be classified as Tier 1.

U Spirometry: The NAEPP underscores the importance of spiron{ing function testing)
in the initial diagnosis of asthma and at least once per year thereafter for oaggesgment
andmanagement. Although almost all payers valmburse for spirometry in a primary care
p hy s i dafficaaininst universally reimbursed if referred outside of the office visit.

2UngarW\JKozyrskyjAPatersorM,AhmadF. AEf f exharoifng ot use of astAlhma medi cati o
Pediatr Adolesc Me®008 Feb;162(2):1040.

3 Stillman. Living with Asthma in New England: Results from the 2006 BRFSS anB@all k S (2010)e y s 0
www.asthmaregionalcouncil.org
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Thus, if a provider does not haveaffice equipment, thpatient would most likely have to
pay for this basic asthma service out of pocket.

Recommendation: Lung function testing should be utilized on a regular basis, and
covered bynsurance whether offered in a primary caffice or as a referral to a spalist.

U Reimbursement for Home Visiting Services Homebased clinical education and
environmental assessment services are offered by fewer than half of the issweysd
despite the impressive research and prattased evidence documenting thaisic
effectiveness, especially for leimcome populationandthose with persistent asthma
symptoms or poor control. FFS Medicaid plarese least likely to reimburse for such
servicesThe lack of reimbursements for asthma home vispiragrams, carriedutby a
range oftrained norphysicianproviders hasresulted in ahortage of capacity to deliver
these culturally competent, cost effective services.

Recommendation:A cadre of providers, agencies, and programs that are qualified to
providetargetechome visiting services specializing in asthma care and environmental
services should beimbursedexpanded andvaluatedhs a followon to the evidence base
which already exists about these interventimnpatients whose asthneantrolremairs
suboptimal.

U Reimbursements for Environmental Trigger Mitigation Supplies and Services
Abundant evidence suggests that offering environmental interventions, on a tailored basis,
are justified for patients witbhronicpoorly controlled asthma and allergic seinsgites.
Indeed, in 2009comprehensive literatureviewthe Centers for Disease Contewid
Prevention (CDChotes that the combination of environmental remediation in the dtime
an educational componepnitovides good value for the money investeasdal on
improvements in symptoffiee days and savings from averted urgent care’cdstsvever,
few insurers will pay for home trigger remediation supplies and professional services,
although Medicaid payers were more likely than commercial insurersdo. dof the few
commercial insurers that reported paying for environmental services and supplies, all of them
indicated that they would be considered on a-tgsease basis. Among those which
reimburse for such supplies, mattress and pillow covers, dssvair purifiers, were the
most likely to be covered, but vacuum cleaners and air conditiamoens also be considered
in specific cases.

Recommendation:Wherean allergic sensitivitys identifiedin an asthma patient
environmental supplies should Embursed to mitigate hom®ased triggers, particularly
where patients cannot afford or access th&irey might be considered for inclusion as a
durable medical supply or equipmentgdanay include allergyesistanbedding, HEPA
vacuum cleaners, air pfiers or conditionersandbr integrated pest manageméntcontrol
of cockroaches and micé&ayers should explore the possibility of partnering with
communitybased agencies which might support provision of some of this equipment where
necessary.

U Reimbursements for NonrPhysician Providers:The NAEPP suggests that a variety of
members of a health care team can appropriately deliver asthma education services, including
nurses, certified asthma educators, respiratory therapists and pharmacists. The surve

4 Hoppin, Stillman, Jacobsinvesting in Best Practices for Asthma: A Business G2640). www.asthmaregionalcouncil.org
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indicated that, where insurers do reimburse fasffice or homebased educational and
environmental assessments, there is significant variation and limitation concerning which
types of norphysician providers can be reimbursed for these servicelifioal education
sessions, midevel practitioners and nurses were most likely to be reimbursed; for home
visits, home visiting agencies are the most frequently apprdvacses, certified asthma
educators, and respiratory therapists are also usedpbas widely.A few Medicaid

programs also reimburse for public health nurses and/or school nurses, who are essential
resources for monitoring patients in the community. A finding of note istimaginsurers

will not reimburse certified asthma eduaatéor conducting home visits, even thoubhse
professionalsindergo rigorous educational and testing requirements, and are employed in
house as asthma educators by many pl&esvices provided by Community Health Workers
(CHWs) are almost never reimised, despite growing evidence of their effectiveness in
delivering asthma education and suppenvicesand environmental interventions

especially for low income, culturally diverse asthma patieght@Oneinsurerdoes reimburse
acommunitybasedagency that offers the services of CHWSs, and more payers across the
country are considering future reimbursements for programs that employ CMNignal

and state organizations are investigating varmnashanisms for assuring quality, including
organizaional and professional certifications. However there is sufficient research to
demonstrate that properly trained and superviseephgrician and lay providers can
demonstrablymprove asthma outcomes ca&stectively.

Recommendation:A range of provides, beyond physicians, can and should-cost
effectively provide educational and environmental seryioetuding certified asthma
educators, respiratory therapists, nurses, community health workers and environmental
counselors. These providers should becHjrally trained in the field of asthma, as
generalists may not be the besited for providing the specialized or culturally appropriate
care that is often required.

U Counseling and Treatment for CeMorbid Conditions : Despite the fact thdtoth obegly
and smoking a highly correlated with asthn@endthe NAEPP recommends addressing
theseco-morbid conditiongor optimal outcomegpharmacologicaand counseling services
are not unifomly reimbursed for addressing these fact@soking cessation
phamacotherapy and counseliggrvicesin particular, hae provenutility in reducing
smoking, improving asthma control, and reducing expensive hospitalization costs for a
variety of health conditions, including asthma.

Recommendation:Pharmacotherapy andunselingservicesthat are proven effective
in treating cemorbid conditionsshould beoffered and reimbursed.

° Krieger J, et alA Randomized Controlled Trial of Asthma S¥Hnagement Support Comparing GtifBased Nurses and4n
Home Community Health WorkeAsrchives of Pediatric and Adolescent Medicine. 2009;163(2) 4L

8 postma J, et aCommunity Health Workers and Environmental Interventions for Children with Asthma: A Systemic Review,
Journal of Athma. 2009; 46:56576.



DETAILED REPORT

l. Rationale

In 2010, The Asthma Regional Couneilvfw.asthmaregionatmncil.org released its
third regional asthma surveillance report, documenting asthma trends in the New England region.
This latest report,.iving with Asthma in New England: Results from the 2006 BRFSS and Call
Back Surveysanalyzed 2006 data colledtéfom the Behavioral Risk Factor Surveillance
System (BRFSS) from the six New England (NE) states. One of the most striking findings in the
report was thaalmost twethirds of adults and children who had asthma were considered to
have finot dveldr ciowneg myy | p ®o r IbasedorotinetNationallAgthina d i s e ¢
Education and Prevention Program (NAEPP) definitions for asthma coRaolilies with lower
socioeconomic status were most severely affected.

These disturbing findings prompted ARC, atsd\E state asthma program partners, to
develop a series of recommendations for achieving better health outcomes. One of the key
strategies is to promote the alignment of insurance coverage policies with research and practice
based evidence for effecévasthma management. They identified the following steps for
fostering coseffective insurance coverage in the region:

a) Provide the tools and the business case for reforming reimbursement practices.
To this end, the University of Massachusetts Lowetl ARC developed two reports in 2010
entithedstfing in Best Pr act iamedsthiiacArBushess h ma: A
Case for Employer andl rHead d MdlueCaad Qualié lnGuranitea s er s 0
Checkl i st wasdevelogdtd dtaormpany these reports. These tools, grounded in
research, provide valuable and easily accessible information for payers and purchasers alike to
facilitate the adoptionof cogtf f ect i ve pol i ci es. The tools ca
website atvww.asthmaregionalcouncil.oqy athttp://www.sustainableproduction.org

b) Conduct a survey of asthmaspecific insurance coveragéo share with publiand
private insurance plans, with the expectation that payers will welcome knowing how their
coverage practices align with scientific recommendations that have the greatest promise for
improving asthma outcomes and reducing unnecessary costs. The sasvaynducted in the
summer of 2010, and the results of 25 participating public and private payers throughout the six
NE states can be found below, along with explanations of best practices.

I. Methodology

The survey was sent to approximately 45lpufMedicaid fee for service/Primary Care
Clinician andMedicaidManaged care organizations) and private (commercial for profit and not
for-profit companies) payers in New England. Employerissifirance plans were not surveyed.
ARC received a total d6 responses, but it was necessary to disqualify one survey because it
was substantially incomplete. The 25 final responses used in the analysis represented at least one
public and private payer from each of the six New England states (CT, ME, MA, NMTRI
The states of Connecticut and Massachusetts have the largest number of payers in their
respective states, and thus had higher response rates.

Of the 25 completed surveys, 6 were considered to be Medicaid Managed Care
Organizations (MMCOs). Theseamaged care plans were classified as such if more than 50%
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of their population was enrolled in Medicaid. Five of the six MMCOs had a small percentage of
their population in the commercial market. Conversely, four private commercial insurers
indicated thathey served a small percentage of Medicaid clients as well. There were also 5 fee
for-service (FFS) state Medicaid office responses. Every state had a Medicaid plan represented,
either FFS or managed care, or both.

Altogether there were 14 commerdagurance respondents, including a Blue Cross Blue
Shield or Anthem plan representing every New England state. Seven of the companies serviced
more than one state in New England. Of these seven, five offered the same coverage in all of the
NE states. Were companies represented more than one state and offered different coverage in
them, they were asked to respond to the survey questions based on the New England state with
their largest membership. One company completed two surveys: one for their caahmer
population and the other for their Medicaid population. In this case, each survey was analyzed
separately. Moreover, some commercial companies offer different plans for the larger employers
with whom they have contracts, even within the same stdtas, it is recognized that
commercial company responses do not reflect the different product offerings provided to their
various health care purchasers. One such commercial entity answered questions based on their
bottom line coverage for all employer®thers may have answered based on their most popular
coverage. Thus, there was some variation with regard to how commercial plans chose to answer
the survey.

The survey consisted of 48 questions desig
asthna programs and coverage. Survey questions captured overall company information,
including: the populations they serve; their provider payment mechanisms; tb#icénand
homebased reimbursement practices for patient asthma services; their payhosed for
asthma medications and referrals to specialists; as well as information concerninghbasan
staffing and other program offerindSee AppendiA for full survey instrumeny.

The questions selected f or anafamsusncagaey we
analysis conducted by the state-2007. Teew Yor kos
analysis design was based on the four key evidbased components of asthma care developed
by the federal National Heart, Lung and Blood Ingtit e 6 s A§tintad IGE#del)nes for the
Diagnosis, Evaluation and Management of Adults and Children with Aspitoduced by
NHLBI 6s expert panel at the National Asthma E
NAEPPO6s four essent i asthmacareipcudeent s f or ef fecti

0 Assessing and Monitoring Asthma Severity and Control

o Education for a Partnership in Care

o Control of Environmental Factors and-®tworbid Conditions that affect Asthma
o Pharmacotherapy

ARCO6s final survey was buasdnzeptissuas idénbfiederkxaa mi n e
provider consensus document for quality asthma care developed by medical leaders in
Massachusetts and New Hampshire, as well as additional information that the New England state
asthma managers felt was important to coflecassessing the provision of appropriate care.

The survey instrument itself could be answered eithdmernor mailed in as a hard copy.
Sometimes more than one company representative answered the survey on behalf of the
company. Where there wasaak of clarity in answers provided, every attempt was made to
obtain clarification through followup communications with the respondents.



Report Organization
The analysis is based on responses from:

Total of 25 New England Payers:
* 6 Medicaid Managed Care Organizations (MMCO)
* 5 Fee-for-Service (FFS)/Primary Care Clinician (PCC) State Medicaid Plans
* 14 Commercial Plans (Commercial)

Thedetailed findings arerganizednto nine major categories:
a) Data Collection for Patient Management
b) Payment Mechasms
c) Reimbursements for Clinical Services
d) Reimbursements fd&ducationrand Environmental Interventions in the Home
e) Referrals for Specialty Care
f) In-house Professional Staff
g) Coverage of Medication and Medical Equipment
h) Specialized Testing and Therapy

Wherever possible, the report first describes the survey question, the overall findings related to
the question, and/or the more specific findings by payer type if they are ndtablgdition,

where there is evidend®sed practice research related to threesuquestion, the research is
presented in a shaded box so that gaps in policies can be readily idefitifee@onclusions

section recommends next steps for insurers as they seek to align their policies waffectise

best practices shared in theport.

1. Detailed Findings

A. Data Collection for Patient Management
The survey attempted to collect selected information aboutpeaclk esthina populatian

Q: Approximatdy what percentage of your membership has been diagnosed with asthma

FINDINGS:

A majority of payers maintain asthma prevalence records of their insured populations.
Asthma prevalence rates were generally higher in the Medicaid plans than in the commercial
plans. However, a number of the FFS Medicaid and commercial insloret maintain any
records on the prevalence of asthma in their membership populations.

1 All six of the MMCOs maintainesdtatistics on asthma prevalenderevalence
ranged from 4%1.0%, averaging about 7.5%.
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1 Only one of the five state FFS Medicaid panaintainedasthmastatistics (That
state reported a8% prevalence rate.)

1 Eleven of the fourteen commercial insurers kept these recokdthnfa
prevalence ranged from 3%%in these plandyutwas moredypically 4%5%.)

Q: Does the Company Have an #hsna Registry?

What is an Asthma Registry
* A List of Patients with Asthma
* A Source of Data for Monitoring Asthma Management at the Patient, Provider & Clinic Level
* A Tool to Incorporate Guidelines into Practice

FINDING:

1 Half of the MMCOs maintain an asthma registry, while only 1 state Medicaid FFS
planmaintains one. More than half (64%) of the commercial plans maintain an
asthma registry.

Q: Does the Company Stratify its Members with Asthma by Risk, Severity or Control?

FINDINGS:
Most MMCOs and Commercial plans stratify their asthma patients in some way, but were
least likely to classify them by symptozontrol.

1 Five MMCOs (83%)stratified their asthma patients by risk and three also
stratified by severity50%), but ony 1 stratified by symptom control (17%).

1 TenCommercial plan$71%)stratified by risk, nin€64%) stratified by severity,
and sevelf50%) stratified by control. One commercial plan did not stratify
asthma patients at all, while another only evaluate@misto determine
eligibility for referral to their disease management program.

1 None of theMedicaid FFS officekeptasthmastratificationrecords

Best Practice
The NAEPP guidelines recommend monitoring asthma patients for risk of lung deterioration and
for asthma exacerbations, as well as classifying their disease based on severity and control
measures, as these factors are deemed important for assessing proper patient therapy and
ongoing management by assessing symptom control measures.
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Q: Provide an approximate percentage of your membership in the following racial/ethnic
categories: White, Black (nofispanic), Hispanic/Latino, Asian/Pacific Islander, Other

FINDINGS:
The Medicaid insurers were better at collecting racial/ethnic data than coainpéans.
Of thoseplansthatmaintained statisticthe MMCOs hadhe largest populations of color:

1 Five MMCOs (83%)maintained racial/ethnic backgrouddtaon their patient
populationsandthreeFES Medicaigplans (60%)reporedcollecting these
demographic statistics

T OneCommerciaplan(7%) collected racial/ethnic datéh@t plan reporte@1%
of their memberships either Black or Hispanic).

Best Practice
The NAEPP recognizes that there are racial disparities in asthma, and published research
demonstrates that Blacks and Latinos have worse outcomes, health expectations, and fewer
prescriptions for controller medications than White populations. The NAEPP states that
fheightened awareness of disparities and cultural barriers, improving access to quality care, and
improving communication strategies between clinicians and ethnic or racial minority patients
regarding use of asthma medications may improve asthma outcomes.o

B. Payment Mechanisms
The survey requested information about the various peoveaimbursement mechanisms
utilized.

Q: Doesthe company reimburséealth providers based orzeefor-Service, Capitation, Pay
for-Performance(PfP), or Other

FINDINGS:

Eight of the fourteemommercial companies (57%mployall threemajor
reimburg&ment types, but none of the Medicaid programs use all thiefor Service was the
payment mechanism most widely used by all payénrsly one payer did not reimburse
providers on a FFS basis

1 Nearlyhalf of all Medicaidrespondentgboth managed ca and FFS plansand
slightly more than halffathe commercialcompanies, useapitation
arrangements.

1 One stateMedicaid FFSagency useBfP, but none of th®IMCOsdo. As many
as twelve of the farteencommercialcompanies (86%) udefP. Some
commerdal plans explaned that they occasionally uadditional mechanisms,
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such as Diagnosis Related Groups (DRG), Outpatient Prospective Payment
System (OPPS), or contracted rates.

C. Reimbursements for Clinical Services
This section focuses primarily on astho@ae provided in the medical setting.

Q: Do you pay for a separate or extended patient asthma education visit itharovided
directly or prescribed/referred by a primary care provider?

FINDING S:

Eight of the twentyfive payers 82%) will reimbursefor discrete asthma education
sessiors in the clinic.These reimbursements are primarily for individual sessions; group asthma
education sessions are less frequently approved.

Sevenof these eighpayers, both Medicaid and Commercial plans, recognizelilifig code
98960 (education and training for patient seinagement by a qualified, nphysician health
care professional using a standardized curriculum;ttaéece with the patient).

Payer Breakdown
1 FourMMCOs (67%) reimburse providers for offag discrete asthma education
sessions, and two do not reimburse for them at all.

o Of these four, all of them offer unlimited individual sessions, and three of
them indicated that they reimburse for unlimited group sessions. (One did
not reply.) Three of theour plans will reimburse foa variety ofnon
physician medical providers, bahe appears only to reimburse physician
provides.

1 One statdMedicaidagency (20%j}eimburses for asthma education services on a
FFS basis and two (40%) added that they alitiw the service if offered only
under their capitated or bundled payment arrangements

o The one FFS state Medicaid plan that does reimburse for asthma education
indicated that they reimburse for at least six individual sessions per year,
buttheydo not eimburse for group sessions

1 ThreeCommerciaplans (21%) allow these reimbursements, and another three
allow them under limited circumstances. Eight plans will not reimburse providers
for discrete asthma education sessions in any case.
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o Of the three planthat reimburséroadlyfor education sessions, one of
themhadalmio f -3l ndi vi duaheviasi osvegde @dmpo e

Si X visitso per year, and a

t hi

educational visits. Two of these three also reirabd for group visits.

o An additional hree commercial plans indicated they would reimburse
Afsomedi mhsch meant that t heestrcted owabl
mostly to physicians or psychol ogi st

ibehavPocoded 06 C

Graph 1

Asthma Education

Do you pay for a separate or extended patient

asthma education visit that is provided directly ¢

prescribed/referred by a primary care provider"
(n=25)

12
8 l
Yes No

*In limited circumstances

15

10

Number of Paye

5

Sometimes*

Best Practice

The NAEPP recommends that patient education for a partnership in care is a necessary
component of an effective asthma management program. Their 2007 r eporSelf- st at es
management education improves patient outcomes (e.g., reduced urgent care Vvisits,
hospitalizations, and limitations on activities as well as improved health status, quality of life,
and perceived control of asthma) and can be cost-effective. Self-management education is
an integral component of effective asthma care and should be treated as such by health

care providers as well as by health care policies and reimbursements. 0

A systematic review of education provided for asthmatic children demonstrated improved lung

function, decreased visits to the emergency department, increased self-e f ycacy,

and

school absenteeism’. Asthma education delivered to the highest utilizers of urgent health care
services can result in a return on investment for payers who invest in providing these services,

"Wolf et al. .Educational Interventions for Asthma in Childi@nchrane Database Syst. Rev. 2003.
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while education services delivered to people whose asthma is under better control, are still
considered to be cost-effective.®

Q: Which types of norphysician providers are eligible for reimbursement for individual or

group asthma education sessiomsthe clinic?

FINDING:

Of the thirteen payers that allow for the reimbursable provision of patient asthma
education sessions, by physician providers and otfemgonses clearly indicatéha there is a
lack of uniformityregarding the types of licensed or dextl non-physician practitioners that
they will reimburse fothe delivery otheseservicegSeeTable 1) Visiting Nurses, midevel
practitioners, and respiratory therapists are the most frequently reedinarsphysician
providers.

Table 1

Non-physician providers reimbursed for clinical asthma education services by payer type
(n=13 payersthat will reimburse for asthma education sessions)

Payers that | Mid-level Registered Cerified | Visiting | Respiratory| Licensed| Chronic
reimburse Practitioners Nurses Asthma | Nurses | Therapist | Social Disease
for education| (PAs and Educators Worker | Educator
sessions* NPs)

MMCOs (4) 3 1 2 3 2 1 1
FFS 1 1 1 1 1 0 1
Medicaid (3)

Commercial 4 4 3 5 4 2 2
(6)

TOTAL (13) 8 6 6 9 7 3 4
* includes

MD sessions

Best Practice
The NAEPP suggests that a number of members of a health care team can appropriately deliver
asthma education services, including nurses, respiratory therapists, pharmacists and health
educators.
Additionally, two recently published studies have demonstrated the cost effectiveness of
properly trained and supervised Community Health Workers, both in providing asthma self-
management support as well as environmental interventions in the homes of children with
asthma.™

8 Hoppin, Stillman, Jacobs. Investing in Best Practices for Asthma: A Business Case. University of Massachusetts Lowell and

ARC (2010). www.asthmaregionalcouncil.org

Krieger J, et al. ®AA Rand o hamgementappdrt Conpariegdlitibsed Nuisesarfd-nAs t h ma

home Community Heal t h iathoankAdolesceri Medliciree 2009;868(2): 40 P e d

C

<

YPostma J, et al. fACommunity Health Workers and Environment al

Review, 0 Journal o576 Ast h ma. 20009; 46:564
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D. Educationand Environmentallnterventions in the Home

Q: What types of asthma education services in the home are reimbur&k@ices: Clinical
Asthma SelfManagement, Environmental Assessments, Neither)

FINDINGS:

A majority of MMCOsandnearlyhalf of commercial plangeport theywill reimburse for

some type o& specified asthma home visior either clinical education, environmental
interventions, or bothMedicaid FFS plans generally will not pay for either, unless the asthma is
addressed as part of another honséiag program(See Table 2 below.)

l

Ten of the 25 payers (40%) reimbursed for both clinical education and environmental
assessments of the home, while eleven payers (44%) paid for neither.

Some payers will only pay for clinical education, while otlveitsonly pay for
environmental assessments in the home

Table 2 Asthma Home Care Reimbursements by Payer Type

Reimbursement for Asthma Home Care Number of Companies,(n=25)

Clinical Asthma Sel-Management 10
MMCO's (n=6) 4
Medicaid FFS*n=5) 0
Commerciakn=14 6
Environmental/Trigger Assessment in the Home 11
MMCO's (n=6) 4
Medicaid FFS(n=5) 0
Commerciakn=14) 7
Both 10
Neither 11

*Three of Medicaid FFS agencies saidttsometimes a home visitor might address asthma as part of a hom
that is not specifically scheduled for such purposes

Best Practice

NAEPP states, fif patients who have asthma are exposed to irritants or inhalant allergens to
which they are sensitive, their asthma symptoms may increase and precipitate an asthma
exacerbation. Substantially reducing exposure to these factors may reduce inflammation,
symptoms, and need for medication...Multifaceted allergen-control education programs provided
in the home setting can help patients reduce exposures to cockroach, dust-mite, and rodent
allergens and, consequently, improve asthma control.0 The NAEPP recommends clinical
education services in the home, if needed, as an adjunct to clinic-based education.
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Q: If you do reimburse for asthma services provided in the home, whidn-physician
providers are eligible for reimbursement for those services?

FINDINGS:

Eleven MMCO and Commercial plans reimburse for-pbgsician providers making
home visits folasthma. Medicaid FFS plans do not reimburse for these ser#isasith
asthma education sessions in the clinic, there arewsidationsin the types of providers that
are eligible to receive reimbursementsdinical and environmentaervicesn the home for
asthma Home visiting agencies were often the prefd venue for delivering these home
services for asthma patients.

1 Community Health Workers are reimbursabi¢h an MMCO through a neprofit

organization whose staff is trained to providesthservices

Table 3

Reimbursablenon-MD providers for home based clinical education and environmental assessments
Type and Mid-level Registered| Certified | Respiratory| Sanitarian Licensed| Comnmunity-
number of Practitioner | Nurse Asthma | Therapist (to inspect Social based
payes that Educator home/work | Worker | Organization
reimburse environments) (including
for home Community
visits Health Worker)
MMCOs, 3 2 3 1 0 0 1
(n=4)
Commercial, 3 4 2 2 0 1 0
(n=7)

Q: If deemed medically necessary by aopider, and a patient is in need of financial
assistance, would you provide, reimburse or pay dike for environmental supplies or
professionalservices in the home to mitigate a patient's known or suspected asthma triggers?

FINDINGS:

1 Three MMCOs (50%3%aid they would pay for some environmental trigger remediation
supplies, and 2 others (33%) said it would be determined on a case by case basis or if the
patients were enrolled in a sponsored community program. One MMCO indicated they
would not reimburseunder any circumstances, for environmental interventions.
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1 Two Medicaid FFS agencies (40%) indicated they would underwrite the cost of certain
supplies, two (40%) said they would not, and one (20%) said they would do so only if it
were approved on theirdable Medical Equipment (DME) list. (Researchers could not
find such supplies as mattress and pillow covers, HEPA vacguuras purifiers on their
DME list.)

1 3 Commercial insurers (21%) said they would sometimes consider reimburdeomeat
caseby-casebasis or if they appear on their DME approved list.

Best Practice
In 2009, the federal Centers for Disease Control and Prevention (CDC), through its task force
on Community Preventive Services, conducted a literature review on the cost effectiveness of
providing an array of environmental remediation services and supplies. Most of the studies
were conducted with low-i nc ome popul ati ons. They found that
moderate environmental remediation with an educational component provides good value for
the money invested, based on improvements in symptom-free days, savings from averted costs
of asthma care, and i mprovement in productivity.o
Published research suggests the various levels of cost effective environmental interventions that
payers can decide to offer patients, based on disease intensity.** (A summary can be found in
Figure 2, at the end of the conclusion section.)

Q: Please indicate which specific, medicaihecessary, environmental supplies/services will
you reimburse for?

FINDINGS:
Table 4
Environmental Supplies and Professional Services
All Payers No Yes | Mattress Air Vacuum | Air Mold Pest
(incl. || covers and | conditioners| cleaners | purifier remediation | control
case | pillow cases or services or
by professional | supplies
case) cleaning
Medicaid
MCOs and FFS
combined
(n=11) 4 7 6 0 1 2 0 0
Commecial
(n=14) 11 3 1 1 0 1 0 0

" Hoppin, Stillman, Jacobs. Investing ie& Practices for Asthma: A Business Case. (2010)
www.asthmaregionalcouncil.org.
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E. Referrals

This section of the survey inqud@bout coverage for referratsspecialty cargoften

required for people with uncontrolled asthritalso inquired as to whether there are
reimbursement restrictions for providing two or more services in one day, such as having a
medical visit followedby an education session.

Q: Which specialist referrals from primary care providersowld be reimbursed by
insurers?

FINDINGS:
The survey indicated that the following specialist referrals from primary care providers
(PCPs) would be reimbursed by insts in the following manner:

U Allergists and Pulmonologist#ll payers reimburse for these two types of specialists

U Respiratory Therapis{RT): The majority of payers reimburse for referrals to RTs:
MMCOs (67%); FFS Medicaid agencies (80%)pmmerciabplans (57%) although
some stipulate RTs must be under the supervision of a physician

U Nursing Services in the CommunityMMCO (17%) reimbursea school nurse (SN)
and 1 reimburses a public health nurse (PHN) for asthma services provided to their
patients; 3 FFS Medicaidgencies (60%eimburse SNs and(20%)reimburse PHNS;
no commercial payergimburse for either a SN or PHN.

U Nutrition/Weight Loss Counselin@ MCOs (50%), 2 FFS Medicaid (40%); and 11
Commercial plans (79%) reimburse for nutriigtror weight losservices

Only one payer had restrictions on paying for a referral to another provider on the same
day as an asthma visit to the PCP. All payers that reimburse for separate asthma education
sessions indicated they would allow thessass to occur on the same day as the medical visit.
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Graph 2
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reimburseable, (=25
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F. In-house professional staffupporting clinical care

Some insurers employ-imouse staff to provide specialty or supportive care to their chttis
asthma. Others refer their clients to disease management programs. The survey inquired as to
the type of services and personnel that are provided.

Q: Does your compay employ a certified asthma manager, case manager or another
professional that werks with your asthma patients?

FINDINGS:
A number of public and private payers directly employ staff to improve asthma care for
their client populations. The following professional employees are typically utilized:

U Certified Asthma Educatars3 MMCOs (50%); 1 Medicaid FFS agency (20%); 7
Commercial insurers (50%)

i Case Managerss MMCOs(83%) 1 Medicaid FFS agency (20%); 12 Commercial
insurers (86%)
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U Another Professional:Of all payersten (40%) utilize other Hmouse professional staff,
such asviDs, nurses, pharmacists, RTs, disease managers and social workers that can be
assigned to asthma patiedts addition to Certified Asthma Educators or Case
Managers. One MMCO employs a health coach, and another employs a combined
certified tobacco spediat and social case manager position. One Medicaid FFS agency
employs staff to make follow up calls to their asthma patients.

Best Practices
In addition to recommending that various members of a health care team can appropriately work
with physicians to help manage patient asthma, the NAEPP suggests the incorporation of
individualized case/care management by trained health care professionals for patients who
have poorly controlled disease. For such high risk patients, studies show that one-on-one
tailored programs with case management are likely to generate a positive return on
investment.*?

Q: Does the company offer or reimburse fordisease management program that addresses
asthma?

FINDINGS:

All of the MMCOs and ComsnerMamdge msnutr ePrso @t
(DMP), either inhouse or contracted, but they differ in the comprehensiveness of their offerings.
Only two Medicaid FFS/PCC agencies (40%) o#&MP.

Detalls:
1 MMCOs- All six of their DMPs offer follow up phone calls or maileduedtional
materials. Four programs also offer individual counseling, but none include group
counseling. Only one MMCO DMP also offers home visiting as an option.

1 Medicaid FFS AgenciesThe two agencies that have a DMP offer follow up phone
calls, mailed ducational materials and individual counseling. One also offers group
counseling or home visits as part of the DMP.

1 Commercials All of their DMPs provide phone calls and individual counseling, and
all but one also masleducational materials. In additi, two offer group counseling
and five offer home visits as part of their DMP.

12 Hoppin, Stillman, Jacobs. Investing in Best Practices for Asthma: A Business Case wW2@183thmaregionalcouncil.org
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G. Coverage of Medications and Medical Equipment

Researchers were interested in knowing the extent to which the most ciynmhated
Acontroll er 0 and daccenspanyiregquipmentemtadlagh outofipscket a n
costs to patientsThe assessment inquired as to whapagment ranges are charged to their
patients in their medication tier categories. (Survey Categorie?4 362549; $5074; or $75+).
The surveyalso inquired whether multiple dispensings of medication and equipment would be
reimbursed to patients. Some patiénespecially children may need multiple prescriptions

and equipment for their medications, because they live in two homes, or trdyélataieen

home and school or work.

Q: Which tiers do fastacting bronchodilator inhalers and inhaled corticosteroids for asthma
fall under?

FINDINGS: | nsurers inconsistently tier their Acon
Medicaid plans ted to have the least expensive out of pocket requirements. Both types of
medications can be found in all three tiers, but most commonly in tiers one and two.

(More detailed inforration can be found in Appendix)B

Medication Tier Classifications:
1 Two MMCOs and one Medicaid FFS/PCC plan effectively had no tiering of their asthma
medications, offering them to patients at a cost of zero or one.dollar

1 The remainingwenty twopayers fairly evenly classified both their bronchodilators and
inhaled corticostelids as either Tier 1 or a combination of Tier 2 arth®ugh slightly
more payers placed the preventive corticosteroids in the higher tiers. More specifically:

T Twelve payers classified their bronchod
and ten payerclassified them as either Tier 2 or 3.

T El even payers classified their inhaled
Tier 1, and the remaining eleven payers classified them as either Tier 2 or 3.

Out of Pocket Costs for Tiers:
1 Medicaid Tiers Tiers 1 and 2 copayments, for botRS-and MMCO plans that use a
tiering system, fall into the lowest g@ayment range of $85.

1 Commercial TiersAll commercialpayerTier 1 formularies are in the P4 co
payment range, and most of their Tier 2 formulaf@disnto the $25%49 range. Most
Tier 3 copayments are in the $2&4 range.
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Graph 3

Tiers for Asthma Medications, =2
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Best Practice

High out-of pocket costs are significant barriers for some patients in consistently obtaining the
medications and services they need. For example, in 2006, 14% of adults with asthma in New
England reported not filling their asthma medications because of financial considerations.* A
recent study demonstrated that higher prescription cost sharing was a deterrent for asthma
patients to purchase their medications.” Although there is not an extensive literature on the
cost-benefit of lowering or waiving co-payments, a number of employers and health plans are
successfully experimenting with this Value-Based Insurance Design, meant to offset out-of-
pocket medication costs to facilitate treatment compliance, and are finding it financially
attractive.

Q: Does the company reimburse for two or more dispensings of the same medication (for
home PLUS work, school or second home)?

FINDINGS:
The majoriy of public and private payers will reimburse for more than one medication
dispensing, but many will not do so, or only in special cases.

1 3 MMCOs (50%) indicated that they pay for more than one medication dispensing, two
(33%) do not, i tandde ple n(d2sO6%) sai d n

13 Asthma Regional Council. Living with Asthma in New England: Results from the 2006 BRFSS ahéca8urvey. 2010.
14 Laura P. Shone; Peter G. Szilagyi Prescription Gtstring and Child Asthma Arch Pediatr Adolesc Med. 2008;162(2):184
186.
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1 4 state Medicaid FFS (80%) do reimburse for multiple dispensings, and 1 (20%) does not

1 8 commercial insurers (57%) do pay for more than one medication dispensing; 3 do not
(21%), and 3 (21%) indicated tHaeir certificates of coverage do hgpecify this matter
clearly.

Q: Which medical equipment is covered by the company's asthma benefit package?

FINDINGS:

The majority of payers will reimburse for asthumedated medical equipment and supplies
commonly prescribed for patients with asthiyet many do not do so for such necessary
medication delivery products as aerochambers and microsp&tEak.flow meters, air
measurement devices used for patientishitoring are also not covered by all payers:

Aerochambers5 MMCOs (83%); 3 Mediaid FFS (60%); 8 commercials (57%)

Micro spacers 5 MMCOs (83%); 2 Medicaid FFS (40%); 9 commercials (64%)

Peak Flow Meterss MMCOs (83%)5 Medicaid FFS (100%); 11 commercials (79%)
Nebulizer Compressar MMCOs (100%); 5 Medicaid FFS (100%); 11 comredsc
(79%)

U Nebulizer disposable kit§ MMCOs (100%); 5 ME FFS (100%); 10 commercials (40%)

cC:

Note: Some of those commercial payers that indicated that thegt gay for the above
equipment qualified their answers by indicating that some of their enmmlogi&racts may
rei mburse for these items, and/or they may

Q: If prescribed, does the company's asthma benefit package pay for more than one piece of
medical equipment needed for more than one location sucha@se and work or school?

FINDING:

Fewer than half of payers will reimburse for duplicate medical equipment. Five MMCOs
(83%), one Medicaid FFS agency (20%), and five commercial insurers (36%) indicated they
would pay for duplicate medical equipment negtby a patient at more than one location. (One
additional commercial insurer said that certain employers allow this in their contracts, but this is
generally not the case.)

H. Specialized Testing and Therapy

Q: Does the company reimburse for smoking saon counseling or medications?
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FINDINGS:

1 Smoking Cessation Counselinthe majority of both public and private payers reimburse

for smoking cesation counseling: 4 MMCOs (67%); Medicaid FFS agencies (80%)
and 11 commercial insurance companié€®4y. (Some commercial companies, which

indicated they do not generally reimburse, said some of their large employers do include

counseling as a benefit.) Six payers (24%) did not reimbursbigotype ofcounseling.

1 EDA approved smoking cessation medions: Four payers (16%) would not pay for
any FDA approved smoking cessation medications: 2 were MMCOs and 2 were

commercial plans (unless some of their large employers or pharmacy benefits specify it).

Most payers preferred reimbursing farescribedsmoking cessation medications,
although nearly half reimbursed for over the counter prodisctgell. The most
commonlyreimbursed smoking cessation therapies w&ybran or Wellbutrin, Chantix,
nicotine replacement therapy, and the nicotine patch.

Graph 4. Coverage for Smoking Cessation Counseling and Medications

Coverage for Smoking Cessation
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Smoking Cessation Counseling Smoking Cessation Medications

Best Practice
Smoking is a powerful asthma trigger. Cigarette smoking and asthma are associated with poor
symptom control and impaired therapeutic responses to corticosteroids.'®> Further, secondhand
smoke can initiate or exacerbate asthma in children.
Smoking cessation improves asthma control,® and when offered as a covered insurance
benefit, can improve health outcomes and save on health care costs. One year after

5 Thompson T, Spears MThe influence of smoking on the treatment response in patients with aSthm@®pin Allergy Clin
Immunol 2005; 5(1):5863.
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MassHealth (MA Medicaid) offered barrier free access to FDA-approved smoking cessation
medications and behavioral counseling, users of the smoking cessation benefit had dramatic
health improvements. Researchers from the Massachusetts Tobacco Cessation and Prevention
Program (MTCP) found that up to 38% fewer MassHealth cessation benefit users were
hospitalized for heart attacks in the first year after using the benefit, and 17% fewer benefit
users visited the emergency room for asthma symptoms in the first year after using the benefit.
Researchers also found that there were 17% fewer claims for adverse maternal birth
complications since the benefit was implemented."’

The U.S. Preventive Services Task Force recommends combined counseling and medications
for successful smoking cessation in adults.

Spirometry:

Q: Is spirometry reimbursed both in the offi@nd/or as a referral out of the office? Are there
limits on this service?

FINDINGS:

While almost all payers reimburse for spirometry in the office, many fewer will pay for
the service as a referral. This may lead to a higlobpbcket cost to patients whose providers
do not offer the service, or who believe that the test should be conducted by a specialist.

1 In office: All payers, except for one MMCO, reimburse for spirtnyén the office.
(However some payers subsume the reimbursement within the officeswisi fact, do
not reimburse separately for the service.)

1 Referrals FourMMCOs (67%), one of the five Medicaid FFS agencies (20%), and 11 of
the 14 commercial phs (79%) reimburse for spirometry that is referred to another
specialist out of the office.

1 Limits: Only 1 company (an MMCO) places a limit on the number of reimbursable
spirometry visits per yeawhere coveredAll payers that reimburse for spiromeajow
for the service to be conducted on the same day as the asthma office visit.

Best Practice
The NAEPP recommends using spirometry on a regular basis for an initial assessment of lung
function, as an essential objective measure to establish the diagnosis of asthma, and for
ongoing assessments of asthma control, or lack of it.

8 Thomson NGChaudhuri R Asthma in Smokers: Challenges and Opportuni@esr Opin Pulm Med2009 Jan;15(1):345.
Yhttp://www.mass.gov/?pagelD=eohhs2pressrelease&L=1&L0=Home&sid=Eeohhs2&brgdease&f=091118_smoking_cess
ation&csid=Eeohhs2accessed 104-2010.
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Q: Which types of allergy testing are eligible for reimbursement?

FINDINGS:
All insurance companies will pay for at least 1 type of allergy test:
0 RAST allergy test96%

o Other Blood Test92%

Note: Two commerci al pl ans volunteered that
was not a checkff option on the survey, it is not possible to draw conclusions as to how widely
this procedure is reimbursed.

Best Practice
The NAEPP recommends, for patients who have persistent asthma, the use of skin testing or in
vitro testing to assess sensitivity to perennial indoor allergens. In addition, they suggest
considering subcutaneous allergen immunotherapy for patients who have persistent asthma
when there is clear evidence of a relationship between symptoms and exposure to an allergen
to which the patient is sensitive.

Q: Does your company reimburse for immunotherapy for allergies?

FINDING :
1 All payers reimburse for argy immunotherapy.

VI. Conclusions

Nearly 1.3 million adults and children in New England have an asthma diagnosis, and the
epidemic in our region does not appear to be slowing despecially for women. Asthma
imposes high costs on insurers, emypls, patients and their families, and society at large. In
2007, the US spent an estimated $19.7 billion on asthma in both direct and indirect costs. Yet
with proper management, people with asthma can live healthy active lives, unimpeded by
persistent keathing difficulties, trips to the emergency department or hospital, and missed school
and workdays. In addition to improving the vitality and productivity of individuals and
communities, proper asthma managentgntonitoring and controlling symptoraso has the
potential to save at least 25% of total asthma dostsclose to $5 billion natiowided by
redudng usage of preventable urgent care services. Indeed, among pediatric hospitalizations that
could be prevented, asthma is responsible for theekigcosts.

The research evidence on successful comprehensive asthma management strategies is
very clear. Guidelines put forward by the NAEPP, and national recommendations for their
implementation, emphasize the need for implementing financing suppmtuses to ensure that
best practices are adopted.
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Based on this New England asthma insurance assessment, it is clear that there are many
aspects of evidendaased best practices in asthma management that are not currently being
widely supported by publiand private health payers alike. While some insurers may see fit to
rei mburse some aspects of best praoctevenes, ot h
though they serve similar populations. As a result of inadequate anthiform payment
structures to support appropriate service delivery in the clinic and in the community, there is an
uneven capacity fahedirect provision of, or referral to, high quality service delivery. These
inadequate provider reimbursements appear to be espeaialliptrasthma education sessions
and environmental trigger assessments in the home.

The research by NAEPP and CDC sugga$tamework that can help payers and others
make decisions about which services and interventions have been shown to be cod, effectiv
based on disease severity and cor{®eleFigure 1 below). For more information, please
consult,Investing in Best Practices for Asthma: A Business Case (Hoppin, Stillman, Jacobs,
2010)available at:www.asthmaregionalcouncil.org

Also available from ARC and the University of Massachusetts Lowell is an important
resource for health care payers and purchasers alike eritidadance Coverage for Asthma: A
Value and Quality Checklig6eeAppendix D. Developed in 2010, this resource provides a
clear and concise list of evidence based, proactive asthma care services and supplies that prevent
disease exacerbations and unnecessary utilization of urgent care services. Itis an excellent guide
for detemining which asthma services ought to beared by health insurance plans and can be
downloaded via the following link:
http://asthmareginalcouncil.org/uploads/Asthma%20Management/Insurance_Check Sheet Em
ployers 2010.pdf

Theevidencbh ased national asthma guidelines, as
business cases and tools for promoting-edfgictive care, point the way to providingpre
effective asthma management. Together, we can improve the burden of this epiddritecat
the same time saving costs and reagcacial/ethnic disparitielsy ensuring that insurance
reimbursements and programs foster best practices in the clithe, @mmunity and in the
home.

This insurance gap analysis should prompt payers to review their payment policies, align
them with best practicesnprovetheir data collection to manage and promote care, and support
new forms of health care delivery Wit range of trained providerSince 2005,he Asthma
Regional Council and its partners have been working wdividual payersaround the region
who have alreadghosen t@xpand their reimbursement practices to better alignaeuitient
researclon improved asthma managemeiYith the advent of national and stdtased health
care and payment reform efforts which are encouraging prevesriemted care to improve
health outcomes and costs, this is an especially appropriate moment for additioealeavetir
innovation in addressing a chronic disease such as asthma, as part of the an overall shift in how
we deliver health care. Implementation of the Affordable Care Act will offer opportunities to
improvethe delivery of care for chronic iliness, angpexmentation with new approaches to
health care will be encouraged by the new Innovation Center @etfiters for Medicaid and
MedicareService CMS), established in November 2010.

ARC and its partnerare committed to supportiraur health care cahgues as we all
seekto improvethequality of care andhe quality of life for patients with asthma, while
reducing preventable costs.
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Figure 1

Cost-Effective Interventions
Asthma Education and Environmental Interventions

LOW INTENSITY FOR LOWER RISK PATIENTS

MODERATE INTENSITY FOR HIGHER RISK PATIENTS*

SETTING Group or Individual; Clinic or Phone-based (1+ visits)

STAFFING Examples include: Certified Asthma Educator, Registered
Nurse, Mid-level Practitioner, or Respiratory Therapist. All should be
well-trained in asthma care and education.

SETTING Individual; Home-based (1-5 visits)

STAFFING Examples include: Certified Asthma Educator; Mid-
level Practitioner, Nurse, Respiratory Therapist, Licensed Clinical
Social Worker or Health Educator (Medical Education);

Community Health Worker or Environmental Counselor
(Environmental intervention)

EDUCATION SERVICES SUPPLIES EDUCATION SERVICES SUPPLIES
Address asthma Smoking Peak flow meters; Same as low Same as low Same as low
physiology; medical, cessation and spacers; intensity intensity as well intensity and other
self-management (use referrals to other mattress/pillow as case environmental
of Asthma Action Plan),  specialists, covers management; trigger reduction
& control of programs & in-home supplies as needed
environmental triggers resources environmental (e.g. basic IPM

assessment; supplies, HEPA

professional IPM vacuums air

or cleaning filtration)

services if

indicated

*Some patients may benefit from highest intensity interventions not listed here. These include significant structural remediation (e.g.
waterproofing to repair significant leaks, carpet removal, new ventilation systems, removal of water damaged material). While these
interventions effectively reduce exposure to environmental triggers associated with asthma, there is no evidence of cost-effectiveness
when these interventions are compared to standard asthma interventions/treatments. However, these services should be considered in
exceptional circumstances where asthma remains out of control despite adherence to medication and provisionof environmental trigger
supplies and services.

From Alnvesting in Best Practices for Asthma: A Business Case,
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APPENDIX A

Survey Instrument

New England Health Insurers Asthi@average Survey
Asthma Regional Council of New England
June 2010

Section 1: COMPANY INFORMATION

1. What is the name of your company?
2. What is your name?
3. What is your title?

4. Please provide your contact information
Address
Email address
Phore number

5. Does your company have a presence in more than one New England state?
LT Wy2Q3> LINRPOSSR (2 jdzSadAz2y o

Yes

No

6. If your company has a presence in more than one New England state, please identify the states in
your New England service area

Connecticut

Massachusetts

Maine

New Hampshire

Rhode Island

Vermont

T® I NBE GKS O20SNI3IS 6SySFTFAla RAFTFSNByG Ay SFOK ai
Yes
No

8. If your company has a presence in more than one New Englandasidthecoverage benefits are
different in each state, please complete this survey based on information for the state with the greatest
number of members. Please indicate that statdow.

Connecticut Massachusetts Maine New Hampshire

Rhode Island Vermont
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9. Approximately whapercentage of your membership is on Medicaid?
None
Under 10%
10%24%
25%49%
Over 50%

10. Approximately what percentage of your membership is in the commercial market?
None
Under 10%
10%24%
25%49%
Over 50%

11. Povide an approximat@ercentageof your membership in the following racial/ethnic categories. If
you're unsure or cannot answer, please skip to the next question.

White (nonHispanic)

Black (norHispanic)

Hispanic/Latino

Asian/Pacific Islander

Other

12.The company reimburses health providers based on:
Feefor-Service
Capitation
Payfor-Performance
Other

13. In the box belowindicate theapproximate percentage of your membership which has been
diagnosed with asthma. If you do not know or cannot asms\pleasenrite 'no answerin the box below.

14. Does the company have an asthma registry?
Yes
No

15. Does the company stratify members with asthma by:
Risk
Severity
Control
Do not stratify
Other

31



Section 2: INOFFICE VISITS

16. Do you pafor a separate or extended patient asthma education visit thgarovided directly or
prescribed/referredoy a primary care provider?

Yes

No

Sometimes (please explain)

17. Do you reimburse for CPT Code 98960 (Education and training for patianageljement by a
gualified, nonphysician health care professional using a standardized curriculumtddaee with the
patient (could include caregiver/family) each 30 minutes)?

Yes

No

Sometimes (please explain)

18. Which CPT code(s) do you recognize?

19. What is the maximum number of individual asthma education visits eligible for reimbursement per
year?

Zero

1-3

4-6

More than 6

Unlimited

20. What is the maximum number of group asthma education sessions covered per year?
Zero
1-3
4-6
More than 6
Unlimited

21. Which types of nephysician providers are eligible for reimbursement for individual or group
asthma education sessions?

Mid-level practitioner

Registered nurse

Certified Asthma Educator (AB

Visiting Nurse

Respiratory Therapis

Licensed Social Worker

Chronic Disease Educator

All
None
Other
22. Which types of referrals or services for asthma are reimburseable?
Allergist Pulmonologist Respiratory Therapist School Nurse
Public Health Nurse Nutrition/Weight Loss Counsal None
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23. How many specialtgferrals can be reimbursed on the same day as an asthma office visit (e.g. the
company will reimburse for a visit with a certified asthma educataallergisimmediately following a
visit with a primary care physicigh)

None

One+

Other

Section 3: HOME ASSESSMENT

24. What types of asthma education services in the home are reimbursed?
Clinical asthma sethanagement
Environmental/trigger assessment of the home
None
Other

25. If you do reimburse for asthma seesgprovided in the homeyhich providers are eligible for
reimbursement for thoseervices?

Mid-level practitioner

Registered Nurse

Certified Asthma Educator (A

Respiratory Therapist

Licensed Social Worker

Community Health Worker

Sanitarian

Other

26. If deemed medically necessary by a provider, and a patient is in need of financial assistance, would
you provide, reimburse or pay directly for environmental supplies/services in the home to mitigate a
patient's known or suspected asthma triggers?

Yes

No

Other

27. For which specific, medicatipcessary, environmental supplies/services will you reimburse?
Mattress and pillow covers
Pest control supplies
Air conditioner
Vacuum cleaner
Air purifier
Professional pest control services
Profesional mold remediation
Professional cleaning services
All
None
Other
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Section 4: PHARMACOLOGICAL THERAPY (Equipment and Supplies)

28. Which medical equipment is covered by the company's asthma benefit package?
Aerochamber spacer
Micro-spacer
Pe& flow meter
Nebulizer compressor
Nebulizer disposable kit
Other

29. If prescribed, does the company's asthma benefit package pay for more than one piece of medical
equipment needed for more than one location such as home and work or school?

Yes

No

Section 5: PHARMACOLOGICAL THERAPY (Medications)

30. Which drug tier do fasdcting bronchodilator inhalers (e.g. rescue medications) fall under?
Tier 1
Tier 2
Tier 3

31. Which drug tier do inhaled corticosteriods (i.e. controller medications) fornesfall under?
Tier 1
Tier 2
Tier 3

32. Indicate what range the copays gernerally fall under for Tier 1 drugs.
$0-$24
$25$49
$50-$74
$75+

33. Indicate what range the copays generally fall under for Tier 2 drugs.
$0-$24
$25$49
$50$74
$75+

34. Indicate what range the copays generally fall under for Tier 3 drugs.
$0-$24
$25$49
$50$74
$75+

35. Does the company reimburse for two or more dispensings of the same medication (for home PLUS
work, school or second home)?
Yes No
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36. Does the copany reimburse for smoking cessation counseling?
Yes, individual counseling
Yes, group counseling
Yes, individual and group counseling
No

37. Does the company reimburse for smoking cessation medications?
Buproprin (Zybran or Wellbutrin)
Varenicline Chantix)

Inhaler

Nicotine Replacement Therapy (NRT)
Nasal spray

Nicotine patch (ovethe-counter)
Lozenge (ovethe-counter)

Gum (ovetthe-counter)

None

Other

Section 6: STAFFING

38. Does your company employ a certified asthma educator?
Yes
No

39. Dos your company employ a case manager for asthma patients?
Yes
No

40. Does your company employ another professional that works with patients with asthma? If yes,
please explain

Yes, please explain

No

Section 7: REFERRALS

41. Is spirometry reimbursed?
In office
Referred out of office
Neither

42. Is there a limit on the number of spirometry services allowed per year? If yes, please explain.
Yes
No

43. Is spirometry covered on the same day as an office visit?
Yes
No
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44. Which types of allerggsting are eligible for reimbursement?
RAST
Blood
None
Other

45. Does your company reimburse for immunotherapy for allergies?
Yes
No

Section 8: SPECIAL REIMBURSEMENTS

46. Does the company offer or reimburse falisease management program thatdrdsses asthma?
Yes
No

47. If yes, which of the following components does the program include?
Followup phone calls/referrals
Materials sent by mail
Individual counseling
Group counseling
Home visits
Not applicable
Other

48. Please provide aradditional comments below:

The electronic version of this survey can be found at
http://media.hria.org/survey/index.php?sid=42369&lang=en

We kindly ask that you complete the surveylioe after reviewing the hard copy above.
Thank you!
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APPENDIX B

Detailed Findings on Medication Tiering

Two of the MMCOs and one of the Medicaid FFS/PCC plans effectively had no tiering

of their asthma medications, and offered them to patientsastaf zero or one dollar

The remaining payers classified both their bronchodilators and inhaled corticosteroids as
either Tier 1 or a combination of Tier 2 andtBoughslightly more payers placed the
preventive corticosteroids in the higher tieMore specifically:

*Twel ve payers classified their bronchodil at .
payers classified them as either Tier 2 or 3.

*El even payers classified their inhaled cort:
and the remaining eleven payers classified them as either Tier 2 or 3.

Three of the six MMCOs classified bronchodilators as Tier 1, and one classified them as
Tier 2

Two of the six MMCOs classified inhaled corticosteroids as Tier 1, two classified them
as Tier2

The four MMCOs with tiered medications indicated that both Tier 1 and Tier 2 co
payments are in the lower cost range o£50

One of the five Medicaid FFS does not use a tier system. In this case, recipients have a
$1 copayment for approved prescribdrugs. All of the remaining four state Medicaid

FFS plans place bronchodilators and inhaled corticosteroid medications in Tier 1, which
for all of themrequires a cgpay ofless than $25.

Five commercials classify fastcting bronchodilators in Tier fgur in Tier 2, and five

put them in a mixture of Tiers 2 and 3.
Five commercials cl
them primarily in T
both Tiers 2and 3.

All commercial plan Tier 1 formularies are in the$4 copayment range, and most of
their Tier 2 formularies fall into the $2849 range. Most Tier 3 ggayments are in the
$25$74 range.

assify inhaled Acontrol
ier 2, and two companie
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APPENDIX C

Home-based Environmental Interventions: $ectrum of Intensity
Reference: Investing in Best Practices for Asthma: A Business Case
August 2010 Update
Hoppin, Stillman and Jacobs
www.asthmaregionalcouncil.org

Figure 2

Home -Based Environmental Interventions
Spectrum of Intensity
From Al nvesting in Best Practidatsed or Asth

Remediation Examples

Minor Moderate Major
Environmental assessment Pest mgmt. supplies and services New form of ventilation/heating
Pillow & mattress covers Cleaning kits Re-roofing
HEPA furnace filters, vacuums, & air Insulation
purifiers Removal of water damaged materials

The effectiveness of home-based multi-trigger, multi-component environmental interventions has been established. Examples of home-
based environmental interventions displayed above are arrayed along a spectrum of intensity as categorized by the CDC Task force in
their review of 12 studies that have evaluated costs. This is only one model of a spectrum of intervention intensityd individual
interventions can be grouped in a variety of ways and other effective interventions may be included, such as carpet removal. Gaps in
knowledge still remain as to the independent contributions of particular intervention components to the overall effectiveness of a multi-
faceted intervention.

Sources: (1) Nurmagambetov T, et al. Economic Evaluation of Home-Based Environmental Interventions to Reduce Asthma Morbidity. CDC presentation on EPA
Communities in Action for Asthma Friendly Environment, Economic Evaluation of Home-based Environmental Interventions webinar. December 2, 2009.
(2) CDC Task Force on Community Pr ev déastdMulitrigher, Multicanpanent Emirenmndntal dnte@emtionsr o |
Summary Evidence Tables--Ec onomi ¢ Revi e w htp:/wwivhacorhnatitygeide ary/asthma/supportingmaterials/SETEcon.pdf. Accessed
March 30, 2010.
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APPENDIX D

INSURANCE COVERAGE FOR ASTHMA

A Value and Quality Checklist for Purchasers of Health Care

This Checklist is a companion to “Asthma: A Business Case for Employers and Health Care
Purchasers,” which reviews cost-effective strategees for reducing the burden of asthma in emplovees.
The 2010 report is available at www.asthmaregonalcouncil.ong and www.sustainableproduction.org.

Health Insurance Coverage Can Reduce the Burden of Asthma

.“I..\IIIIIIIJ. |.ILI.II\J.|.':L: \.'IIIJ.II'il:u"i.'I.\ .|Inl 'i.'llll.ll.ll:l'l.'!."! .|J'.kn.'. H_l':lLPTil:I.n Ll.IllexL'.\:.LI.iJ:l' iI|Ti'Z‘I'|.‘||:rI: I.|.1i|_1' FOUTICS, L:'.I'!'.IIH
millions of adules snd children e mis work and schoel, have lowered prodectivity, amd use costly urgent
medical services. Yer there is gowml news abour wsthma: multple research stndies amd real-world programs
show thar high guality preventivn-oriented services are cost-cffoctive, improve health, and often reduce

wverdl costs associared with the discuse.

Insuffivient or unaffordable health voverage prevents many people with asthima from acoessing servives amd
supplics thar would keep their symproms under conmol. Porchasers of health care can help wverco
barricr. l"ﬂ_.' d\.‘.\igllillg benefits .1|.l].l|l.l].l|.i.1[|.'l1_.'. I\:Iu|::-|l.l_l'|.':"\. brokers or wther Lur e health cure E}IJZ’LIIJ!\.‘I:\ <dln i_:i‘.'n:

mie this

peuple with wima access o evidenoe-basad bost practices. When people with asthima scvess the elements of
best prautives approprisic fur their discase status, their aschma can be Ii.'ll.l'l.'IEIIT under conrol, and so cin the

vosts of deir care,

Insurance Coverage Checklist for Quality Asthma Care

This Chiecklise is intended o suppore employers aml other purchasers of healds care as they Jesign helth
benefits on bebalf of emplovees, Jr ficuse on cvideice-based progorive asthong care services and supplies shar
prevent diveqie exaoerlations awd we r-:.l"-an'f__fe'.l.'r crre serviver. The Checklist, i:I.LJLI.di:I.H the details in iralics,
reflects curment scienve on cost-cffective care, as roviewed Ll:.' the Mutional Asthma Eduwcation Prevention
Program (NAEPP) Expere Panel' and supplemented by reviews comducted by the Cenrers for Discase
Conrro] amd Prevencion (CDHCLY The Checklist also draws on the cXpericnoe wl programs arvumd the ULS.

that have rranslated rescarch inro practive,

The Checklist is I.IIF.IIJ'.EL'L! in four secrions, consistent with the four best practive clements tliar colnprisc
the "-‘-'il.ll\.'l:l-'-l.\.'\l:?l.'l.[l.'l_! asrluma ITEATIAC T guidc]'.:u:.\ sued by e NAEPEP {the NAEPP Guidelines):
(1) assessrnent anmd II|1|I|iTll:"iI|§": (2] LLllhl:?lL'IlL'll.\i""\.' |.lJa.1.I!l|..|a.'1l|.1|i:il. T||\.'I.1.|.I:I-". (3) educarivn for a |:r.1:"[:|.|.'ls||'.|:r
i .1.\[||I||.1 cdle] l:ii:l Lillll:l'ill. <-r' I.'|J'-'i|-\."'|I|JJL'|J|:.1I. F.u.l:llls .l.ll'd L-\."-:I.I.lll'l.li!l u.llnli[ill:u T||.1I: .IH:L'L[ JZ\EI:I.IIIJ..
Successfully conrolling asthuna roguires muli-facered inrerventivns tilored wothe individual. Thus, while
nut all |.u.'1||:r|\.' with asthma will nead all dhe services and !'I.'Il.ll.ll.ii.'.\ listed below, benefics ].I.I\.'kJ.H\.'! must be
structured to feclitate acoess to all four best prctive clements.

Cuverage I.ll\."'lil.i\."i fur medications and cyuipment should be consistent with Ll|.ui.|Ti'.\ e the MAEPP
Guidelines and can be found on the Matiena Hearr, l.'l.'llj;" and  Bloed  Imstituce's website:
hiepefforvwonhlbi.nib.govfyuidelines/findex hom.

' ULS. Daparman of Healh and Human Serdcs. Nadonal Hearl, Lung and Bleod Instiule. Nadoral Ashma Educalion and Presenticn Frogeam
Expert Panal Raport 3: Guidelnes for e Dagnoss and Menagamant of Asthea. 2007,

Ganars tor Diseasa Control and Frevenbon's Task Fomes on Community Pravantive Servces, Asthma Coninel; Home-based Mei-triggen
Bulti-component Envirmmental Intereeniions. Available ab: hitp:Nwerw. thecommunitpguide ongiasthma'mutfcompanent himl.
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1. Measures of Asthma Assessment and Monitoring

Diagnosing a patient’s asthma is only the first step in reducing symptoms, quality of life impairment, and potenially
life-threatening asthma attacks. Because discase severity and a patient’s responsiveness to treatments are highly variable
and may change over time, successful asthma management requires continuous monitoring and assessment. Thus, the fol-
lowing provider and diagnostic services as well as medical supplies should be covered benefits and sufficiently reimbursed:
M Clinician Office Visits for Proactive Monitoring;: at least once every six months, more as needed based on severity
[ Spirometry for Objective Lung Function Assessment
o Testing, as frequensly as needed, in laboratories or i a clivical sesving
o Evidence is growing regarding the wiility of exbaled nitrogen wxide for diagnesing and monitoring asthna symproms
[ Chest X Rays to exclude other diagnoses
¥ Equipment/Supplies: spacers, peak flow meters, nebulizer compressor/disposable kits as needed by patients
o Duplicate equipinent as wecessary for home, work aud school
[ Expedited Referrals to Allergist and Pulmonologist
o Sawe day services showld be covered
o Allergy skin tests, RAST or vther in vitro allergy resss

o Allergen immsnotherapy

] Influenza and Pneumococcal Immunizations

2. Comprehensive Pharmacologic Therapy

The two general classes of asthma medications are: {1} long-term control medica-
tions used to achieve and maintain control of persistent asthma and (2} quick-
reliet rescue medications used to treat acute symptoms. Asthma medications are
generally available only as brand name drugs, so they are expensive and do not
tend to fall into the Tier | (lowest copay) category. These high out-of-pocket
costs are a significant barrier for some patients to accessing the medications they
need to control their symptoms. To enable people with asthma to obrain appro-
priate and affordable medications, covered benefits should include:

1 Asthma Medications per NAEPP Guidelines

o Formularies showld be desigied so as to reduce or eliminare vus-of-pocker costs
Sfor essential drugs

M Multiple Prescriptions

0 Muleiple inhalers or other medications s patients can readily access them
when needed at schovl, ar work, andlor ar more than one hone
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