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Purpose

Inspiring Health Advances in Lung Care (INHALE) is a
collaborative quality initiative, in partnership with Blue Cross
Blue Shield of Michigan, that aims to engage and empower
Physician Organizations across the state to improve patient
outcomes, address inequities in care, and promote high-
value health care for children and adults with asthma and

adults with chronic obstructive pulmonary disease (COPD).

Our vision is a world where anyone can breathe deeply
and live fully.

Inspiring Health Advances in Lung Care
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Njira Lugogo, MD Michael Sjoding, MD Courtney Oliver, MSc
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Why Focus on
Asthma &
COPD




Prevalence of Asthma in Michigan- Age

e Based on 2018 CDC data:
* 11.2% of Michigan adults have asthma.
* Michigan ranks seventh in the nation overall for asthma prevalence.
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Trends in Asthma Prevalence in Michigan

Lifetime Adult Asthma
U.S. vs. Michigan, 2008-2017
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Women have a higher prevalence of current asthma (14.6% vs 7.0%)

Black, non Hispanic adults have a higher prevalence of current asthma
(15.3% vs 10.3% BRFFS Survey 2017
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Prevalence of Asthma in Michigan—
Adult Hospitalizations

Age-Adjusted Rates =t (per 10,000) of Asthma
Hospitalizations Among Adults (Aged 18+) =+
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Prevalence of Asthma in Michigan—
Child Hospitalizations

e-Adjusted Rates ** (per 10,000) of Asthma

pitalizations Among Children (Aged <18) =4
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Prevalence of Asthma in Michigan—
Mortality

T Age-Adjusted Rates ** (per 10,000)
L of Asthma Mortality =4
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Prevalence of COPD in Michigan

COPD by Race and Gender
Michigan, 2017

Table 2. Prevalence of COPD among Michigan Adults
by Selected Chronic Conditions and Health Behaviors,

= Total
—— — ——————— ———— — - —— ' Male
' Female
White, non-Hispanic Black, non-Hispanic
BRFFS Survey 2017

2011 Michigan BRFS
%o 95% CI

Total 8.0 (1.3-8.7)
Current Asthma

Yes 28.1 (24.4-32.3)

No 5.7 5.1-6.4
Ever Told Diabetes

Yes 14.7 (12.3-11.5)

No 7.2 (6.5-8.0)
Ever Told Cardiovascular Disease

Yes 22.9 (19.7-26.4)

No 6.4 (8.7-1.1)
Ever Told Cancer

Yes 14.3 (12.1-16.8)

No 7.2 (6.4-1.9)
Ever Told Arthritis

Yes 15.2 (13.6-16.9)

No 4.8 (4.1-5.5)
Cigarette Smoking

Current 14.8 (12.7-17.2)

Former 10.9 (9.6-12.4)

Never 3.3 (2.8-4.0)
Secondhand Smoke Exposure

Yes 12.7 (10.1-15.8)

No 6.6 (5.6-1.8)

Fussman C, Wahl R, LyonCallo S. Chronic Obstructive Pulmonary Disease (COPD) Among
Michigan Adults. Michigan BRFSS Surveillance Brief. Vol. 7, No. 2. and Genomics Division,
Surveillance and Program Evaluation Section, Chronic Disease Epidemiology Unit, April 2013.
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Why Focus on Asthma and COPD in
Tandem?

® Both are frequently misdiagnosed

®  Common risk factors for poor outcomes
* Environmental exposures
* Tobacco use

* Recurrent exacerbations that result in
accelerated lung function decline

" Inappropriate management
* QOral corticosteroid overuse

* Short acting beta agonist overuse (SABA) over
reliance

* Lack of appropriate phenotyping/no precision
medicine approaches

* Poor asthma/COPD control and lack of
adherence to guidelines

(& INHALE



The Economic Burden

The high prevalence rates results in significant
economic burden to the State in terms of
healthcare costs due to:

* ED visits

* Hospitalizations

e Readmissions

* Loss of productivity per year due to

missed days at work and school

The economic burden of asthma in the United
States is estimated at more than $80 billion per
year.

The economic burden of asthma in Michigan is
estimated at ~$3 billion per year.

Tursynbek Nurmagambetov, Olgia KhanOU Lowse Murphy & Diane
Orenstein (2017I) State-level medical and absenteeism cos sthma in the United
States, Journal of Asthma, 54:4, 357-370, DOI: 10. 1080/02770903 2016 1218013
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How is INHALE Partnering with Physician
Organizations?

Physician Organizations:

* 15 PO’s Enrolled for Year 1

* They will recruit practices
* Specialty:
* Pediatric Pulmonary
* Adult Pulmonary
* Allergy
* Primary Care Providers
* Adult/Family/Pediatrics

 Share clinical data through MIHIN

* Have access to a Clinical Dashboard:

* PO level data
* Practice level data
* Patient level data
* Commitment to sharing best-

practices and help shape future
work- committees etc.

INHALE:

e Guideline-based: GINA 2022
focused

* Educational opportunities:

* Learning management platform
* Repository for educational materials
* Training modules

* Specialists commit to help train
primary care

* Development of educational
materials

* Data analysis
* Quality Improvement guidance

* Monetary support and incentives
through BCBSM (VBR).
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Key Stakeholder Engagement

( )
Community :
Partners o5 phils
.
( )
MDHHS Allergists &
Pulmonologists
. J
r A N
Lung Care
Physicians Stakeholders in
Organizations Partnership with
BCBSM
" y, y,
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Ql Approach Process

Through Consensus Building...

Identify the Increase Improve quality of
prevalence of compliance with care based on
uncontrolled guideline adherence to

asthma and COPD recommended guidelines
in the state of assessments of
Michigan control

EN

Increase
knowledge of
phenotypic
characteristics of
asthma and COPD

Increase tobacco
cessation
counseling and
interventions

(In collaboration
with MBOM)

\_

J
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Overarching
Goals




CQl Targets in Asthma and COPD

Participating health i .
systams; RPO, S Howisconrol S How s risk defined
practices and i i o ( and why does it

providers matter?

_ Risk.
Stratification

Determine current
and future risk
with a focus on

acute events

Patients, caregivers AT e N " Whatis an \
and patient ethim ] (attack? Should | care
representatives & ontolis? | ) ~  about these?

&
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Goal 1:Improve Accurate Diagnosis of
Asthma and COPD

Lung function measures and
markers of inflammation are
essential hallmarks of disease
severity and precision medicine
approaches to care.

Targets:
= Increase utilization of spirometry
for the diagnosis of Asthma and

COPD.

= Increase utilization of IgE and
eosinophil testing in both Asthma
and COPD.

GLOBAL STRATEGY FOR
ASTHMA MANAGEMENT AND PREVENTION

Updated 2021

© 2021 Global Initiative for Asthma

.II P I N I I‘ \ L E
/4
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Goal 2: Prioritize Consistent Documentation and
Understanding of Disease Control Measures

Both clinicians and patients have a
poor understanding of whether a

given patients disease is controlled.

Target:
Increase utilization of validated patient

reported outcomes for both Asthma
and COPD.

« ACT

« AIRQ
o CAT

* mMMRC

Childhood Asthma Control Test for children 4 to 11 years.
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Goal 3: Prioritize Consistent
Documentation of Risk

Risk stratification is inconsistently
erformed, and exacerbation
requency is underestimated

Targets:

Documentation of exacerbations
requiring systemic steroids,
ER/urgent care visits and
hospitalizations should occur at
each visit coded as Asthma or
COPD.

Development of EMR and claims-
based exacerbation definitions to
assist with automated risk
stratification.

Exacerbations will be redefined as

high-risk events where urgent action

is required to mitigate future
exacerbations.

Asthma Deaths/10,000
patlem-years

=
<

(=]
[=]
L

0.0 4 v
0 1 2 3 4 5 6 7

Canisters of SABA Per Month/20,000 ug'

Mortality risk escalates rapidly when
>1-2 SABA canisters

are used per month'!
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Goal 4: Enable the Identification of
SABA Overuse

SABA overuse and over reliance
is a common problem and
increased SABA use is associated
with increased exacerbations
and poor outcomes

Targets:
= Use claims data to develop reports
on SABA prescription fill rates and
track these over time.

= Remote patient monitoring (RPM)
will be used to track adherence
and device technique in order to
better predict exacerbations.

=  Promote documentation of SABA
use in the EMR.

= Clinicians and patients will be
educated on SABA overuse and
risks with acFoaI of reducing
overuse and associated poor
outcomes.

23 canisters/year
(average 1.6 puffs/day)
is associated with doubled risk of ED visit

=p==Children == Adults

6.0
..

50 /
40

30

Adljusted Odds Ratio

0.0

1 2 3 4 5 »=h
Number of SABA canisters

Nwaru et al, ERJ 2021 (n=365,324)
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Goal 5: Mitigation of
Oral Corticosteroid Overuse

Oral corticosteroids are frequently
prescribed for asthma and COPD

Targets:
= Promote documentation and
tracking of oral corticosteroid
tapers in the preceding 12 months.

= Develop tool that translates
prescription fills into mg of steroids
which can be entered into a
toxicity indicator.

= Develop patient and provider
education materials on OCS toxicity

= Screening tools for evidence of OCS
toxicity

W& INHALE



Why is OCS
Overuse Bad?

Cumulative LIFETIME dose of 1 gram of OCS
significantly increases the risk of adverse outcomes:

4 courses of OCS is equivalent tol gram

e Cerebrovascular accident

e Heart Failure

e Myocardial Infarction

e Cardio-cerebrovascular disease

e Type 2 Diabetes

e Cataracts and Glaucoma

* Osteoporosis diagnosis/Fractures
e Pneumonia

Sleep Apnea
e Depression

Peptic Ulcer

Renal Impairment

(J& INHALE




Approaches to Address OCS Overuse

Address modifiable risk factors, comorbidities
and overdiagnosis

Optimise other asthma therapies
Refer appropriate patients in a timely manner
Utilise OCS-sparing therapies

Use in accordance with latest guidelines
Use lowest dose possible and taper as soon as possible

OCS stewardship2* Monitor use and adverse effects closely

Educate patients and physicians on risks when reducing
OCS, especially Al

Al, adrenal insufficiency; OCS, oral corticosteroid(s)

1. The Global Initiative for Asthma. Pocket Guide for Asthma Management and Prevention 2019. Available from: https://ginasthma.org/wp-
content/uploads/2019/04/GINA-2019-main-Pocket-Guide-wms.pdf (Accessed 15 April 2019); 2. Price D, et al. J Asthma Allergy 2017;10:209-223;
3. Volmer T, et al. Eur Respir J 2018;52:pii: 1800703; 4. Oral Corticosteroid Stewardship Statement. November 2018. Available from:

https://foundation.chestnet.org/oral-corticosteroids-stewardship-statement/ (Accessed 22 March 2019)
(W& INHALE



Goal 6: Patient
education and
empowerment

=

Patients are unaware of what good
asthma and COPD control is and how
to reduce risks and avoid OCS

Targets:
Develop materials and social media
campaigns to educate providers and
patients on:

* SABA overuse and risks

e QOral steroids overuse and
education around toxicity

* What good asthma/COPD control
look like.

@& INHALE



INITIAL KEY CLINICAL AREAS OF FOCUS
Claims data information for:

SPIROMETRY INHALER EDUCATION HOSPITALIZATION, ED, UC
Appropriate use of spirometry as a Education for both providers and Identification of patients that
tool to accurately diagnose both patients on inhaler use through require hospitalization, an ED visit,
Asthma and COPD. our learning platform; utilization or UC visit due to poorly controlled
of the CPT code 94664 for inhaler asthma or COPD.
education.

4
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* |dentify patients at high risk for poor
outcomes that can be targeted for specific
interventions.

* |dentify patients who are misdiagnosed who
are likely getting suboptimal treatment.

* Use best practices in algorithmic
development and validation with careful
attention paid to risks of bias.

* Dissect racial bias in an algorithm used to
manage the health of populations.

d a ta S Cl e n C e https://science.sciencemag.org/content/366/6464/447
and machine-
learning

Leveraging

& INHALE
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How we can join
forces to improve care

Physician Organizations
* Year 1 participants
* Future recruitment

Professional Organizations

Providers

Patient advocates/community health
workers

* |nsurers




Contact Information:

Courtney Oliver
INHALE

Program Manager @ X
contact@inhalecqi.org q
Karla Stoermer Grossman I N I IA L E

INHALE
Clinical Site Coordinator

kstoerme@umich.edu
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