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CASE

A 5-year-old black boy was seen at the Allergy Clinic with a
history of “frequent wheezing.” He has had several wheezing ep-
isodes per year since infancy and has never been hospitalized. He
has been treated at the emergency room with nebulized albuterol
and prednisone at each visit. He has never been on a controller
medication. He has daily symptoms and cough with activity, and
uses an inhaled short-acting beta-agonist at least 2 times per week.
He had 2 episodes of nighttime symptoms last month. He does
not have a primary care provider and receives medical care through
the emergency room. He had a lapse in Medicaid coverage last
year, after he and his family were evicted from their apartment,
because their landlord did not pay the mortgage. He now lives in a
shelter apartment with his mother and older brother, located near
a major expressway. There is no second-hand tobacco smoke
exposure. He is unable to do spirometry and his serum specific-
IgE testing shows cat, cockroach, mouse, oak, and Alternaria
sensitization. His mother reports seeing mouse droppings and
cockroaches in the shelter hallway.

DISCUSSION: INCORPORATING SOCIAL CONTEXT
IN ASTHMA MANAGEMENT

Our patient’s struggle with asthma is a manifestation of the
marked racial and ethnic disparities that have been recognized for
decades, but sadly have persisted."” Understanding the contri-
bution of historical and social influences in the United States and
the opportunities for advocacy, health care reform, and medical
research will help not only address this patient’s needs but also
shrink racial and ethnic asthma disparities.””

Racism has shaped our medical evaluation and scientific
analysis of differences between racial and ethnic groups,” leading
to the incorrect view of race as a biologic construct while
excluding race as a social construct conceived out of a hierarchy
of systematic oppression of blacks.®® In fact, structural racism,
which is the integration of historically rooted and culturally
enforced discriminatory practices and policies into social, eco-
nomic, health care, criminal justice, and political systems,9 is a
major force behind health disparities.”'”'" Racial residential
segregation is an example of structural discrimination” and stems
from explicit discriminatory policies of mortgage lenders and
governmental agencies starting in the 1930s that promoted
segregation, often referred to as redlining.”'” This physical
separation has led to a concentration of resources and wealth in
white communities and concentration of poverty in black com-
munities.'” There is a growing literature examining health con-
sequences of racial residential segregation.”'”"” This economic
and social disadvantage results in reduced access to primary and
specialty care, particularly high-quality care, and disinvestment in
community health resources.” There is a higher concentration of
dilapidated housing, which is conducive to mice, cockroaches,
and fungi (“mold”), and minority communities also have higher
outdoor air pollution exposure and a greater likelihood of haz-
ardous waste exposure.'® Together these downstream effects on
health care access and quality and environment harm the health
of our minority patients.

The pharmacologic management of this patient’s asthma is
straightforward, but addressing his environmental, health care
access, and housing needs is complicated, but paramount,
because these social challenges are root causes of his uncontrolled
asthma. Although our patient needs guidelines-based asthma
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management, pharmacologic management should be paired with
tools to address his family’s social circumstances to address the
root causes of his uncontrolled asthma. Because the resources to
address our patient’s social needs are inadequate and fragmented,
ultimately systems-level change is required to ensure all such
patients have access to high-quality health care, appropriate
medications, and healthy housing.

In today’s health care landscape, clinicians can serve a critical
role in advocating for necessary change while delivering high-
quality asthma care to their patients.’” Specific recommenda-
tions for the management of patients such as the one discussed
here include the following:

1. Patient level

® Be aware—asking about a patient’s social challenges in a
culturally competent and sensitive manner.

o Offer health recommendations appropriate to patients” so-
cial contexts—for example, selection of medications to
minimize costs.'”

® Refer to a social worker, connect to social services, partic-
ularly those providing housing support and related services.

2. Practice level”

o Partner with local health department programs that offer
asthma home visits.”"’

e Institute social needs screening to identify and link patients
to social services, for example, community health workers
and social workers.

In addition, there are opportunities for clinicians to advocate
. . . 7
and support system-level change, including the following'":

o Advocate for expansion of state Medicaid managed care pro-
grams to screen for social needs and provide social services
referrals (CMS Health Accountable Communities Model)—
presently only in 31 states.””

e Encourage medical center and community partnerships using
existing resources; for example, medical legal partnership
formed with 2 Cincinnati Children’s Hospital Medical Center
primary care clinics led to the identification of a substandard
housing cluster.”>**

o Advocate for health care reform that guarantees access to
essential asthma medicines. For example, an American
Thoracic Society’s policy statement calls for the creation of an
independent, national entity to allow restructuring of the
pharmaceutical supply chain, with guaranteed availability of
essential asthma medicines on tier 1 formularies of all insur-
ance plans."®
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Case: Patient LJ

« 5 year old boy presented to the Allergy clinic with history of
“frequent wheezing.” Mom wants to know what she can do treat
and prevent his wheezing.

 Asthma history

» Several wheezing episodes per year since infancy treated at EDs with
nebulizers. Mom thinks he was given prednisone given each time.

e About 2 months prior to presentation, LJ had cough x 2 days that then
progressed to wheezing, and his mom did not have albuterol.

* Never been on controller medication
e No admissions



Patient LJ: Asthma Control Assessment

e Daily symptoms

e Cough with running/playing

 Albuterol 2-3x/week, when it is available

* Woke with symptoms 2x past month

 Last exacerbation 2 months ago (ED visit + oral CS)
* Never been on ICS or montelukast



Case: Patient LJ: PMHx

e Past Medical History
 Eczema
e Allergic rhinitis

 Family History: environmental allergies, asthma
 Surgical History: none

* Medications: none

 Allergies: NKDA



Patient LJ: Social/Environmental History

* No PCP, receives medical care mainly in ED

 Undomiciled in shelter apartment with mom and 8 yo brother
* No exposures to cigarette smoke in apartment

* Mouse droppings & roaches seen in hallway of shelter

» Shelter located 1 block from major expressway



Patient LJ: PE

* Gen: active, African-American little boy, coughing

« HEENT: normal TMs/pharynx, Allergic shiners, large inferior
turbinates

* Pulm: scattered mild expiratory wheezes, no retractions, no
tachypnea

» SKin: no eczema
« Unable to do spirometry



‘What should you do for LJ?




Classification of Asthma Severity

Components of (5-11 years of age)

Severity

beta,-agonist use for
symptom control (not

Persistent
Moderate Severe

Intermittent

Symptoms <2 days/week Daily
Nighttime

awakenings s2x/mont

Short-adting

* Preferred:

prevention of EIB)

irment (oo — Initiate ICS
normal activity
* Nomal FEV, e Alternative
exacerbations
Lung function o FEV, >80% o FEV, = >80% o FEV, = 60-80% o FEV, <60% e LTM
predicted predited predited predicted _
o FEV/FVC >85% o FEV,/FVC >80% o« FEV,/FVC = 75-80% o FEV,/FVC <75% * |ntermittent |
22ten s nte)
Bxacerbations ;
requiring oral . (o nsider severity and interval since last exacerbation.
sk systemic Frequency and severity may fluctuate over time for patients In any severity category.
corticosteraids Relative annual risk of exacerbations may be related to FEV,.
tecommended Step for Gow KSoption 103 option, o Sp 4
i ng therapy g o and consider short course of
oral systemic corticosteroids

(See figure 4-1b for

In 2-6 weeks, evaluate level of asthma control that s achieved, and adjust therapy

treatment steps.) accordingly.



mponents of Control

Symptoms

Nighttime
awakenings
Interference with normal
activity
Short-acting
beta,-agonist use

for symptom control
(not prevention of EIB)

rment

Lung function
« FEV, or peak flow

. FEV,/FVC

Classification of Asthma Control (5-11 years of age)

Well Not Well
Controlled Controlled Very Poorly Controlled
<2 days/week but not >2 days/week or
more than once on each multiple times on Throughout the day
day <2 days/week .
e Preferred:
<1x/month >2x/month >2x/week L.
Initiate ICS
None Some limitation ited
e Alternative
<2 days/week >2 days/week Several times per dg
e [TM
, ' , * |ntermittent
>80% predicted/ 60-80% predicted/ <60% predicted/
personal best personal best personal best
>80% 75-80% <75%

e —— 2l (s o)

oral systemic
corticosteroids

Consider severity and interval since last exacerbation

k Reduction in
S lung growth

Treatment-related
adverse effects

ecommended Action
for Treatment

Evaluation requires long-term followup.

Medication side effects can vary in intensity from none to very troublesome and worrisome.
The level of intensity does not correlate to specific levels of control but should be

considered in the overall assessment of risk.

e Step up at least Consider short course of oral
1 step and systemic corticosteroids,
« Reevaluate in * Step up 1-2 steps, and

* Maintain current step.
« Regular followup
every 1-6 months.

« Consider step down if 2-6 weeks. e Reevaluate in 2 weeks,
well controlled for at « For side effects: « For side effects, consider
least 3 months. consider alternative alternative treatment options.

treatment options.



Treatment Steps: 5-11 years

Persistent Asthma: Daily Medication

Intermittent
Rattre Consult with asthma specialist if step 4 care or higher is required.
Consider consultation at step 3.
Step
Step
Preferred:
Step 4 | |/referred: o dose |08
igh-dose
Preferred: SR S R e +LABA +oral
Step -ASA systemic
. S — Alternative: czrsticosleroid
Step Preferred. ICS + LABA '
EITHER: High-dose ICS + | | A/fernative:
Preferred: Alternative: either LTRA or _
Low-dose ICS + Theophyliine High-dose ICS +
Step Low-dose ICS either LABA, Medium-dose P either LTRA or
Alternative: e ICS + either Theophylline +
Preferred: PP, Theophyliine LTRA or oral systemic
molyn, . | |OR Theophylline corticosteroid
SABA PRN Nedocromil, or g
Theophylline g“‘"‘*’“‘

http://www.aaaai.org/conditions-and-treatments/treatments/drug-guide/inhaled-corticosteroids.aspx




Allergy Assessment

Allergen Specific IgE
(kU/L)

Cat 10.5
Do 0.5 o
S Sensitized to allergens at
Dust mite (Der f) <0.35
shelter
<3tckroach 18.9>
ouse 78.7
Oak pollen 1.2
Grass pollen <0.35
Ragweed <0.35

Alternaria 5.1



LJ has uncontrolled allergic
asthma, now what?

Why are LJ and his family in
this situation?




Iceberg” Framework to Understanding L

WHAT WE SEE” __

Health disparities in
Black communities

Differential/reduced access high quality
health care
Concentrated poverty
Less social cohesion
Lack of wealth

“Separate but not equal”
Jim Crow laws Redlining
Segregation work/school/eat
Ineffective Reconstruction era outcomes —

no land ownership, no wealth

Slavery

Implicit bias

Structural racism

Explicit bias
Structural racism
Explicit bias
Structural racism
Explicit bias

Structural racism

8% yveaAars

1900

246 yeors
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lceberg” Framework to Understanding L

WHAT WE SEE .. . L
i ;&é‘ « What we see clinically in our minority
"

patients, is a physical manifestation (in
form of disease) of our society’s historic
Injustices
« Historical injustices are perpetuated by
current structural factors
o Safety-net hospitals — understaffed, less
specialists
e Schools in minority communities with less
funding
* Research efforts emphasize pursuit of

biological reasons for racial differences in
health outcomes




tting at the Root Cause: Concentrated Poverty ar
Housing & Neighborhood Conditions

http://thepeopleschampion.me/baltimore-citys-dirty-secret-how-politicians-and-industry-
created-thousands-of-developmentally-disadvantaged-citizens-like-freddie-gray/



Jiscrimination/Stress & Asthma Morbidit

* Black Women’s Health Study, Chest 2014

 Participants in the highest quartile vs lowest quartile of reported racism, had a
higher incidence of adult onset asthma

e Thakur, Chest 2017

 Black youth who reported any perceived discrimination had 78% increased
greater odds of asthma and 97% increased odds worse asthma control

o Kopel, JACI 2017

e High caregiver stress scores associated with more asthma symptom days in
their urban school-aged children

 Zoratti, AJRCCM 1998

» Black patients had more asthma ED visit, less ICS prescriptions, more oral
steroid prescriptions, more admissions, less specialist visits compared to
White patients in the same managed care health plan



nplicit Bias in Physicians & Health Outcome:

» Societal attitudes or stereotypes that unconsciously affect our
individual understanding, actions and decisions

e Cause us to have attitudes about others based on age, gender,
race/ethnicity, weight, and appearance

* Under-recognized contributor to health disparities
* Few studies examining impact of bias on asthma management

e Systematic reviews show health care providers with pro-
White/anti-Black bias

 Implicit bias affects: clinical decision-making, treatment
recommendations, nonverbal communication
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~Public Health Programs in Boston

Breathe Easy at Home Boston Home Visit Collabora

 Clinicians refer Boston residents ¢ During a home visit, a CHW:
with asthma for a home inspection « Home assessment for asthma
by the Boston Inspectional triggers

Serv-lces Depar.tmen.t » Gives info, resources to reduce or
* ISD inspectors identify asthma eliminate them (including low cost
triggers in the home that asthma-friendly home supplies).

are violations of the . . .
Massachusetts Sanitary Code \ell\é?r:l:r?awrlrtzrtgr;e”r);]te%f;)elg;{]eaar:j

» enforce the state sanitary code for reviews asthma symptoms

housmg asthma medications and the
o work with property owners to address

these poor conditions. patient's AAP

http://www.bphc.org/whatwedo/healthy-homes-environment/asthma/Pages/Boston-Asthma-Home-Visit-Collaborative.aspx
https://www.boston.gov/departments/public-health-commission/breathe-easy-home




Medical-Legal Partnerships (MLP)

National Center for Medical “ Legal Partnershi

e Collaboration between health
care team and lawyers to
address social determinants
of health

Resource to find MLP locations

° LaWyer iS typica”y “in_ :E::lu::::tma::e:::::;:l:r':::::gacma‘l‘!eettlnlrchlkl‘sheanh.Iaskmrylamiunbomm
residence” at the health care e e e e
Settl ng :rﬁ?dmwﬁm?:wb:::rd::: :epressad,orhopelass? (‘: ::: :

. Qver the past 2 weeks, have you felt ttle interest or pleasure In doing things? C Yes (

* FOrmaI Screenlng prOCGSS Of Do you feel that you andior your children are unsafe in your relationships? — Yes

patlentS for. health_related would you ke to speak with a social worker or legal advocate in the clinic about these issues?  Yes
social and |ega| needs Cincinnati MLP found a cluster of referrals from a

housing complex with city code violations. Repairs
were completed in 71% (10) of the homes, out of 16.
36% (16/45) of the cases had asthma

Beck. Pediatrics 2012, vol 130.

e Communication with healthcare
partners

https://medical-legalpartnership.org/faqg/




Implicit Bias: Debiasing

 All of us have some level of implicit bias
» Take the Implicit Association Test (IAT)
* Project Implicit, https://implicit.harvard.edu/implicit/

e Trainings
 Local hospital/academic medical center — “cultural competency”

 AAMC
https://www.aamc.org/initiatives/diversity/322996/lablearningonunconsc
lousbias.html

e |HI
e http://www.ihi.org/communities/blogs/how-to-reduce-implicit-bias




Question: Patient LJ

What factor has NOT been shown to be associated with worse
health outcomes in Black patients with asthma?

A. Reduced access to high quality medical care

B. Self-reported racial discrimination

C. Living in an area with concentrated poverty

D. Genetic polymorphism causing severe asthma phenotype
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Conceptual Model: Structural Racism & Health Disparities

“Social Determinants of Health”

Education Access & Quality

Access to Quality Healthcare

Housing Affordability & Options In?u‘i‘?‘;lb]e
Structural ealt
Racism Outcomes by
it Opportunities (Healtlfgi(s:farities)

Neighborhood Context & Factors

Social Interactions & Relationships

Kozhimmanil. Disparities in Public Health lecture. Feb 26, 2016
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