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The Patient-Centered Outcomes Research Institute is funding 8
comparative effectiveness research projects to improve patient-
centered outcomes for African American and Hispanic/Latino
patients with uncontrolled asthma. These projects aim to compare
multilevel interventions with known efficacy at the community,
home, and health system levels to enhance patient and clinician
uptake of the National Heart, Lung, andBlood Institute’s National
Asthma Education Prevention Program guidelines and improve
outcomes. The National Asthma Education Prevention Program
guidelinesprovide clinicianswitha range of acceptable approaches
for the diagnosis and management of asthma and define general
practices that meet the needs of most patients. Yet disparities in
asthma care and outcomes remain pervasive for African
Americans and Hispanics/Latinos. The National Heart, Lung, and
Blood Institute AsthmaNet consortium has identified several top
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research priorities for pediatric and adult populations, including a
recommendation to examine tailored approaches based on race/
ethnicity. In addition, the guidelines emphasize the need for studies
that focus onmulticomponent interventions recognizing that single
interventions are generally ineffective. This article will describe
thePatient-CenteredOutcomesResearchInstitute–fundedasthma
projects and how they are individually and collectively addressing
evidence gaps in asthma care by focusing on multicomponent and
tailored approaches for improving outcomes and reducing
disparities for African American and Hispanic/Latino patients. (J
Allergy Clin Immunol 2016;138:1503-10.)

Key words: Asthma, Patient-Centered Outcomes Research Institute,
comparative effectiveness research, African American, Hispanic/
Latino, National Asthma Education and Prevention Program
guidelines

Discuss this article on the JACI Journal Club blog: www.jaci-
online.blogspot.com.

In June 2013, the Patient-Centered Outcomes Research
Institute (PCORI) released a funding announcement entitled,
‘‘Treatment options for African Americans andHispanics/Latinos
with uncontrolled asthma,’’ with the goal of supporting compar-
ative effectiveness research (CER) to improve patient-centered
outcomes among African American and Hispanic/Latino patients
with asthma. The funding announcement specifically stated that
PCORI was interested in supporting
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Abbreviations used
CER: C
omparative effectiveness research
CHICAGO: C
oordinated Healthcare Interventions for Childhood

Asthma Gaps in Outcomes
CHW: C
ommunity health worker
ED: E
mergency department
EHR: E
lectronic health record
GINA: G
lobal Initiative for Asthma
ICS: In
haled corticosteroid
IT: In
formation technology
NAEPP: N
ational Asthma Education Prevention Program
NHLBI: N
ational Heart, Lung, and Blood Institute
PCORI: P
atient-Centered Outcomes Research Institute
‘‘.studies that focus on reducing adverse outcomes due to
poorly controlled asthma in African-American and Hispan-
ic/Latino individuals, populations, and subgroups. More
specifically, we seek CER that tests interventions to
improve clinician and patient adherence to guidelines pro-
duced by the National Asthma Education and Prevention
Program (NAEPP) of the National Heart, Lung, and Blood
Institute (NHLBI). PCORI’s goal is to fund CER to identify
optimal strategies for leveraging the NAEPP evidence-
based guidelines to achieve equitable outcomes in asthma
care. Studies that assess methods to improve adherence to
these evidence-based guidelines coupled with interven-
tions that are tailored to the needs of specific individuals
and populations are of particular interest. Recognizing
that the guidelines require a multidimensional approach
to patient care, we are interested in studies that incorporate
interventions at the community, home, and health system
levels and that assess combinations of patient-education
tools, home-environment interventions, asthma medica-
tions, and team-based approaches.’’1

In 2014, asthma affected nearly 24 million Americans and
disproportionately affected racial and ethnic minorities.2 Asthma
is more prevalent and severe among African Americans and His-
panics/Latinos, particularly Puerto Ricans, compared with their
white counterparts. The burden of asthma in African Americans
and Hispanics/Latinos is accompanied by poor health outcomes
and quality of life and high rates of emergency department
(ED) visits and hospitalizations. Almost 4 million African Amer-
icans (approximately 10%) have asthma.2 Hispanic/Latino popu-
lations are also disproportionately affected; 3.65 million US
Hispanics/Latinos (approximately 7%) have asthma.2 African
Americans and Hispanic/Latino children have a greater chance
of dying from asthma compared with non-Hispanic/Latinowhites.
In 2014, the asthma-related death rate for African Americans was
almost 3 times that of whites.2 From 2012-2014, for Hispanic/
Latino children, the asthma-related death rate was 2 times that of
whites.3 Finally, African American and Hispanic/Latino patients
are less likely than their white counterparts to receive guideline-
based treatment in accordance with the NAEPP guidelines, which
have been available for over 20 years.4 These guidelines provide
clinicians with a range of acceptable evidence-based approaches
for the diagnosis and management of asthma and define general
practices that meet the needs of most patients.5 However, dispar-
ities in asthma care and outcomes remain pervasive.6
To address evidence gaps, PCORI is supporting 8 projects that
test multicomponent interventions at the community, home, and
health system levels to facilitate patient and clinician uptake of
the NAEPP guidelines. We describe the projects and how they are
addressing evidence gaps in asthma care for African Americans
and Hispanics/Latinos.

EVIDENCE GAPS IN ADHERENCE TO THE NAEPP

GUIDELINES
Although research shows that adherence to guideline-based care

can improve asthma symptoms and outcomes, its use is lacking.
Guideline-based care can facilitate improvements in processes and
outcomes, but if not tailored to the needs of patients, it is often
ineffective. Generally, it tends toward efforts to promote consis-
tency and standardization of clinical decisions based on scientific
evidence to improve the quality of care patients receive. However,
a single standard of care will likely not work universally for all
groups. On the other hand, patient-centered care promotes a level
of individualized care that one could argue might lead to greater
variability.7 Striving for balance of both elements is important.

To this end, the PCORI-funded studies have designed tailored
interventions that are geared to enhance guideline-based care.
Some of the core questions that these studies seek to address focus
on how interventions can be tailored and adapted to foster patient
and clinician uptake of guideline-based care and facilitate patient
participation in making health care decisions.8 These elements
align with PCORI’s mission to understand what works best, for
whom, and under what circumstances; to address important evi-
dence gaps to inform practice; and to ensure engagement of pa-
tients, caregivers, and other stakeholders (eg, clinicians, payers,
and health systems) in all the studies it funds.

Adherence to guideline-based care is challenging for multiple
reasons.9-13 Clinicians are often not aware of the guidelines, and
when they are, many express doubt about their effectiveness.
Clinicians have also expressed lack of confidence in the ability
of patients to implement their recommendations. These factors,
coupled with clinical inertia, general practice barriers, and time
constraints, make adherence to guidelines challenging.14,15

Patient factors also influence adherence, particularly for
populations at risk for experiencing disparities in care. Both
community and individual dynamics, such as poverty, environ-
mental stressors, language barriers, health literacy and numeracy,
and other socioeconomic circumstances, play a role.16 Patient
preferences, lack of access to appropriate care, and poor adher-
ence to asthma medications and preventive treatments contribute
to increased asthma symptoms and exacerbations, leading to poor
outcomes.17-19

The NAEPP guidelines emphasize multilevel, multicomponent
interventions for improving asthma outcomes. These approaches
include patient and clinician education, systems-based tactics,
such as use of electronic health records (EHRs), and community-
and home-based interventions to address potential environmental
triggers. For example, the guidelines specifically indicate that
patient education should occur in a range of settings, such as
clinics, EDs, hospitals, schools, and homes. However, only 60%
of patients with asthma receive education on how to recognize
symptoms, and less than 35% of patients report having an Asthma
Action Plan.20 Additionally, the guidelines stress controlling
environmental factors that can cause asthma exacerbations (eg,
mold, house dust mite, cockroach, animal dander, or secretory



TABLE I. Characteristics of PCORI-funded asthma CER studies*

Study

reference

letter Project title

Principal investigator

and organization Comparators Population

Study design

and sample size

A Using IT to Improve Access,

Communication and Asthma in

African American and Hispanic/

Latino Adults

Andrea Apter,

MD, MSc, MA

University of

Pennsylvania

Compares patient portal

Web-based communication tool of

the EHR with and without in-home

CHW-led patient training

d African

Americans,

Hispanics/

Latinos

d >_18 y

d Two-arm RCT

d n 5 300

B Imperial County Asthma Comparative

Effectiveness Research Project

John Elder, MPH, PhD

San Diego State

University

Research

Foundation

Compares a family and clinic

intervention nested within a

community intervention

Family intervention includes CHW

home visits; clinic intervention

includes provider training and

changes to EHR; and community

intervention includes school flag

program and health communication

campaign.

d Hispanics/

Latinos

d 6-17 y

d 2 3 2

factorial RCT

d n 5 400

C Clinic-Based vs. Home-Based Support

to Improve Care and Outcomes for

Older Asthmatics

Alex Federman, MD

Icahn School of

Medicine at

Mount Sinai

Compares clinic-based support by an

asthma care coach, home-based

self-management by CHW, and

usual care

d African

Americans,

Hispanics/

Latinos

d >_60 y

d Three-arm

RCT

d n 5 450

D The Houston Home-based Integrated

Intervention Targeting Better

Asthma Control (HIITBAC) for

African Americans

Winifred Hamilton,

MS, PhD

Baylor College of

Medicine

Compares enhanced clinic care to a

CHW home-based asthma control

and environmental intervention

d African

Americans

d >_18 y

d Two-arm RCT

d n 5 300

E The Coordinated Healthcare

Interventions for Childhood Asthma

Gaps in Outcomes (CHICAGO)

Trial

Jerry Krishnan,

MD, PhD

University of Illinois

at Chicago

Compares enhanced ED discharge

intervention, enhanced ED

discharge intervention combined

with a CHW home visit

intervention, and usual care

d African

Americans,

Hispanics/

Latinos

d 5-11 y

d Three-arm

RCT

d n 5 640

F Guidelines to Practice (G2P):

Reducing Asthma Health

Disparities through Guideline

Implementation

James Stout, MD, MPH

Seattle–King County

Public Health

Department

Compares enhanced clinic care and

CHW home visits nested within a

health plan and provider education

intervention, where patients receive

case management and providers

receive guideline-based education

d African

Americans,

Hispanics/

Latinos

d 5-75 y

d 2 3 2 factorial

RCT

d n 5 550

G Preference and Effectiveness of

Symptom-Based Adjustment of

Inhaled Corticosteroid Therapy in

African American Children

Kaharu Sumino,

MD, MPH

Washington

University in

St Louis

Compares symptom-based adjustment

of ICSs where parent/patient

controls medication use based on

daily symptoms to guideline-based

adjustment of ICSs

d African

Americans

d 6-17 y

d Two-arm RCT

d n 5 200

H Improving Asthma Outcomes Through

Stress Management

Stephen J. Teach,

MD, MPH

Children’s Research

Institute

Compares IMPACT DC,21 a

Washington, DC–based asthma

program for urban youth who

frequently visit the ED to IMPACT

DC and a parental stress

management intervention

d African

Americans

d 4-12 y

d Two-arm RCT

d n 5 250

IMPACT DC, Improving Pediatric Asthma Care in the District of Columbia; IT, information technology; RCT, randomized controlled trial.

*Study information obtained from applications. Study abstracts are available at www.pcori.org/research-results-home.
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products), yet among children and caregivers, only half received
information regarding home, school, or work triggers.5,20
PATIENT-CENTERED ASTHMA STUDIES TO

IMPROVE PATIENT AND CLINICIAN ADHERENCE

TO THE NAEPP GUIDELINES
The PCORI studies are randomized controlled trials comparing

interventions with proved efficacy. Table I21 provides the titles,
comparators, populations, and design elements of each study,
showing the similarities and differences in the interventions being
tested. All focus on improving patient and provider adherence to
the NAEEP guidelines. All are comparative effectiveness trials
that compare 2 or more evidence-based interventions. Some trials
compare an active intervention with usual care (usual care is spe-
cifically defined and measured). The studies emphasize patient-
centered and patient-reported outcomes, such as asthma-related
quality of life, symptom-free days, and missed work or school
days. Clinical outcomes include inhaled corticosteroid (ICS)
adherence, lung function, and exacerbations. Asthma control is
a key outcome monitored in each study because it is emphasized
by the NAEPP guidelines for assessment of asthma severity and

http://www.pcori.org/research-results-home


TABLE II. Alignment of study interventions to the NAEPP guidelines

Study

reference

letter Study title

Asthma assessment

and monitoring

Education for a partnership

in care: Clinician education

Assessing and

monitoring asthma

severity, control,

and responsiveness Clinical behaviors

System and

clinical decision

supports

A Using IT to Improve Access, Communication and Asthma in African

American and Hispanic/Latino Adults

X

B Imperial County Asthma Comparative Effectiveness Research Project X X X

C Clinic-Based vs. Home-Based Support to Improve Care and Outcomes

for Older Asthmatics

X X

D The Houston Home-based Integrated Intervention Targeting Better

Asthma Control (HIIT-BAC) for African Americans

X X X

E The Coordinated Healthcare Interventions for Childhood Asthma Gaps

in Outcomes (CHICAGO) Trial

X X

F Guidelines to Practice (G2P): Reducing Asthma Health Disparities

through Guideline Implementation

X X X

G Preference and Effectiveness of Symptom-Based Adjustment of

Inhaled Corticosteroid Therapy in African American Children

X

H Improving Asthma Outcomes Through Stress Management X

IT, Information technology.
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overall quality of life. If the patient’s asthma is controlled, they
should have few nighttime awakenings, missed school or work,
limitations in physical activities, ED visits, and hospital stays.22,23

Interventions to improve adherence to NAEPP

guidelines
Interventions align with approaches and strategies recommen-

ded in the NAEPP guidelines and take place in the home, school,
or health care setting. They focus on clinician-, patient/caregiver-,
and system-level interventions and medication use, incorporating
approaches tailored to the target populations. Table II shows the
major categories and subcategories of the guidelines the studies
are designed to explore. Fig 1 shows how these funded studies
address the goal of reducing asthma disparities.

Interventions focused on clinician education
Interventions geared to improving clinician adherence to the

guidelines incorporate individual education of doctors, nurses, and
others in the clinic (Table II, study reference letters B and D-F).
Educating clinicians can promote or reinforce provision of appro-
priate asthma care by influencing knowledge and attitudes, as well
as reducing other practice barriers to implementing the guide-
lines.7 A good example is the Guidelines to Practice (G2P):
Reducing Asthma Health Disparities through Guideline Imple-
mentation study. This study provides education and skills training
for clinicians as one component of the intervention. All clinicians
receive training using the Provider AsthmaCare Education curric-
ulum, an effective programdistributed by theNHLBI developed to
improve treatment of asthma.24,25A subset of clinicians participate
in small-group case-based learning to review the guidelines. They
receive training grounded in patient-centered approaches to help
improve asthma outcomes, such as building skills to diagnose
and monitor asthma, conducting motivational interviews, and
participating in shared decision making. If these strategies are
effective, they can be disseminated to improve outcomes and
reduce disparities.
Interventions focused on system and clinical

decision supports
However, by itself, clinician education might not be enough to

improve adherence to guidelines. Knowledge on asthma assess-
ments and treatments is beneficial, but tools to support behavior
change are often more critical. As such, system and clinical
decision supports that prompt guideline-based care and address
the organization and delivery of asthma care are intervention
components being tested by several of the funded studies (Table
II, study reference letters B-D and F).7 These and other tools
(eg, audit and feedback, modification to notes, care plans, and or-
ders) that follow recommended care can help to bridge knowledge
and changes in behavior that can reduce asthma-related ED visits
and inpatient admissions and improve the provision of patient ed-
ucation and asthma action plans.26-30 The Imperial County
Asthma Comparative Effectiveness Research Project is testing
the effectiveness of system-level changes to support clinicians.
More specifically, these changes include modifications to staffing
and workflow with the addition of asthma educators/case man-
agers in the clinic who support the asthma care team and allowing
for documentation of referrals and results of these interactions.
The new system will also include asthma care templates that can
be tailored to the patients’ needs and that provide prompts to sup-
port clinician decision making, sharing of educational messages,
treatments, and behavioral recommendations for the family.
Patient education in the clinic and ED
The studies recognize that involving patients and facilitating

their ability to work in partnership with clinicians is key to
improving outcomes. The studies focus on patient education
tailored to meet the needs of the individual by respecting their
cultural beliefs and integrating components that incorporate a
focus on health literacy and asthma knowledge.

In all of the studies, patient education occurs in the clinic or ED
as part of the clinical encounter, presenting an opportunity to



Education for a partnership

in care: Patient education Control of environmental factors Medications

Self-management

education in clinic/

office/ED/hospital

Self-management

education with

home-based

interventions

Tools for

self-management:

Asthma action plan

Tailoring

education to

needs of

individual patient

Inhalant allergens

and irritants

Long-term and

quick-relief

medications

X X X X

X X X X X

X X X X X

X X X X X

X X X X X

X X X X X

X X X X

X X X X
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build patient-clinician rapport, provide education to patients, and
discuss and agree to a treatment plan (Table II, study reference let-
ters A-H).

The Houston Home-based Integrated Intervention Targeting
Better Asthma Control (HITTBAC) for African Americans study
includes an enhanced clinic component in which clinicians take a
detailed history of patients’ environmental health, which is
recorded in the EHR. They provide patients with a tailored
education program focused on self-management, avoidance of
asthma triggers, and review of asthma action plans.

The Clinic-Based vs. Home-Based Support to Improve Care
and Outcomes for Older Asthmatics study involves in-clinic
asthma care coaches who provide care coordination and intense
self-management support to address barriers, discuss medication
adherence and inhaler techniques, provide patient education, and
review asthma action plans.31

Another study, the Coordinated Healthcare Interventions for
Childhood Asthma Gaps in Outcomes (CHICAGO) Trial, pro-
vides patient education in the ED using a tool called the
CHICAGO Action Plan after emergency department discharge
(CAPE). This tool is used at discharge from the ED to share
written information with patients about medication use, symptom
recognition, and trigger recognition in an attempt to help facilitate
self-management.32

Patient education in the home: Use of community

health workers
Patient education that takes place in the home over a period of

time has the ability to address individual needs where patients live
and reinforce lessons learned, a very patient-centered approach.
The 3 aforementioned studies and the earlier described studies,
Guidelines to Practice (G2P): Reducing Asthma Health Dispar-
ities through Guideline Implementation and the Imperial County
Comparative Effectiveness Research Project, include additional
components that involve community health workers (CHWs)who
support patients in the home to foster a relationship that bridges
the healthcare system and community (Table II, study reference
letters A-F).33 CHWs build relationships with patients and pro-
vide patient education about medication adherence, environ-
mental remediation, and asthma action plans within the context
of the person’s home.

The Using Information Technology to Improve Access,
Communication and Asthma in African American and Hispan-
ic/Latino Adults study compares home visits by CHWs to train
patients in use of a patient portal (Table II, study reference
letter A).34 The patient portal offers patients Web-based access
to clinicians and practices and allows them tomake appointments,
refill medications, and communicate directly with clinicians. This
study links patient education and an existing health system tool
(ie, patient portals).
Caregiver education: Use of community wellness

coaches
The Improving Asthma Outcomes through Stress Management

study uses interventions that target asthma education for children
and their caregivers (Table II, study reference letter H). This study
uses community wellness coaches to provide culturally tailored
stress reduction education and management using mindfulness,
relaxation techniques, andmeditation to caregivers. The study an-
ticipates that one-on-one psychosocial support will reduce
parental/caregiver stress and promote improved management of
children’s asthma.
Use of long-term control and quick-relief

medication
The Preference and Effectiveness of Symptom-Based Adjust-

ment of Inhaled Corticosteroid Therapy in African American
Children study focuses on the use of both long-term and quick-
relief medications (Table II, study reference letter G). It compares
the use of symptom-based adjustment, in which patients control



Reduce 
Disparities in 

Asthma 
Outcomes for 

African 
Americans and 

Hispanics/Latinos

Improve 
Patient/Clinician 

Adherence to 
NAEPP 

Guidelines

Asthma Assessment/Monitoring
(8 Studies)

• Diagnose Asthma 
• Characterize asthma and 

classify severity
• Assess and monitor 

impairment, risk, and control

Clinician Education
(5 Studies)

Provide:
• Methods for improving 

clinical behaviors (e.g., 
multi-faceted, clinician 
education programs)

• Clinician decision 
supports (e.g., EHR-
based prompts, 
systems-based 
interventions) 

Control of Environmental 
Factors

(6 Studies)
• Identify and control inhalant 

allergens (e.g., animal and dust 
mite allergen) and irritants (e.g., 
indoor/outdoor air pollution)

Patient Education
(8 Studies)

Provide:
• Self-management 

education in 
clinic/office/ED/hospital

• Self-management 
education in the home

• Tools for self-
management (e.g., 
Asthma Action Plan)

• Tailoring education to 
needs of patients

Medications
(1 Study)

• Use long-term and quick relief 
medications

Education for a Partnership in 
Asthma Care
(8 Studies)

Study Interventions & Alignment with NAEPP Guidelines Goal of Studies Outcome

FIG 1. Concept diagram for reducing disparities in asthma outcomes for African Americans and Hispanics/

Latinos.
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their medication use based on their daily symptoms (ie, patients
take their ICSs when they need to take their rescue inhaler) to
guideline-based physician adjustment, which is the current
recommendation. Another study funded by PCORI through its
pragmatic clinical studies funding announcement, the Patient
Empowered Strategy to Reduce Asthma Morbidity in Highly
Impacted Populations, is also examining this approach but target-
ing African American and Hispanic/Latino adults between the
ages of 18 and 75 years in a large study with sites across the
United States and Puerto Rico.

Since the 2007 NAEPP guidelines were published, studies with
few racial/ethnicminorities in controlled trial settings have shown
that intermittent ICS therapy determined based on asthma
symptoms is as effective as daily use of ICSs in managing asthma
and exacerbations.35-39 These 2 studies are testing an innovative
dosing approach recommended by the Global Initiative for
Asthma (GINA) and professional societies, and theywill bemoni-
toring adherence of patients enrolled in the studies.40,41 This
patient-centered approach might help facilitate self-
management of asthma for children and adults.
EFFECT OF RESEARCH ON HEALTH CARE

PRACTICE
These 8 studies are distinct; however, there are several areas of

alignment that could have implications for clinical practice. First,
these studies are tailoring interventions to help understand what
works best, for whom, and under what circumstances. These
studies could provide an understanding of strategies to improve
both patient and clinician adherence to guidelines and approaches
to tailoring interventions that meet the needs of patients.

Second, these studies all have strong patient and other
stakeholder (eg, clinicians, health systems, payers, patient
advocacy organizations, and professional societies) engagement.
Patient engagement results in interventions that are more relevant
to and meet the needs of patients.42 These interventions might
also be more likely to be implemented in practice because other
stakeholders have been actively engaged in the conduct of the
studies.

Lastly, several of the studies (Table II, study reference letters
C-F) have agreed on common clinical, patient-centered, and
patient-reported outcomes that could lead to the aggregation
of data and pooling of results. As an illustrative example of
alignment, although each individually provides unique tools
and methods that could be applied to clinical practice, collec-
tively, these studies will offer insight into what factors and in-
teractions of multilevel and multicomponent interventions
work to improve asthma outcomes. Understanding which strate-
gies and combination of strategies (eg, decision tools in the
EHR, use of care plans, patient education in the home, and
tailored asthma action plans) support care for chronic and com-
plex conditions, such as asthma, could help to reduce
disparities.

Since 2007, additional guidelines have been developed or
updated to either reinforce concepts in the NAEPP guidelines or
establish new guidance.40,43-45 Recommendations, such as
tailored asthma self-management education, use of asthma ac-
tion plans, and assessment and management of environmental
triggers and allergens align with the 2007 guidelines.43-45

A 2016 guideline from GINA targets medication, calling for
the use of low-dose controller medication plus as-needed re-
liever medication.40 Additionally, the National Heart, Lung,
and Blood Advisory Council Asthma Expert Working Group
conducted a needs assessment on a potential update to the
NAEPP guidelines. One priority topic, similar to that identified
by the GINA guidelines, included ‘‘adjustable medication
dosing in recurrent wheezing and asthma.’’46 This strategy is be-
ing tested by one of the PCORI targeted studies (Table II, study
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reference letter G), as well as another recently PCORI-funded
pragmatic study.

The working group also identified ‘‘the role of remediation of
indoor allergens (house dust mites/pets) in asthma management’’
as an important topic.46 Five PCORI studies could add to the sci-
entific evidence base (Table II, study reference letters B-F). They
include interventions that take place in the home to potentially
mitigate the environmental factors that trigger asthma.

The optimal uptake and use of asthma action plans is
recognized as an integral component of high-quality asthma
care. However, the working group pointed out that the effective-
ness of asthma action plans and best modes of improving their use
have not been adequately assessed.46 This and other working
group–recommended priorities, such as use of CHWs, are key
components of several PCORI asthma studies.

There are other calls to action alignedwith the overarching goal
of improving asthma outcomes, which these funded studies are
also directly addressing. For example, the NHLBI’s AsthmaNet
consortium identified several top research priorities for pediatric
and adult populations, including a recommendation to examine
tailored approaches based on race/ethnicity.47 The PCORI studies
all target African American and/or Hispanic/Latino populations.
*The topics listed might be addressed when results of PCORI-funded studies are

available.

�Based on the Reach, Effectiveness, Adoption, Implementation, Maintenance (REAIM)

Framework.48
CONCLUSION
The 8 research studies funded by PCORI are still underway,

with findings expected in the next 2 years. These studies hope to
provide insight into the comparative effectiveness of interven-
tions to improve adherence to guidelines and on important
outcomes that matter to patients and other stakeholders. The
interventions were developed with input of patients, clinicians,
and other key stakeholders to address barriers specific to target
populations. This engagement and tailoring might result in more
relevant interventions and influence the long-term sustainability
of any positive health effects. The alignment of interventions with
the local environment might also result in their continued use over
time.48 For example, one study involved local clinics in the adop-
tion of tailored asthma care templates and decision supports to
help clinicians assess and record asthma control. These improve-
ments are now being implemented in nonstudy clinics in nearby
towns to ensure that all patients with asthma can receive
guideline-based care.

Partnerships are taking place between researchers and stake-
holders in the individual studies, as well as among all 8 funded
asthma research teams. The 8 asthma research teams are
collaborating through learning communities, such as the PCORI
Asthma Evidence to Action Network and Patient-centered
Stakeholder-Engaged Dissemination and Implementation
Research Network in Asthma (PoSEiDON-asthma), which might
result in a collective effort to continue to address research gaps
facing African Americans and Hispanics/Latinos. We have
learned that to further leverage collaborations, we should have
ensured early alignment among all studies for capturing the same
outcomes and for evaluating their influence through a compre-
hensive framework, such as Reach, Effectiveness, Adoption,
Implementation, Maintenance (REAIM).

The NAEPP guidelines and others place strong emphasis on
multifaceted approaches for patient and clinician education and
environmental control, highlighting that single interventions are
generally ineffective.5,9 The PCORI studies have the potential to
identify interventions that can influence health care practice,
improve outcomes, and reduce disparities. The intersection of
guideline-based and patient-centered care can hopefully be
achieved.

We thank Dionna Attinson for her assistance with project coordination and

administrative support.

What do we know?
d Asthma interventions being tested have efficacy for the

general population.

d Research gaps in the following areas are being addressed:

d improving patient and clinician adherence to the
NAEPP guidelines;

d adjustable medication dosing for recurrent wheezing
and asthma; and

d the role of remediation of indoor allergens (house dust
mites/pets) in asthma management.

What is still unknown?*�
d The comparative effectiveness of asthma interventions be-

ing tested for African American and Hispanic/Latino
populations

d How effective the PCORI-funded asthma studies will be
at reducing disparities for African Americans and His-
panics/Latinos

d The similarities and differences between the study sample
and those who were eligible but chose not to participate

d The potential for tailored asthma interventions to be
adopted in different settings based on available resources
and level of expertise and commitment of those delivering
the interventions

d The most effective combination of asthma intervention
components for improving patient-centered outcomes

d The ability for the asthma interventions to be delivered
with fidelity at the setting level

d The long-term sustainability of positive health effects re-
sulting from the asthma intervention

d The long-term sustainability of interventions taking place
in patients’ homes, clinics, and health systems after
research funding is no longer available
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