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ABSTRACT 

Objective: A cross-case analysis was used to discover how two states benefitted from expanded use of evaluation for 

asthma quality improvement initiatives. If an asthma quality improvement (QI) initiative is successfully evaluated, data 

can inform how to effectively integrate clinical practice guidelines and circumvent non-clinical reasons that interrupt QI 

projects such as low staff interest. This article addresses a gap in the literature on quality of evaluation support needed to 

improve and sustain asthma QI at local health care organizations by describing the similar discoveries observed at two 

independent QI statewide initiatives in State 1 and State 2. 

Methods: As part of a larger review, two states funded by the National Prevention Organization (NPO) were identified 

based on similarities in evaluation approaches. Each state used an iterative stakeholder driven evaluation approach, 

mixed methods, process evaluation indicators, and active use of evaluation findings. The asthma QI initiatives and 

evaluations in State 1 and State 2 were coordinated independent of each other. 

Results: Although both states found that asthma QI initiatives improved health outcomes, evaluation data were able to 

further pinpoint areas that would improve quality of technical support to health care organizations and identify markers 

of sustainability, such as non-traditional benefits to staff, and intervention sites. 

Conclusion: Findings suggest that when evaluation is used to guide implementation, data are available to develop site-

specific assistance and identify sustainability markers to prevent interruption of positive health outcomes associated with 

an asthma QI initiative. 

Key words: Asthma, Clinical Guidelines Quality Improvement, Evaluation, Program Improvement, 

Technical Assistance 

Introduction 

An estimated 25 million U.S. children and adults have asthma
1
. However, access to optimal care for 

managing symptoms is not always guaranteed
2-9

. Educating health care professionals on best 

practices for treating high-risk populations can increase access to optimal care for asthma 

management
2,5,10-12

. 
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The Quality improvement (QI) initiative is a recommended strategy for educating health care 

professionals on asthma best practices for treating high-risk populations. QI can involve reviewing 

and correcting the clinical environment to improve patient experiences and disease outcomes, and to 

encourage safety and efficiency of structures and resources. The U.S. Department of Health 

Resources and Services Administration (HRSA) describes health care QI as a progressive and 

methodical process that contributes to measurable advances in patient treatment, care, and health 

outcomes.
13

. Typical components of an asthma QI activity include patient and provider education, 

clinical assessment improvement, and asthma action plans and other information systems 
14

. 

Asthma QI initiatives can help health care organizations (HCOs) by suggesting recommended 

clinical practice guidelines such as the National Asthma Education and Prevention Program Expert 

Panel Report 3 (EPR-3) guidelines for diagnosis and treatment of asthma
15,16

. HCOs can have greater 

success with inclusion of multiple QI components
14,17

 and support from their state agencies
18

. The 

Agency for Healthcare Research and Quality’s 2009 Resource Guide for State Action (AHRQ) 

suggests state agencies have an important role in fostering success in asthma QI effort by offering 

evaluation and other types of supports to promote successful translation of clinical guidelines to 

healthcare organizations (HCOs)
18
. A state’s provision of a comprehensive systematic inquiry could 

help build capacity of a local HCO to sustain the promise of multifaceted QI initiatives than simply 

the planned reflection that is the centerpiece for some health care QI models
13

. 

State health departments are ideal partners for HCOs because state health departments are often 

equipped with the evaluation capacity to assess how their partners would benefit from such an 

asthma QI investment. The 2009 AHRQ report also suggests that potential for improving patient 

health and increasing return on investment is strengthened by state level asthma QI efforts
18

. This 

assertion is further strengthened by the evidence Sirikan and colleagues (2019) found indicating 

effectiveness of state level asthma QI efforts in their cross-state study
19

. 

In 2014, the National Prevention Organization (NPO)
 1

 funded 23 state health departments to use a 

multiprong approach to asthma control
20

. One recommended strategy was the use of asthma QI with 

health care systems that served at-risk populations
20

. The QI strategy was designed to encourage 

better adherence to the EPR-3 guidelines for diagnosis and treatment of asthma
15

. Many of the NPO 

funded states used evidence based QI models for asthma, such as the Chronic Care Model employed 

by one of the described cases in this article
21

. Evaluation was not specifically required for these 

asthma QI initiatives. Instead, the NPO recommended evaluation as a systematic inquiry to improve 

efficiency and effectiveness of QI programs. NPO also provided support to their grantees through 

pairing each state with an evaluation advisor and the dissemination of the Learning and Growing 

evaluation series
22

. 

This article provides evidence on the utility of AHRQ recommendations for state level-asthma QI 

efforts by describing the successful use of asthma QI evaluation by two state asthma programs, State 

1 and State 2. With QI initiatives often abandoned for non-clinical reasons, such as lack of interest or 

lack of capacity to fully implement a QI model in the health care setting, HCOs might benefit from 

access to evaluation data to help resolve setting-specific challenges that are outside of the design of 

the QI model or the control of the HCO
23

. Many nonacademic HCOs lack the scientific capacity for 

rigorous examination of their QI initiatives
24

. Building evaluation capacity through state 

collaborations would help HCOs more clearly determine the influences and the effectiveness of 

asthma QI for their particular setting. When HCOs, such as federally qualified health centers, pair 

with a state asthma program, they can capitalize on resources states possess, such as evaluation 

support. 
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Technical Assistance for Site Specific Challenges 

Developing evaluation capacity in HCOs can assist with the assessment of technical assistance and 

other processes that are normally overlooked in asthma QI initiatives. State health departments and 

other funders often offer technical assistance through training and material support to their partners 

and grantees to navigate emerging challenges of health interventions
25-28

. Technical assistance is a 

valuable resource for providers interested in sustaining an asthma QI initiative, but it needs to be 

tailored based on the unique factors of each HCO. Data gained from evaluating technical assistance 

help validate the quality of support each HCO needs to effectively integrate clinical practice 

guidelines. These data also reveal critical information about staff and organizational capacity to 

sustain an asthma QI initiative in an HCO. 

Asthma QI Benefits as Sustainability Markers 

Beyond staff and organizational capacity, QI projects are often susceptible to challenges that are 

outside of clinical practice, such as staff interest and support
23,29,30

. Even if asthma QI 

implementation is initially a success, an HCO can fail to sustain a QI initiative long enough to 

achieve health improvements. Evaluation can be used to discover contextual data that serve as 

markers for sustainability such as benefits to providers, and implementation sites. More often, it is 

the funder who defines what is beneficial
31,32

. Expanding perspectives beyond the funder could help 

predict local interest in continuing an asthma QI initiative after state-level support is no longer 

available. 

Staff Benefits 

Benefits to staff are essential data to discover, but in many outcome assessments, much of the staff’s 

work is ignored in favor of the expected changes for an intervention. Frontline staff are often tasked 

with new responsibilities without the relief of reducing preexisting work requirements. Asthma QI 

initiatives are promising interventions for HCOs but may also introduce to HCO staff new 

complications of translating clinical practice guidelines in a dynamic setting of an HCO 
33-35

. In 

Mansour’s 2009 study of an asthma QI initiative in a school-based health center, staff partially 

attributed project success to finding that the “perceived benefits of doing the work ultimately 

outweighed the perceived ‘costs’ of participation” (p. 725)
29

. Staff benefits included gradual 

adoption of the asthma QI initiative and observable health improvements of patients. Learning staff 

benefits is another compelling way that HCOs can use evaluation to sustain their asthma QI work. 

HCO Benefits 

Evaluation of site-specific benefits may offer more local buy in than anticipated health 

improvements. HCOs can lower costs when they successfully implement clinical processes that 

integrate EPR3 and other clinical practice guidelines, especially when an HCO is serving 

disproportionately affected populations. HCOs demonstrating QI project success may become 

eligible for national credentialing programs that would allow them to expand to alternative payment 

models. Exploring site specific benefits is another way to determine if an asthma QI initiative is in 

alignment with the priorities of that local health care organization. 

This study utilized two case studies to explain the benefits of the broadened use of evaluation and the 

consideration of indicators that are often overlooked in more traditional studies of asthma QI 

initiatives. Collecting evaluation data on non-traditional benefits for staff and local HCOs may 

introduce new standards of success as well as long term insight on whether or not these initiatives 
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can continue after funder’s initial investment. The study also aims to illuminate how evaluation can 

be helpful in determining the quality of technical assistance needed for QI at local HCOs. 

Methods 

Purpose 

This cross-case analysis uses a case oriented approach to identify similarities and differences in how 

evaluation was used for asthma QI in the individual cases studies being examined
28,36

. Since 

evaluations were only intended for program planning, the State 1 and State 2 health departments are 

not required to seek review from their Institutional Review Boards. We also focused on the unique 

achievements found within each setting
36,37

. Each state independently designed its own evaluation of 

its QI initiatives based on the needs of local stakeholders. This case analysis examined the 

similarities in evaluation use, not all aspects of the asthma QI in each state. 

Case Descriptions 

State 1 and State 2 receive funding from the NPO to implement asthma QI and evaluation as best 

practices for improving asthma control. Each state evaluator (and co-author) independently designed 

an evaluation of their state coordinated asthma QI efforts to improve program planning. As part of its 

ongoing technical assistant effort, the NPO launched a preliminary investigation on national cross 

state evaluation findings of asthma QI to better under understand how successfully asthma QI 

initiatives were being implemented among their funded states. After NPO preliminary review across 

states, the focus on State 1 and State 2 was initiated after finding adequate similarities in evaluation 

approaches including: use of NPO’s Evaluation Framework
22

, mixed methods, process evaluation 

indicators, and active use of evaluation findings. 

The first case in this report is the evaluation of asthma QI initiatives in State 1 in select federal, 

community health, and rural health centers (Figure 1). The second case is the evaluation of a multi-

phase asthma QI initiative in select critical access hospitals (CAHs) in State 2
2
 (Figure 1). 

Data Collection 

Lead evaluators (and co-authors) of asthma QI initiatives in State 2 and State 1 health departments 

independently collected, maintained, and secured the project data. Both evaluation projects used 

multiple data sources to triangulate findings, which helps to establish credibility of findings (Table 

1)
38,39

. 

State 1 began evaluation data collection in 2015. Data included interviews with staff, surveys 

completed by HCO staff, and deidentified data collected monthly and quarterly from the electronic 

medical records of HCOs. Quarterly data included the following frequencies on patients 5-50 years 

of age: a) percentages with poorly controlled asthma in the previous 12 months, b) percentages with 

poorly controlled asthma who were followed up by the HCO in the previous 12 months, c) 

percentages of patients with a diagnosis of asthma immediately preceding the reporting, and d) 

percentage of patients with a diagnosis of poorly controlled asthma as of the last day of the month 

preceding the reporting month. Monthly data were collected only from HCOs participating in the 

Learning Collaborative that chose asthma as the target area for QI. Monthly data included the 

following frequencies on HCO patients 5-64 years of age: a) percentage of patients identified with 
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persistent asthma and were appropriately ordered medication, b) percentage of adult patients 

diagnosed with asthma that had a documented asthma action plan
3
 in the previous 12 months, and c) 

percentage of patients identified as having persistent asthma who received intensive self-

management education or referred to community based services for asthma self-management training 

and services. These data were used only for future programming planning efforts by S1AP and were 

not intended to be interpreted as the exact cause for improved health outcomes
4
. 

State 2 data collection methods initially included pre- and post-project chart audits on health 

outcomes of asthma patients such as frequency of emergency department (ED) visits, literature 

reviews, and interviews with project leaders at each site. Because of low participation in post-project 

chart audits, S2ACP started a smaller planning evaluation in 2014 to discover the most effective 

strategies to increase satisfaction among sites that volunteered to apply the asthma QI. Since 2014, 

S2ACP funded QI projects for seven hospitals, with three hospitals participating in multiple years. 

S2ACP included interviews with QI coordinators from the State 2 Diabetes Program and State 2 

Cardiovascular Health Program in the planning evaluation to learn from their long histories of 

successfully implementing QI in State 2. 

Data analysis 

Lead Evaluators from State 1 and State 2 (study co-authors) were invited to participate in the cross-

site analyses. Our analyses began with an in-depth exploration of how each evaluation project 

unfolded in State 1 and State 2. Data analysis was guided by the standard of verification, an 

important principle for qualitative methods which ensures that data are comprehensive, trustworthy, 

and confirmable
39,40

. 

Each state evaluator examined data from all available sources and identified meaningful changes 

associated with the asthma QI at their respective sites (Table 1). The triangulation of data helped to 

establish how comprehensive and confirmable the findings were. Next, a detailed summary of 

evaluation processes for each state was created to document how evaluation was used and what new 

discoveries were revealed. The detailed description of the within-case analyses was developed to 

increase transparency of how each state evaluation unfolded
40

. 

During the within-case analyses, we examined State 1 and State 2 evaluation summaries separately. 

After we became familiar with the data and preliminary coding for each state, the team began 

identifying similar themes across states through discussions. The team used inductive analyses where 

the selection of codes are unplanned and are guided by what patterns emerge within the data
41

 

(Elliott, 2018) The novel use of evaluation surfaced as an overarching theme across State 1 and State 

2 that was later further reduced into three thematic subcategories
5
. Our team collaborated on 

verifying the boundaries of the thematic categories and confirmed use were consistent across sites 

(Table 2). 

Results 

In this section, we will describe state-specific insights drawn from their evaluations and two similar 

themes that emerged in our cross-site analysis. The exercise provided interesting insights on where 

evaluation findings might overlap for asthma QI initiatives in different settings. 

                                                 
3
 Asthma action plan should have instruction on the appropriate medications for patient to use, how to recognize 

escalating symptoms, and recommended strategies for asthma related emergencies.    

 
5
 Using evaluation to improve evaluation was a third theme identified for both states.  This theme is not discussed in this 

article.   
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State 1 case study findings 

Housed under the State 1 State Department of Health (IISDH), the State 1 Asthma Program (S1AP) 

has been funded under the NPO since 2002. Approximately 509, 651 people in State 1 have asthma 

which represents 10% of the population
42

. Among people with asthma in State 1, a large proportion 

reported that their disease is not in control, with 39.0% reporting asthma symptoms in the last week, 

24.2% reporting asthma symptoms every day in the last month, and 54.0% indicating that they 

limited their activities because of asthma in the last month
43

. State 1 has approximately 27,000 

asthma discharges from the emergency department (ED) each year
44,45

. 

The ISDH sponsored three one-year asthma QI activities during their 2014–2019 cooperative 

agreement with NPO’s National Asthma Control Program: State 1 Primary Care Learning 

Collaborative, American Lung Association (ALA) Enhancing Asthma Care in the Primary Care 

Setting, and ISDH Spread and Sustainability Grant. During this timeframe, the State 1 Primary Care 

Learning Collaborative engaged 72 HCOs, and the ALA Enhancing Asthma Care in the Primary 

Setting project engaged 21 HCOs. Some ALA QI initiative participants also completed the State 1 

Primary Care Learning Collaborative. The ISDH Spread and Sustainability Grant was initiated in 

2015 with 5 HCOs participants during this cooperative agreement. Four of the five ISDH Spread and 

Sustainability grantees also completed an asthma QI project under the State 1 Primary Care Learning 

Collaborative and the ALA Enhancing Asthma Care in the Primary Care Setting. A more detailed 

description of each of the ISDH sponsored asthma QI initiatives can be found in the following text. 

The State 1 Primary Care Learning Collaborative began in 2012. In addition to brief action planning, 

it uses the Chronic Care Model with the Model for Improvement’s Plan-Do-Study-Act cycles
21

. 

Participants include state-funded community health centers (CHCs). The purpose of the project is to 

improve patient health using QI tools. ISDH practice coaches provide technical assistance through 

coaching, training, health communication materials, and data collection tools
21

. 

ALA QI in State 1 

State 1’s asthma program entered a partnership with the ALA to recruit State 1 HCOs for 

participation in their Enhancing Asthma Care in the Primary Care Setting. ALA is an important 

partner in S1AP’s work. ALA collaborates with State 1 CHCs, which primarily serve 

disproportionately affected subpopulations. Through this ALA partnership, clinics receive technical 

assistance and coaching from ALA staff. Additional benefits to participating clinic staff include 

sponsorship to the Asthma Educator Institute and spirometry trainings. According to the ALA, this 

asthma QI model has proven to be effective in reducing hospitalizations and emergency room visits 

for patients from participating clinics
19

. 

In 2016, S1AP expanded its asthma QI efforts, through partnership with the ISDH Office of Primary 

Care and Cardiovascular Health and Diabetes Section. S1AP could then support eligible CHCs that 

had participated in either the State 1 Primary Care Learning Collaborative or the ALA Enhancing 

Asthma Care in the Primary Care Setting. This effort was known as the Spread and Sustainability 

grant. It was intended to provide self-management education, expand the reach of QI efforts to 

include encouragement of a bi-directional referral system, and ensure components of the EPR-3 

Guidelines were addressed. 

Evaluation data collection methods began in 2015. Data included staff interviews, existing State 1 

Primary Care Learning Collaborative (PCLC) monthly and quarterly data, and survey responses 

provided by the staff at HCOs. To measure initial effectiveness of the asthma QI initiative, S1AP 

used measures of poorly controlled asthma from the participating health centers that were collected 

monthly and quarterly data through electronic medical records by clinic staff. State-funded CHCs 
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who provided asthma-specific data showed a 5.9% decrease in the number of patients with poorly 

controlled asthma in 2017. CHCs participating in the ALA initiative and PCLC Spread and Sustain 

initiative showed a 34% and 26% decrease respectively in measures of poorly controlled asthma. The 

data were used only for future programming planning efforts by S1AP and were not intended to be 

interpreted as the exact cause for improved health outcomes. 

Benefits of Asthma QI Initiatives 

Benefits to staff. Throughout all of State 1’s asthma QI initiatives, staff saw benefits in the peer-to-

peer learning opportunity to discuss best practice, identify similar barriers to care, and provide 

opportunities to brainstorm solutions. However, when discussing specific content, interviews 

revealed that they consistently found ALA trainings to be helpful for their work. ALA trainings 

included the Implementation and Interpretation of Spirometry in the Primary Care Practice course. 

During interviews, clinic staff indicated that spirometry use increased the ability to change rooming 

practices. Their training also allowed the QI coordinator to encourage clinicians to provide a more 

accurate diagnosis on level of severity for patients. A further benefit from ALA trainings was 

increased opportunities for shared learning among staff across clinic sites. 

Benefits to implementation sites. Participating HCOs increased use of asthma action plans and use 

of electronic medical record systems. These two improvements are common outputs for asthma QI 

initiatives. Interviews revealed that participation in multiple asthma QI initiatives encouraged some 

clinics to bridge asthma QI efforts with treatment for other chronic diseases by incorporating shared 

medical appointments and streamlining rooming practices. These improvements increased efficiency 

in patient care and helped control costs for the HCO. 

Exploring the quality of technical assistance 

Assessing technical support quality also offered S1AP, as a funder, the opportunity to refine its 

technical assistance strategies for later cohorts. In particular, clinic staff were able to use S1AP print 

resources, providing patients with information they could understand and use at home. Clinic staff 

also highlighted areas in need of additional technical support. They indicated they would continue to 

benefit from supplementary resources, such as print materials and online trainings
6
. 

These findings suggest that specified support from a funder such as S1AP could help continue 

asthma QI initiatives and provide direction for expanded partnerships and policy examination. When 

evaluation data revealed opportunities to improve support for asthma QI initiatives, S1AP developed 

a post-evaluation action plan and is working to address evaluation findings that are within S1AP’s 

control. These action items are the basis for S1AP’s continued QI efforts to help advance the asthma 

QI projects it sponsors. 

State 2 case study 

Located in the northwestern part of the United States and over one thousand miles away from State 

1, the State 2 Asthma Control Program (S2ACP) has worked alongside ISDH and other NPO asthma 

programs for more than nine years. Considerably larger in size but less populated than State 1, State 

2 has approximately 82,660 persons with asthma statewide representing 10% of the population
42

. A 

large portion of persons with asthma in State 2 report that their disease is not in control. That 

includes 56% reporting asthma symptoms in the last week, 25% reporting asthma symptoms every 

                                                 
6
 Other requests were beyond IAP’s scope and included requests for spacers and other direct patient care 

supplies. 
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day in the last month, and 50% saying that they limited activities because of asthma in the last year
7
. 

State 2 has about 2,570 asthma discharges from the ED each year
8
. 

State 2 asthma QI efforts 

The goal of the Asthma Health Care Quality Improvement (AHCQI) initiative is to improve health 

outcomes for people living with asthma in State 2 through partnerships with CAHs
9
. Participating 

health care facilities receive an initial educational presentation and teaching tools and undergo a pre- 

and post-implementation chart abstraction to monitor progress. They also receive regular technical 

assistance through scheduled teleconferences and site visits with S2ACP staff to support their efforts. 

The AHCQI program is composed of Asthma Hospital and Emergency Department Patient 

Education, Action Plan, and Discharge (AHEAD) Protocol; Diagnose and Manage Asthma (DMA) 

Protocol; and an Emergency Department (ED) Recognition Award. 

The AHEAD Protocol and ED recognition. The State 2 asthma QI started in 2011 with AHEAD 

Protocol activity, part of a multifaceted workplan designed to meet requirements for a grant from 

NPO
20

. The AHEAD Protocol trains State 2 health care providers on EPR-3 guidelines for asthma. 

The training helps them apply recommendations from guidelines for patient treatment, education, 

and follow up with a primary care provider after discharge from an ED. As incentives, S2ACP 

provides grants of $2,000 for the AHEAD Protocol and $1000 per year for three years for the ED 

recognition program. 

The DMA Protocol. Using evaluation findings, S2ACP expanded its asthma QI activity to include the 

DMA protocol. Similar in design to the AHEAD Protocol, the DMA Protocol was designed to 

provide support to people interested in conducting asthma QI initiatives in primary care setting. The 

DMA Protocol was implemented in 2015, largely in response to sites participating in the AHEAD 

Protocol that wanted more information for their primary care patients. 

S2ACP started its evaluation efforts in 2013, two years before State 1 asthma QI efforts started. This 

activity underwent evaluation in 2013, 2014, and 2018, and has had slight adjustments made to its 

design each time as a result. One asthma QI adjustment was to offer local EDs a chance to participate 

in the ED recognition program. As of 2015, to maintain contact and site’s momentum, EDs can opt 

into the ED recognition program, which provides continued support for an additional three years. 

State 2 data collection methods included pre- and post-implementation chart abstractions, literature 

reviews, and interviews with project leaders at each site. Among sites that received follow-up chart 

abstraction, S2ACP found the rate of repeat ED visits decreased 41%. Decreased ED visits are a 

marker of improved asthma control
46

. However, only five of the original 11 sites completed their 

post-implementation chart abstraction due to staff turnover and low interest. Because of low 

participation in post-project chart abstraction, S2ACP started a smaller planning evaluation in 2014 

to discover the most effective strategies to increase satisfaction among sites that volunteered to apply 

the asthma QI. Since 2014, S2ACP funded QI projects for seven hospitals, with three hospitals 

participating in multiple years. S2ACP included interviews with QI coordinators from the State 2 

Diabetes Program and State 2 Cardiovascular Health Program in the planning evaluation to learn 

from their long histories of successfully implementing QI in State 2. 

                                                 
7
 https://dphhs.mt.gov/publichealth/brfss 

8
 https://dphhs.mt.gov/publichealth/brfss 

9
 Most hospitals in State 2 are designated critical access hospitals. Often, they are the only emergency medical 

facility for hundreds of miles, providing primary care and emergency care. 
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Benefits of asthma QI initiatives 

Benefits to clinic staff and other stakeholders. The AHEAD protocol appeared to have led to 

positive gains for staff members and other stakeholders. Through interviews, S2ACP learned that 

CAH staff felt they had more knowledge about asthma, had increased awareness of the importance of 

documentation, and saw improved quality of care among facilities that were able to participate in 

chart abstractions. 

Professional development was an unintended benefit for staff. Training resulted in staff members 

becoming more confident in promoting the importance of the asthma QI. In another example, one 

site leader who enhanced her proficiency in writing policies through her asthma QI now develops 

standardized policies for respiratory therapy department issues at her facility. 

Benefits to intervention sites. S2ACP discovered two unintended benefits for their intervention sites. 

One unintended benefit for State 2’s intervention sites was the spread of QI model to other types of 

programs within CAHs, such as tobacco cessation counseling. Another unintended benefit was a 

revenue increase associated with increased use of spirometry at one of the CAH. 

Exploring the quality of technical assistance 

For State 2, evaluation was instrumental in pinpointing types of technical assistance that could help 

overcome barriers to successful implementation. Evaluation data were collected after each initial 

education presentation to participating facilities. HCO staff rated quality of materials and the 

instructor after each training presentation. S2ACP continues to collect data on technical assistance 

for its asthma QI grantees. 

Planning evaluation was initially used to assess how to increase satisfaction among implementation 

sites. The 2014 planning evaluation was later used to discover what future technical assistance would 

be beneficial. S2ACP used the socioecological model to provide support for change at each level
47

. 

One finding from the planning evaluation data indicated that a memorandum of understanding 

(MOU) should be established to clarify expectations for providing technical assistance and ongoing 

communication between S2ACP and the HCO. Under the MOU, used to make expectations clear, 

participants would engage in quarterly calls for ongoing technical assistance from S2ACP. Final 

grant payments were to be issued after submission of post-project chart abstractions, thereby 

motivating participants to submit evaluation data on completion of the project. 

The relationship between S2ACP’s QI coordinator and project coordinators at participating sites was 

fostered by required quarterly calls, which allowed site coordinators to provide feedback to S2ACP’s 

QI coordinator and offer site-specific technical assistance. The call schedule also allowed S2ACP’s 

QI coordinator to make connections between HCOs so that participants could support each other, 

depending on issues they were facing at that time. Lastly, by allowing sites to opt into the ED 

recognition program, technical assistance for CAHs could continue past the original project timeline. 

The initial one-year timeline generally was insufficient to initiate and maintain change related to a QI 

activity. 

Cross-state comparison of findings 

Evaluation data revealed similarities in exploration of non-traditional benefits and quality of 

technical assistance across states. State 1 and State 2 QI initiatives yielded benefits for staff and 

intervention sites (Table 2). Evaluation of technical assistance was offered in both states to further 
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improve implementation of their asthma QI initiatives. An amplification of how State 2 and State 1 

varied in their benefits and use of technical assistance follows. 

Staff in State 1 appreciated the discoveries that result from shared learning opportunities (e.g., 

comparing barriers across sites). One State 2 staff member was able to apply the acquired knowledge 

on developing policies for asthma to the entire respiratory therapy department. State 1 found 

immediate benefits for its implementation sites, which included increases in the use of asthma action 

plans and electronic medical records. State 2 observed that one staff indicated that they believed 

there was a revenue increase from improved quality of care and the asthma QI model, later spread to 

other programs within CAHs (e.g., tobacco cessation). 

Although types of intervention benefits differed, the spillover from asthma QI initiatives to other 

health programs appeared to be similar. In State 1, HCOs began to coordinate their services between 

asthma and other chronic diseases through scheduling appointments and streamlining rooming 

practices. In State 2, the QI approach was adopted for other diseases. 

Exploring the quality of technical assistance appeared to be a fruitful endeavor. State 2 and State 1 

were able to use evaluation findings iteratively to determine how to guide their technical assistance. 

Across State 1’s three QI initiatives, clinic staff found technical assistance materials suitable in 

format and content for the needs of their patients. State 1 also was able to use earlier findings to 

improve the utility of technical assistance for later cohorts. State 2 began a separate planning 

evaluation later in its project to correct some of the implementation challenges experienced by some 

other states. It eventually developed a technical assistance mechanism to foster shared decision 

making between S2ACP’s QI coordinator and local HCO coordinators. 

Discussion 

S1AP and S2ACP were also able to identify different levels of benefits from participation in asthma 

QI initiatives and apply evaluation data to improve quality of technical assistance. For asthma QI to 

be recognized as a best practice and applied successfully, compelling evidence from well-designed 

evaluation studies is needed. State health department investment of evaluation resources and active 

use of findings can increase understanding of contextual factors that influence local asthma QI 

initiatives and support evaluation capacity building
27,48,49

. 

Asthma QI benefits 

Examining benefits (and even consequences) throughout program implementation can reveal 

adjustments needed to prevent later challenges in operations or outcomes. Evaluation can offer 

funders and other asthma QI end users new understanding of the benefits of the initiative. 

Frequently, it’s the funder who defines what is beneficial
31,32

. Based on extant literature, asthma QI 

initiatives would logically offer many advantages through association with health improvements. 

However, in community systems, interventions rarely achieve widespread support, thereby 

increasing risk of aborting the asthma QI before outcomes are achieved. If these interventions are to 

be sustained long enough to achieve their expected health outcomes, programs must explain to 

stakeholders in the outset what the benefits are. Recognizing this need to identify markers of 

sustainability, S1AP and S2ACP evaluation teams examined different levels of benefits: patients, 

staff, and implementation sites. 

The evaluation teams found early evidence that asthma QI initiatives can help improve health 

outcomes, as seen in improved asthma control and reduced ED visits. Improved health outcomes are 

important accomplishments for these states because it shows that the asthma QI worked as intended. 

While improved health is considered an important outcome, evaluations should also examine what 
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contextual factors may influence implementation and sustainability. S1AP and S2ACP helped show 

why evaluations should expand beyond a focus on health outcomes. Evaluation targets might include 

benefits to staff and general improvements observed at an HCO
20,50

. 

Staff impressions are valuable for understanding how to expand and sustain an intervention. 

Including their perspectives could reveal importance of tasks that are not specifically included in an 

asthma QI but are very much essential to health outcomes (e.g., establishing trust with patients)
35

. 

Staff lack of interest has been linked with QI project delays
23

. S1AP and S2ACP understood the 

value of staff perspectives and gathered these data in their evaluations. The positive impressions 

described by staff in both states suggest that these stakeholders would support continuing these 

asthma QI initiatives. 

Also related to staff benefits are the improvements observed at participating HCOs. Despite both 

states demonstrating improved QI outcomes, there were initial differences in how sites fared in 

implementing the asthma QI, a finding that clarifies the importance of using evaluation to detect 

setting specific factors. S1AP saw improvements in best practices, as documented in increased use of 

asthma action plans and electronic medical records. State 1 also saw that QI practices used for 

asthma were being adopted to other chronic diseases as did State 2. 

Earlier in its project, S2ACP had difficulties achieving expected improvements because many sites 

found this project challenging to implement. That led S2ACP to collect more process evaluation data 

on how to make this experience more beneficial for intervention sites. 

Evaluation of quality of technical assistance 

S1AP and S2ACP examined the quality of technical assistance delivered to participating sites. When 

possible, evaluation should be used early in technical assistance development process. That could 

help create more appropriate content and identifying goals for technical assistance
3,26

. 

S1AP and S2ACP plan to use or have used evaluation repeatedly for their technical assistance. While 

evaluating asthma QI use, S1AP and S2ACP were able to clarify whether or not training and material 

support were appropriate for asthma QI implementation sites. S1AP learned that earlier technical 

assistance activities had enhanced intervention work, but recipients also listed other areas in which 

work could be improved further. S2ACP shifted to technical assistance strategies that were co-

developed with grantees. State 2 Asthma Control Program also set up quarterly calls with QI 

coordinators to actively collaborate on emerging technical assistance needs and discuss quality of 

technical assistance delivered. 

Evaluation offers asthma QI stakeholders more precise information on needs of a particular site. 

Selecting technical assistance as an evaluation target offers funders and other end users’ information 

on how well sites were adopting QI models and what level of capacity was needed to sustain these 

interventions. The materials and training support are to be delivered as needed to ensure that asthma 

QI is applied as designed. 

Conclusion 

This case study highlights how state asthma programs can bolster success of local asthma QI projects 

by partnering with HCOs. QI initiatives are a promising prospect for the control of asthma. State 1 

and State 2 used evaluation to discover new benefits and emerging technical assistance needs of local 

HCOs. Such evaluations can offer insights on factors that influence how well a project might 

succeed. They can reveal who would benefit from such an initiative and what types of technical 
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support are needed to strengthen HCOs’ impact. This project has implications for other heath 

initiatives that integrate public health and HCOs. 

Limitations 

The cross-case analyses design was used to explore similarities in evaluation use in two independent 

evaluations of asthma QI initiatives. The findings revealed the promise of learning more about staff 

and HCO benefits and quality of technical assistance, but their generalizability is limited due to study 

design, variability in access to data sources across states, and the intended use of these program 

evaluations were based on state specific needs. 

Disclaimer: The findings and conclusions in this report are those of the authors and do not 

necessarily represent the official position of the Centers for Disease Control and Prevention. 
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Table 1. Comparison of evaluation methods for State 1 and State 2 

Evaluation findings  State 1  State 2 

   

Single and Group Interviews Interviews with clinic staff Single and group interviews with 

project leaders 

 

Surveys 

 

Provider Surveys 

 

 

N/A 

Chart Abstraction N/A  Pre and Post Chart Abstractions  

 

 

Literature Review N/A Literature included trends on 

quality improvement trends, 

asthma, and burnout experienced 

by health care workers 

 

 

Performance Measurement Data Monthly and quarterly data health 

outcome data from participating 

sites
1
 

N/A 

1
A comprehensive description of these health outcome data are reported in Sirikan, Heins, Nesvold, 

Pinar, et al (2019) report on “Enhancing guidelines-based asthma care processes through a multi-

state, multi-center quality improvement program.” Journal  of Asthma, 56(4), 440-450. 
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Table 2. Comparison of evaluation findings for State 1 and State 2 

Evaluation findings  State 1  State 2 

   

Benefits to clinic staff and other  

stakeholders 

Increased ability to create changes 

to rooming practices, increased 

opportunity for shared learning, 

provided support in encouraging 

physicians 

Increased knowledge about 

asthma, increased awareness of the 

importance of documentation, and 

improved continuity of care 

 

 

Benefits to  

intervention site 

 

Diffusion of the QI practices for 

other diseases across HCOs 

Increases in use of asthma action 

plans and use of electronic medical 

record systems 

 

 

Diffusion of the QI model to other 

diseases across HCOs, anecdotal 

observation of revenue increase 

for one site 

Quality of technical assistance Identified need for continued 

training and materials  

Identified needs for changes to 

MOU and addition of a quarterly 

call 
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Figure 1 Comparison of State 1 and State 2 Asthma QIs  

Acc
ep

te
d 

M
an

us
cr

ipt


