
PQMP National Asthma Quality Metric Key Driver Diagram (Vermont) – (I)Prevention/(II)Acute Episode/ (III)ED Care 

Global Aim: 
We aim to test and 
implement national 

performance 
measures that 

accurately assesses 
components of 
quality care for 
children with 
asthma in the 
United States.  

SMART Aim: 
Reduce  # of ED 
visits/100 child-

years for 
children 

managed for  
persistent 

asthma from 
*** to *** by 
the end of the 
collaborative. 

I - Primary care providers deliver care  
according to the NHLBI guidelines. 

I and II- Access to primary care and  
community providers for preventive and  
follow up care is adequate. 
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I – Increase sharing of pediatric AAP with the family and community   
providers (schools, ECE)    [ASTHMA ACTION PLAN]   

I - Increase assessment of asthma control at well child checks. [ASTHMA   
CONTROL]  

III - Communication is effective and reliable  
between emergency department and  
medical home. 

Key Drivers Interventions/Secondary 
Drivers 

I - Increase  documentation of completion of spirometry [SPIROMETRY]  

III - Increase communication from PCP to ED for an urgent visit and   
increase use of discharge summary from ED to PCP after urgent visit. [USE  
OF REGISTRY AND COMMUNICATION]  

I and II – Increase comprehensive asthma education during and after visits   
to deliver guideline based care. .  [ASTHMA EDUCATION]    

Strategies/Changes 

I – Assess asthma control every visit using a validated tool. 

I and II - AAPs are updated regularly, in EMR and used as a communication tool with the family.    

I and II - Comprehensive and Team-based Asthma Education at all points of care involving   
interactions with patients by including members of all health care disciplines (pharmacists, school  
nurses, respiratory therapists, asthma educators) 

I and III – Know when patients have been to urgent /emergent care and have a system to contact   
them for f/u 

I –Develop process for completion of spirometry every 1-2 years (in-office or referral) 

I – Comprehensive and Team-based Asthma Education includes teaching patients about self- 
monitoring to assess level asthma control and to recognize signs of worsening asthma; taking  
medications correctly; avoiding environmental factors that worsen asthma; impact of social  
stressors, and agreeing on treatment goals.  

 







