Appendix A: Protocol for Asthma Management
Determine level of asthma control
(see table of following page)

Review inhaler technique and
adherence, assess side effects, and
modify environmental/lifestyle factors.

As needed short-acting beta-agonist
for reliver inhaler
If well controlled, continue controller
therapy and consider step down after
3 months if low risk for exacerbations
If partially controlled or uncontrolled,
step up controller pharmacotherapy
(see tables on following page).
Consider change to formulary agent
in same drug class if applicable.

Develop/revise/continue and review
asthma action plan
Review asthma education as
appropriate
-

Basic facts about asthma
How medication work
Inhaler technique
Environmental control measures
Emphasize need for regular followup visits

Follow-up

If patient is having an acute
asthma exacerbation, refer
to PCP or ED.

Appendix A: Protocol for Asthma Management
Assessment of Asthma Symptom Control for Ages 6 years Through Adult
In the past 4 weeks, has the patient had:
• Daytime asthma symptoms more than
twice/week?
• Any night waking due to asthma?
• Reliver needed for symptoms more than
twice/week?
• Any activity limitation due to asthma

Well controlled

Partially controlled

Uncontrolled

None of these

1-2 of these

3-4 of these

Stepwise Approach to Controller Medications for Managing Asthma for Ages 6 years Through Adult

Step 3
Step 1
Preferred:
SABA PRN only
Alternative:
LD-ICS

Step 2
Preferred:
Preferred:
LD-ICS

LD-ICS plus
LABA

Alternative:

Alternative:

Montelukast

MD-ICS, HD-ICS,
or LD-ICS plus
Montelukast

Step 4
Preferred:

Step 5
Preferred:

MD/HD-ICS plus
LABA

Refer for add-on
therapy e.g. antiIgE, anti-IL5

Alternative:

Alternative

MD/HD-ICS plus
montelukast or
add tiotropium

Refer for add-on
therapy of oral
corticosteroids

Abbreviations: HD-ICS=high-dose inhaled corticosteroids; LABA=long-acting beta-agonist; LD-ICS=low-dose inhaled
corticosteroids; MD-ICS=medium-dose inhaled corticosteroids; SABA=short-acting beta agonist

Appendix B: Protocol for COPD Management
Initial treatment based on symptoms severity
and exacerbation history (See table on
following page)

If patient is having an
acute exacerbation,
refer to PCP or ED.

Review inhaler technique and adherence,
assess side effects, and modify
environmental triggers/lifestyle factors (e.g.
promote smoking cessation).

If response appropriate, continue current
pharmacotherapy
If not responding, consider predominate
treatable characteristic (i.e. dyspnea or
exacerbations), step up pharmacotherapy
(see table on following page).
Consider change to formulary agent in same
drug class if applicable.

Develop/revise/continue and review COPD
action plan
Review COPD education as appropriate
Encourage moderate exercise

Follow-up

Consider deescalation of ICS if
pneumonia,
inappropriate
indication, or lack of
response

Appendix B: Protocol for COPD Management
Initial Treatment Recommendation Based on Symptoms and Exacerbations

Symptom Severity

Exacerbations in past year

CAT <10 or mMRC 0-1

CAT ≥ 10 or mMRC ≥ 2

≥ 2 exacerbations or
Group C:
≥1 exacerbation leading LAMA
to hospitalization

Group D:
LAMA or
Combination LABA/LAMA (consider if CAT > 20) or
Combination ICS/LABA (consider if eos >300)

0 to 1 exacerbation not
requiring
hospitalization

Group B:
LAMA or
LABA or
Combination LABA/LAMA (consider if severe
breathlessness)

Group A:
SABA or
LABA

COPD Maintenance and Step-up Therapy
(Recommendations not dependent on ABCD Classifation for Initial Treatment)

Predominant treatable trait
Dyspnea

Exacerbations or
dyspnea and exacerbations

LAMA or
LABA

LAMA or
LABA

Combination LABA/LAMA

Combination LABA/LAMA or
Combination LABA/ICS

Combination LABA/ICS
Combination LABA/LAMA/ICS (if eso > 100) or
Combination LABA/LAMA/ICS

Refer for Roflumilast (if eso < 100, FEV1 < 50%,
& chronic bronchitis) and azithromycin (if eso
< 100 & former smoker)

Abbreviations: CAT=COPD Assessment Test, eos=eosinophil count, LABA=long acting beta2- agonist, LAMA=long acting muscarinic
antagonist, mMRC=Modified Medical Research Council Respiratory Questionnaire, SABA=short acting beta2- agonist, SAMA=short
acting muscarinic antagonist

Appendix C: Protocol for Type 2 Diabetes Management
Is glycemic control at goal?
- A1c < 7% and fasting blood glucose (FBG) 70-130,
- A1c < 8% and fasting FBG 100-180 in high risk
patients (hypoglycemia unawareness, life expectancy < 10 yrs,
cognitive impairment, extensive co-morbidities, nonadherence),

- Unless other personalized goal specified by physician

Yes

Continue current treatment.
Consider change to formulary agent
in same drug class if applicable.

No

Counsel about lifestyle modifications.
Referral to dietitian for counseling about
nutrition and wt reduction if needed.

A1c 7-9

A1c > 9

Initiate metformin.
Maximize dose as appropriate.

Is the patient symptomatic?

Yes

No

Fasting BG < 130 or A1c < 7%
Initiate insulin and
metformin

Yes
No
- If not at goal, add dual therapy then
maximize dose
- If still not at goal, add triple therapy then
maximize dose
- Order of consideration for addition of drug
therapy after metformin , but selection
should be based on patient-specific factors:
• GLP-1 receptor agonists
• SGLT2 inhibitors
• DPP-IV inhibitors
• Thiazolidinediones
• Basal insulin
• Sulfonylrueas
• If patient has established ASCVD,
then consideration will be given to
agents proven to reduce CV
events/mortality (e.g. empagliflozin,
liraglutide)

Follow steps for A1c 7-9%
Starting with dual
therapy

If not at goal on triple therapy, add or
intensify insulin

Appendix C: Protocol for Diabetes Management – Insulin Therapy

Start Basal (Long-acting insulin)

Intensify (Prandial Control)
Consider adding
- GLP-1 agonist
- SGLT-2 inhibitor
or
- DPP-4 inhibitor

Initiate basal insulin
- If A1c < 8%, total daily dose (TDD)
of 0.1-0.2 U/kg
- If A1c > 8%, TDD of 0.2-0.3 U/kg
- Preference for formulary basal
analogs over NPH
- Consider discontinuing or
reducing sulfonylurea

Titrate basal insulin based on
average FBG every 2-3 days to reach
glycemic goal:
FBG > 180 mg/dL: add 20% of
TDD
FBG 140-180 mg/dL: add 10%
of TDD
FBG 110-139 mg/dL: add 1 unit
BG < 70 mg/dL: reduce TDD by
10-20%
BG < 40 mg/dL: reduce TDD by
20-40% and notify PCP

•
•

•
•
•

Glycemic
Control
Not at

Goal

Add Prandial Insulin
- Basal plus 1, plus 2,
plus 3: Start 10% of
basal dose or 5
units
- Basal Bolus: Start
50% of TDD in 3
doses before meals

Titrate insulin based on average
BG every 2-3 days to reach
glycemic goal:
- If 2-hour postprandial or next
premeal BG > 140 mg/dL:
increase prandial dose 10% or
1-2 units
- If BG consistently < 70 mg/dL:
reduce TDD of prandial and
basal 10-20%
- If severe hypoglycemia (i.e.
BG <40 mg/dL): reduce TDD
of prandial and basal 20-40%

Each diabetes patient visit will include assessment of weight, diet, exercise, medication adverse effects, medication
contraindications, drug interactions, and recent labs as related to diabetes pharmacotherapy
Additional preventative medicine standards for diabetes to be reviewed include: Aspirin 81 mg daily for most men > 40 yo
and women > 50 yo, tobacco cessation, pneumococcal and influenza vaccine, annual comprehensive foot exam, annual
retina exam by eye specialist, screening for microalbuminuria, and statin therapy (see hyperlipidemia protocol)
A1c, microalbumin, and basic metabolic panel can be ordered as needed for assessment of pharmacotherapy
Self-monitoring BG (SMBG) testing meter and supplies can be ordered to aid in monitoring for diabetes pharmacotherapy.
Each patient visit will include counseling on diabetes, lifestyle changes, diabetes medications, SMBG, & med adherence.

Appendix D: Protocol for Hyperlipidemia Management
Is patient at risk for ASCVD based on one of the following
criteria?
-

Clinical ASCVD
LDL-C > 190 mg/dL
Diabetes and age 40-75 years
> 7.5% 10-year ASCVD risk and age 40-75 years

No

Proceed to
algorithm on
next page.

Yes

Add, adjust to, or continue formulary high-intensity statin if:
- Clinical ASCVD
- Severe hypercholesterolemia (LDL-C > 190 mg/dL)
- Age 40-75 years, with diabetes, LDL > 70-189 mg/dL, at
higher ASCVD risk (i.e. multiple risk factors or 50-75 years)
- Age 40-75 years, without diabetes, LDL > 70-189 mg/dL,
and 10-year ASCVD risk > 20%
Options include:

Add, adjust to, or continue formulary moderateintensity statin if:
- Age 40-75 years, with diabetes, LDL > 70 -189 mg/dL
- Age 40-75 years, without diabetes, LDL > 70-189
mg/dL, and 10-year ASCVD risk > 7.5% to <20% (if
shared decision making favors statin)
Preferred options
- Atorvastatin 10-20 mg
- Rosuvastatin 5-10 mg
- Pravastatin 40-80 mg

- Atorvastatin 40-80 mg
- Rosuvastatin 20-40 mg

Additional options include:
- Lovastatin 40-80 mg
- Simvastatin 20-40 mg

- Fluvastatin 80 mg
- Pitavastatin 1-4 mg

Does the patient have the anticipated therapeutic response?
- LDL reduction of > 50% for high-intensity
- LDL reduction of 30 to < 50% for moderate intensity
- LDL < 70 mg/dL for very high-risk ASCVD (e.g. multiple ASCVD
events or 1 major ASCVD event plus multiple high-risk conditions
- LDL < 100 mg/dL for severe hypercholesterolemia and diabetes

Yes
Proceed to algorithm on next page.

No
If intolerance, discontinue statin until symptoms can be
evaluated by physician. Consider resuming lower dose or
switch to alternative statin
If nonadherence, reinforce med adherence
If necessary, increase statin intensity as appropriate.
Then consider addition of nonstatin drug therapy (i.e.
ezetimibe, bile acid sequestrants (if TG < 300 mg/dL),
PCSK9 inhibitor)

Appendix D: Protocol for Hyperlipidemia Management
Are fasting triglycerides (TG) elevated?

Counsel on lifestyle modifications
Evaluate and treat underlying cause (i.e. poor
glycemic control)

Fasting TG 500-999 mg/dL

Fasting TG 175-499 mg/dL

Lifestyle modifications

Fasting TG > 1000 mg/dL

Consult PCP

Initiate fibrate therapy +/- omega 3 fatty
acids and maximize dose as needed.

Address secondary causes

Lifestyle modifications

Statin therapy if in one of
ASCVD risk groups on prior
page

Address secondary causes

Fasting TG still > 500 mg/dL?

Yes
Consider addition of statin
and titrate dose as needed

•

•
•
•

No

Continue current therapy

Each patient visit for hyperlipidemia will include assessment of weight, diet, exercise, medication adverse effects, drug
interactions, medication contraindications, medication adherence, and recent labs as related to hyperlipidemia
pharmacotherapy.
Lifestyle modifications to be emphasized at each visit include adhering to heart healthy diet, regular exercise habits,
avoidance of tobacco products, and maintenance of healthy weight.
Fasting lipid profile (FLP), hemoglobin A1c, and comprehensive metabolic panel can be ordered as needed for assessment of
pharmacotherapy.
Each patient visit will include counseling on hyperlipidemia, lifestyle changes, lipid-lowering medications, & med adherence.

Appendix E: Protocol for Patients with Hypertension
Is blood pressure (BP) elevated?
- > 130/80 if clinical ASCVD or 10-year ASCVD risk > 10%
- > 140/90 mmHg if no ASCVD or 10-year ASCVD risk < 10%
- Unless other personalized goal specified by referral.

Counsel on lifestyle modifications (e.g. weight loss, hearthealthy diet, sodium reduction, physical activity)
Evaluate and address drug-induced causes

Initiate drug therapy based on patient-specific factors (i.e.
comorbidities) with:
-

Thiazide-type diuretic or
Calcium channel blocker or
Angiotensin converting enzyme (ACE) inhibitor or
Angiotensin receptor blocker

If BP > 20/10 over goal, consider starting 2 medications of
different classes

Is blood pressure (BP) at goal?

Yes

Continue current treatment.

No

(1) Evaluate anti-hypertensive medication
adherence
(2) Maximize dose of current agent(s)
(3) Consider adding ACE inhibitor, ARB, CCB, or
thiazide-type diuretic if not already added.
(4) Consider adjunct agents: beta-blockers,
spironolactone, or centrally acting agents

If BP still not at goal, consider referral to physician
for evaluation & management of resistant
hypertension
•
•
•

Each patient visit for hypertension will include BP taken by cuff and stethoscope and assessment of weight, diet, exercise,
medication adverse effects, contraindications, drug interactions, and recent labs as related to hypertension pharmacotherapy
Basic metabolic panel can be ordered as needed for assessment of pharmacotherapy.
Each patient visit will include counseling on hypertension, lifestyle changes, antihypertensive medication, & medication adherence.
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