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BDP Beclomethasone dipropionate LAMA Long-acting muscarinic antagonist
BUD Budesonide 0Cs  Oral corficosteroid
DPl  Dry powdered inhaler PEF Peak expiratory flow
FEV:1  Forced expiratory volume in 1sec | pMDI  Pressurized metered dose inhaler
FVC  Farced vital capacity SABA  Short-acting B=-agonist
HDM House dust mite SLIT  3ublingual immunotherapy
ICS Inhaled corticosteroid .
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LABA Long-acting fz-agonist

2 STEPWISE APPROACH TO ASTHMA MANAGEMENT
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Preferred As-needed low dose ICSformatercl, if ACT=20 by 3 months refer
relievgy  Ae-meded 1CSdormotercl 1o evaluate for vocal cord dysfunction, biolagic therapy (2. AntigE,
Anti-IL5) +- nan biologic therapy (i.e. Bronchial thermoplasty]*
Otherrelisver  As-needed SABA
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Consider ordering spirometry with DLCO, IgE, eosinophil count and complete radioallergosorbent test (RAST) *

Respiratory symptoms?

Typical Asthma

1 Diagnosing
Asthma

Clinically
urgent, &
asthma
Dx likaly

Empiric
treatment with
1CS & prn
saBA/check
response/1-2 mo
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H&P aupport Further hx and tests
Asthma Dx? M confirm alternative Dx?
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Repeat spirometry
on another date
confirm asthma?

Ny
JTreatment trial for
alternative Dx or refer

v
Treat for alternative Dx

Treat for Asthma
¥ 3 Management of Asthma Exacerbations in Primary Care

[ ASSESS PATIENT

Is it asthma? Risk factors for asthma-related death? Severity of exacerbation?

r_IIILD OR MODERATE

Talks in phrases, not agitatad
Respiratory rate increased
Accessory muscles not used
HR: 100-120

Room air O: sat 90-85%
PEF=50% predicted or best

+* 1

LIFE-THREATEMNING
Drowsy, confused of slent chest

SEVERE
Talks in words, siis hunched
forward, agitated

Respiratory rate>30

Accessory muscles in use Pulse
rate>120 Rm air Oz sat <00%
FPEF <50% prédicted oF Dast

URGENT
¥ "y

TRANSFER TO ACUTE

START TREATMENT

for 1 hr

SABA 4-10 pufls by pMDI + spacer, repeat every 20 min
Prednisolone: adults 1 mgfkg, mac. 50 mg W
Controlled oxygen (if available): target sat 53-95%

CARE FACILITY

while waiting: give inhaled
SABA & ipratropium bromide,
02, OC3", CXR tip PNA, PE,
M, PTX, consider ABG
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¥
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CONTINUE TREATMENT with SABA as needed
ASSESS REPONSE @ 1 HR {or earfier)

& IMPROVING

]7 WORESENING Q

4 ASSESS FOR DISCHARGE ARRANGE @ DISCHARGE )
SYMpLomS improved, not needing Reliever: continue as needed Controller: s1an, or
SABA step up. ¥ inhaler technigue, adherence
PEF improving, and >&0-80% personal Prednisone: continue, usually 5-7 days; no taper
best or predicled Oz sat >94% room air ! neaded
o Resources at home adequale i Follow up: within 2-7 davs Y,
¥
rFOLLBw up )
Reliever: reduce 10 as-needed
Controller: continue highaer dose for Short term (1-2 wiks) or long tem (3 ma), depanding on background 10 exacerbation
(Risk factors) check and comect modifiable risk factors that may have confributed 1o exacerbation, including technique &
adherence
\_ Action plan: is it understood? Was it used properly? Does it need modification? J
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Asthma codes:

Intermittent Mild Modarate Severs

Step 1 Step 2 Step 3 Step 4

Activity: Normal Minor limitation Soma limitation Extreme limitation
FEV;: normal normal >80 <80% pradictsd <B0% predictsd
FEVY/FVC: normal Normal 5% 5%

In two to six weeks, evaluate level of asthma control that is achieved to adjust therapy accordingly

Have patient complete Asthma Control Test (ACT) kups://www.asthma.com/additional-
resources/asthma-control-test. himl

Provide guided self- IConsider step up Rx for uncontrolled sx, exacerbations or risks
management education (self- (after recheck Dx, inhalér technique and adherence)
nonitonng + written action plan

i requiar review)

Treat modifiable risk factors and |May add SLIT in adult HDM-sensitive patients with aliergic
Fomorbidities, e.g. smoking, rhinitis with exacerbations despite ICS (& FEV: is >70% )

pbesity, anxiety
vise non-pharmacoiogical IConsider stepping down if sx controlled for 3 mo + low risk for
& strategies (physical |jexacerbations. Ceasing ICS is not advised
tivity, weight loss, avoidance
asthma sensitizers)

ASTHMA / COPD PRESCRIPTION MEDICATION FORMULARY (Updated 2.23.23)

MEDICATION CLASS MEDI-CAL

MISP

Short-acting Albuterol meter dosed inhaler (ProAir HFA) 90 mcg/actuation
Beta:-Agonists lbuterol nebulizer

0.63 mg/3 mL

1.25 mg/3 mL

2.5 mg/3 mL (0.083%)

2.5 mg/0.5 mL (0.5%; concentrated, needs saline)
| evalbuterol meter dosed inhaler (Xopenex HFA) 45 meg/actuation
Levalbuterol nebulizer

Albuterol sulfate HFA (ProAir) 90 mecgiactuation
Albuterol sulfate neb 0.083% (2.5 mg/3 mL),
Albuterol nebulizer 0.5% (2.5 mg/5 mL)

0.31 mg/3 mL

0.63 mg/3 mL

1.25 mg/3 mL
Long-acting almeterol (Serevent Diskus) Salmeterol (Serevent Diskus)
Beta:-Agonists F
Short-acting tpratropium (Atrovent HFA) Ipratropium nebulizer 0.02% (2.5 mL)
Anticholinergics pratropium nebulizer 0.02% (2.5 mL)

Long-acting Tiotropium (Spiriva Respimat) 1.25 mcg/actuation; 2.5 mcg/actuation Tiotropium 18 mcg capsule (Spiriva Handihaler) — FDA approved for COPD
Anticholinergics

Short-acting pratropium/Albutercl meter dosed inhaler (Combivent Respimat) Ipratropium bromide 20 mcg/albuterol

Anticholinergics /Short- ase) 100 mcg per inhalation

acting Betaz-Agonists pratropium/Albuterol nebulizer 0.5 mg/3 mg per 3 mL

Combination

Inhaled Corticosteroids

Low-dose: beclomethasone HFA (Qvar HFA) 80 mcg-240 megiday, fluticasone HFA (Flovent HFA) 88-264 mcg/day, fluticasone DPI (Flovent Diskus) 100-300 mcg/day, mometasone DPI (Asmanex Twisthaler) 220 mcg/day
Medium-dose: beclomethasone HFA (Qvar HFA) 240 mcg-480 mcg/day, fluticasone HFA (Flovent HFA) 220-440 mcg/day, fluticasone DPI (Flovent Diskus) 300-500 mcg/day, mometasone DP1 (Asmanex Twisthaler) 440

mcg/day

High-dose: beclomethasone HFA (Qvar) » 480 mcgiday, flunisolide HFA (Aerospan HFA) =640 mcg/day, fluticasone HFA (Flovent HFA) =440 mcgiday, fluticasone DPI (Flovent Diskus) »500 mcg/day, mometasone DPI

{Asmanex Twisthaler) >440 mcg/day
Inhaled Corticosteroids Psmanex HFA (50, 100, 200 mcg) Pulmicort Flexhaler (90, 180 mcg) Flovent HFA (44, 110, 220 mcg)
smanex Twisthaler (110, 220 mcg) Pulmicort Nebulizer (0.25 mg/2 mL, 0.5 mg/2 mL; 1 mg/2
Flovent HFA (44, 110, 220 mcg) mL)
Flovent Diskus (50, 100, 250 mcg) Qvar RediHaler (40, 80 mcg)
Corticosteroid / Long- Idvair Diskus Breo Ellipta |Advair Diskus/Wixela Inhub
acting Betaz-agonists Idvair HFA Dulera
Combination Anoro Ellipta Symbicort
Systemic Corticosteroids ethylprednisolone Methylprednisolone
rednisone Prednisone
rednisolone Prednisolone
Leukotriene Antagonists  Montelukast Montelukast
Methylxanthines Theophylline




