SUPPLEMENTAL MATERIAL



[ PRIMARY PREVENTION OF CVD ]

[ HYPERTENSION ]

A 4

DYSLIPIDEMIA

-

o

BASIC TREATMENT RECOMMENDATIONS

Smoking Cessation/Reduction (counseling, meds, nicotine replacement)
Antiplatelet Therapy (Aspirin 81 mg qd) for at risk individuals

Exercise (30 minutes walking most days of the week; start 10-15 min 3x/week and increase as tolerated)

Weight Reduction if needed
Diet (low fat, low cholesterol, plant based, calorie restriction)

Stress Management

~

)

A 4

-

AGE 55-59: 10 year stroke risk > 3%

AGE 45-59: 10 year CHD risk > 4%

*ASPIRIN TREATMENT RECOMMENDATIONS

&SPSTF Recommendations.

WOMEN: Consider if benefit of ischemic stroke prevention outweighs risk for Gl bleed:
AGE 60-69: 10 year stroke risk > 8%

MEN: Consider if benefit of MI prevention outweighs risk for Gl bleed and hemorrhagic stroke:
AGE 60-69: 10 year CHD risk > 9%

The above applies to adults not taking NSAIDS and who do not have upper Gl pain or Gl ulcer history; based on 2009

AGE 70-79: 10 year stroke risk > 11%

AGE 70-79: 10 year CHD risk > 12%

~

J

A

y

ADDITIONAL CONDITION-SPECIFIC TREATMENT RECOMMENDATIONS

v

e Medications
1. Diuretic
2. ACEIl or ARB
3.CCB
4. BB

/ HYPERTENSION \

v

MONITOR
e BP
e Lipids
e Weight
o Lifestyle behavior

y

GOALS

BP < 139/89 mm Hg
or

BP < 129/79 mm Hg

for Renal Disease

J

v

* Medications
1. Statins
2. Fibrate
3. Nicotinic Acid
4. Resins
5. Ezetimibe

/ DYSLIPIDEMIA \

y

MONITOR
e Lipids
e BP
e Weight
e Lifestyle behavior

v

GOALS

LDL < 130 if moderate risk; Non HDL-C < 160
LDL < 160 if at lower risk; Non HDL-C < 190
TG < 150 for all
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SECONDARY PREVENTION OF CVD
(OR HIGH RIsk: DIABETES)

A 4

-

\_

BASIC TREATMENT RECOMMENDATIONS \

Smoking Cessation/Reduction (counseling, meds, nicotine patch)
Antiplatelet Therapy (ASA 81 mg or Clopidogrel 75 mg qd)
Exercise (30 minutes walking most days of the week; start 10-15 min 3x/week and increase as tolerated)
Weight Reduction if needed
Diet (ADA or low fat, low cholesterol, plant based, calorie restriction)
Stress Management

)

A 4
[ ADDITIONAL CONDITION-SPECIFIC TREATMENT RECOMMENDATIONS ]

A 4

A 4 A 4
/ DIABETES \ / HYPERTENSION \ / DYSLIPIDEMIA \

e Diabetic teaching e Medications » Medications
¢ Medications 1. Diuretic 1. Statins
1. Biguanides 2. ACEl or ARB 2. Fibrate
2. Thiazolidinedione 3.CCB 3. Nicotinic Acid
3. Sulfonylureas 4. BB 4. Resins
4. Alpha glucoidase 5. Ezetimibe
inhibitor

k 5. Insulin / k /

A 4 A 4 A 4

MONITOR MONITOR MONITOR
e FBS, HgbAlc e BP e Lipids
e Lipids e Lipids e BP
e BP e Weight e Weight
e Weight o Lifestyle behavior e Lifestyle behavior

e Lifestyle behavior

A 4 A 4 A 4

GOAL GOAL GOAL
FBS <100 BP <129/79 mm Hg LDL <70
HgAlc < 7.0% Non HDL-C <100
TG < 150
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TREATMENT ALGORITHM FOR DIABETES

1. Diet/Exercise 2. Initiate glucose 3. Screen for target organ 4. Aspirin + Ace Inhibitors or ARB’'S
Counseling self-monitoring damage complications unless contraindicated
4 N

[ HgAlc = 7%]

[ HgAlc >7% to <10% ]

A 4

HgAlc > 10%
or

A\ 4 A\ 4
New On Single
Diagnosis Oral Agent Oral Agents

On Two

INITIATE ORAL AGENT
No Renal Disease: Metformin
Renal Disease: Other Oral Agent

ASSESS & REDUCE BARRIERS
Optimize adherence, dose,

exercise, diet

y

2-4 week follow-up***

Adequate control?
(Based on Glucose)

I‘ Yes \
A

No

[ ADD SECOND ORAL AGENT *

N

J

diabetes with catabolism**

1 severely uncontrolled

INITIATE INSULIN

See Treatment Algorithm for
Insulin Initiation & Adjustment

A

[ HgAlc <8.5% ]

A 4

2-4 week follow-up***

Adequate control?
(Based on Glucose)

No

Yes

A\ 4

CONSIDER ADDING

THIRD ORAL AGENT*
Or
Injectable GLP-1 Agonist

No

/**lNDICATIONS OF SEVERELY UNCONTROLLED DM \

-

Fasting glucose >250

Alc > 10%
Ketonuria

(e eee

Random glucose consistently >300

Symptomatic: polyuria, polydipsia & weight loss.

)

RENAL DISEASE

~

e eGFR <60ml/min/1.73m?

e Cr>1.5in men
>1.3 in women

e Albuminuria >300mg/day
(or 200mg albumin per
k gram of creatinine)

)

ACE-I oR ARB'’s
CONTRAINDICATIONS

1. Allergy
2. Pregnancy

/ ASPIRIN \

CONTRAINDICATIONS

1. Allergy
2. Ulcer
3. Pregnancy

- /

/*OPTIONS FOR ORAL AGENTS\

1. Metformin

2. Sulfonylureas

3. Thiazolidinedione

4-5. DPP-4 Inhibitor

4-5. Glinide

6-7. Alpha-glucosidase inhibitor
6-7. Colesevelam j

\_

[

**x]12 weeks needed to determine
effectiveness of Thiazolidinedione
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TREATMENT ALGORITHM FOR HIGH BLOOD PRESSURE
WiTHOUT DM, CAD AND/OR RENAL DISEASE

BP NORMAL
100-139 / 60-89 mm Hg

A 4

Is patient on recommended meds per
*COMORBIDITY - SPECIFIC
MEDICAL CONSIDERATIONS?

Yes

\ 4

No

A 4

[ Continue current dose ] [ Consider med change ]

A 4

A 4

ANTIHYPERTENSIVE MED CONSIDERATIONS

e Thiazide-type diuretics for most
e ACE-Il, ARB, BB, and / or CCB

ﬂCOMORBIDITY - SPECIFIC MEDICAL CONSIDERATIONS\

\_

e Prior Ml or LV dysfunction - BB, ACE-I
e Prior Stroke - Diuretic, ACE-I

e African-American - Diuretic, CCB

e Heart Failure - Diuretic, CCB

»Symptomatic — ACE-Il, BB, ARB,

aldosterone blockers, loop diuretics

»Asymptomatic — ACE-I, BB

J

3 MONTH FOLLOW-UP

e BP

e Labs: creatinine/K+ if
ACE-I or diuretic change
e Assess compliance

-

4 weeks - NP visit
e BP

or diuretic change
k. Assess Compliance

2-4 WEEK FOLLOW-UP
2 weeks - CHW visit or phone

e Labs: creatinine/K+ if ACE-I

~

)

[

W
< 100/60 mm Hg

BP Lo

A 4

HTN STAGE 1
140-159/ 90-99 mm Hg

J/

A 4

Is patient on recommended

meds per
COMORBIDITY - SPECIFIC

MEDICAL CONSIDERATIONS?

Is patient on recommended

meds per
COMORBIDITY - SPECIFIC

MEDICAL CONSIDERATIONS?

Yes
\ 4

[

current med

Lower dose of 1

[

No Yes v No
e Optimize dose of
current med, or
e Add drug from
another class
\ 4 \4
Consider Consider
med change med change

A 4 \ 4

y

2-4 WEEK FOLLOW-UP OPTIONS:

2 weeks - CHW visit or phone
2-4 weeks - NP visit
e BP

e Labs: creatinine/K+ if ACE-I or diuretic change

e Assess Compliance

HTN STAGE 2
> 160/99 mm Hg

1

\ 4

If initial visit:
start 2 drug
combination

A 4

If follow-up visit, is patient
on recommended meds per
COMORBIDITY - SPECIFIC
MEDICAL CONSIDERATIONS?

Yes

A 4

e Maximize dose of
current med(s), or
e Add drug from
another class

No|

A

y

Consider
med change
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TREATMENT ALGORITHM FOR HIGH BLOOD PRESSURE
WiTH DM, CAD AND/OR RENAL DISEASE

BP NORMAL
100-129 / 60-79 mm Hg

A 4

Is patient on recommended meds per
*COMORBIDITY - SPECIFIC
MEDICAL CONSIDERATIONS?

Yes

\ 4

No

A 4

[ Continue current dose ] [ Consider med change ]

A 4

A 4

ANTIHYPERTENSIVE MED CONSIDERATIONS
e Thiazide-type diuretics for most
e ACE-Il, ARB, BB, and / or CCB

//;COMOREDWY-SPECFK:MEMCALCON&DERAﬂON;\\

\_

e Prior Ml or LV dysfunction - BB, ACE-I
e Prior Stroke - Diuretic, ACE-I

e African-American - Diuretic, CCB

e Heart Failure - Diuretic, CCB

»Symptomatic — ACE-Il, BB, ARB,

aldosterone blockers, loop diuretics

»Asymptomatic — ACE-I, BB

J

3 MONTH FOLLOW-UP

e BP

e Labs: creatinine/K+ if
ACE-I or diuretic change
e Assess compliance

-

4 weeks - NP visit
e BP

or diuretic change
k. Assess Compliance

2-4 WEEK FOLLOW-UP
2 weeks - CHW visit or phone

e Labs: creatinine/K+ if ACE-I

~

)

[

W
< 100/60 mm Hg

BP Lo

A 4

BP ELEVATED
130-159/ 80-99 mm Hg

J/

A 4

Is patient on recommended

meds per
COMORBIDITY - SPECIFIC

MEDICAL CONSIDERATIONS?

Is patient on recommended

meds per
COMORBIDITY - SPECIFIC

MEDICAL CONSIDERATIONS?

Yes
\ 4

[

Lower dose of
current med

f RENAL DISEASE
e eGFR <60ml/min/1.73m?

e Cr>1.5in men
>1.3 in women

e Albuminuria >300mg/day
(or 200mg albumin per

k gram of creatinine)

~

)

HTN STAGE 2
> 160/99 mm Hg

1

\ 4

If initial visit:
start 2 drug
combination

A 4

If follow-up visit, is patient
on recommended meds per
COMORBIDITY - SPECIFIC
MEDICAL CONSIDERATIONS?

[

No Yes v No
e Optimize dose of
current med, or
e Add drug from
another class
\ 4 \4
Consider Consider
med change med change

\ 4 A 4

Yes No|

A 4

e Maximize dose of
current med(s), or
e Add drug from
another class

2-4 WEEK FOLLOW-UP OPTIONS:

2 weeks - CHW visit or phone
2-4 weeks - NP visit

e BP
e Labs: creatinine/K+ if ACE-I or diuretic change
e Assess Compliance

A 4

Consider
med change
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TREATMENT ALGORITHM FOR INSULIN INITIATION AND ADJUSTMENT

HgAlc > 7%
On combination oral therapy

1

Assess Risk/Benefit:
Consider hypoglycemia

risk, life expectancy & age.

Upward adjustment of
HgA1C goal needed?

\ 4

Assess & Reduce Barriers:
Yes Meds, diet & exercise optimized?

1

2-4 wk follow up;
Adequate control?

|No

No

Y

Consider Barriers:

Skills/abilities, financial,
psychosocial issues.

Appropriate patient for

management with insul

Initiate Insulin*
Intensive Pt Education
- Use of delivery device
- Hypoglycemia
- Self monitoring of glucose

Yes

in?

No

A 4

[ Consult Specialist ]

y

A
On Sulfonylurea? ]

Yes

No

A 4

[ Continue oral medications ]

| Dose Sulfonylurea
Continue other oral meds

[

\ 4

Follow Up Options: weekly visits

X 1 mo — clinic or home/tel visit

Titrate doses by SMBG until
FBG 70-130, usually 2units g 3days

1;
|

Decrease insulin dose
& adjust follow up

[

y
ia or FBS <707 ]

\
H Hypoglycem

\[ HgAlc < 7% after 2-3 mos? es

Stop insulin
secretagogues
(sulfonylurea or glinide)

A\ 4

J\[

V

If FBG in range, check pre-prandial
glucose & add second injection**

v

1

S

[ Continue other oral meds

On Sulfonylurea or Glinide? 1

g

[ Consult specialist ]

A

No

JT

Yes
HgAlc < 7% after 2-3 mos? ]—

[

Check 2 hrs post-prandial
glucose — Out of range?

N

*No

Yes

Yes

A 4

e

Adjust/add pre-prandial

Adjust/add pre-prandial
rapid acting insulin**

and/or consult specialist

Re-check pre-prandial
L rapid actlng insulin** 1

3

[ HgAlc g 3 mos ]

Yes

y

*Options for Starting Regimens
10u or 0.2units/kg

1. Once daily long-acting insulin

2. Bedtime intermediate-acting (NPH)

/ *QOptions for Second Injection

If glucose out of range:
e Pre-lunch— add rapid-acting
at breakfast
¢ Pre-dinner— add breakfast
NPH or rapid-acting at lunch
e Pre-bed— add rapid-acting at
dinner

-

~

/

_’[ HgAlc g 3 mos ]

glucose — Out of range?
Yes
HgAlc < 7% after 2-3 mos? ]7
0

d

SMBG = Self Monitoring of Blood Glucose

FBG = Fasting Blood Glucose
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TREATMENT ALGORITHM FOR ANTIHYPERLIPIDEMIC DRUG THERAPY

\

LDL AT GOAL? » TLC
v Yes L _ J No
TLC v
[ Recheck in 4-6weeks ]‘?[ Within 10 points of LDL goal? ]
\ 4
[ TG > 200? ] No
Yes .| TG >500 TG < 500
No v \
\ 4
Decrease | JYes TG 200-499 v v
statin dose LDL <507 ) . » » )
On fibrate | NO_| Initiate Initiate | No | On statin?
No v or niacin? fibrate or statin )
Y 4 . ) . niacin
Continue On fibrate | Yes | Maximize dose] Yes
or niacin? Yes
current meds v ! !
On
! Moy maximum [TG < 200] [TG 200-499 ]
) Initiate Yes| dose?

R3echectl;] In fibrate or v v

months niacin No Increase statin

»

;
A
» Recheck in

y

<
<

A 4

Increase
dose

[

1

Increase statin dose
(or change to more
potent statin) AND
add fibrate or niacin
(or increase dose)

dose or
Change to more
potent statin*

4-6 weeks
\ 4 \ 4
‘(Recheck in4-6 weeksl

FOR DIABETICS: LDL Goals: *Non-HDL-C is used for TG > 200
e If TG > 150, optimize glycemic High Risk: CHD or CHD risk equivalent <70 or if sample drawn non-fasting.

control concurrently with lipid- Mod. High Risk: 2+ risk factors (10yr risk 10-20%) <130 (<100) TLC = Therapeutic Lifestyle Change

i Moderate Risk: 2+ risk factors (10yr risk <10% <130 .. ) )
lowering drug therapy. L ower Risk: 0-1 risk factor (10y % <160 *Maximize statin use prior to use of

o Fibrate preferred over niacin.

ezetimibe or other second line treatment
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Figure Legend
Figure 1. CONSORT diagram of COACH Trial

[ Assessed for Eligibility (n=3899) ]

Excluded (n=3374)

Failed to meet inclusion criteria (n=2053)
Unable to contact (n=622)

Declined to participate (n=699)

Y

[ Randomized (n=525) ]
|
[ Assigned to Intervention (n=261) ] [ Assigned to Usual Care (n=264)
Attrition (n=34) Attrition (n=24)
Unable to contact (n=24) Unable to contact (n=19)
Died (n=3) Died or too ill (n=3)
Moved (n=5) Moved (n=2)
Withdrew (n=2)
!
Analyzed (n=261) Analyzed (n=264)
Excluded from analysis (n=0) Excluded from analysis (n=0)

J/ -
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