Supplementary Figure 1. Primary Care Clinical Diagnosis and Referral Pathway for |diopathic Pulmonary Fibrosis (I PF)

Evaluation
Detailed medical and social history, including of both medication use and environmental exposures at home, work, and other places the patient frequently visits. Conduct general physical
exam with focus on general, rheumatologic and respiratory exam

'

No suspicious signs and symptoms of IPF Suspicious signs and symptoms of IPF
Chronic non-productive cough, shortness of breath, mid to late
inspiratory crackles, digital clubbing

\ 4
l HRCT of the chest is

Y
No risk factors present Risk factors present recomrlnended

= Non-modifiable: age over 50, male gender,

i v v
family history
= Modifiable: environmental exposure of metal
dust/wood particles, smoking history, exposure

HRCT suggestive of UIP pattern HRCT not suggestive of UIP/
alternative diagnosis pattern

to pets \ 4
\ A Begin intervention for modifiable risk factors,
No further management if any.
Counselling and Interventions Start treatment for comorbids like GERD, if v
- Counsel patient regarding present. Diagnosis of various forms of ILD
modifiable risk factors and risk If patient hypoxemic (SpO2 <88%), start requires a multidisciplinary
mitigation strategies home oxygen therapy to maintain saturation discussion, and further evaluation
- ’ . 0 .

- Offer risk factor controlling above 90% for alternate diagnoses
interventions for modifiable risk
factors, if any.
= If patient is diagnosed with

Key: ; Referral

ILD = Interstitial Lung Disease GERD, start appropriate therapy' Refer to a

GERD = Gastro-esophageal Reflux Disease . ..

HRCT = High Resolution Computed Tomography Pulmonologist/ILD clinic

UIP = Usual Interstitial Pneumonia




Supplementary Figure 2: Primary Care Clinical Diagnosis and Referral Pathway for Bronchiectasis

Evaluation

Detailed medical history, especially including any significant comorbid illnesses (COPD, asthma, GERD, IBD, RA), past medical history of any recent lower respiratory
tract infections, and any significant environmental exposures. Conduct general physical exam with focus on respiratory examination.

v

No Suspicious Signs and
Symptoms

l

No risk factors present

l

No further
management

Key:

C/S = Culture & Sensitivity

COPD = Chronic obstructive pulmonary disease
GERD = Gastroesophageal reflux disease

IBD = inflammatory bowel disease

RA = Rheumatoid arthritis

HRCT = High resolution computed tomography
CBC = Complete blood count

ABPA = Allergic bronchopulmonary
aspergillosis

Y

Risk Factors present
= Non-Modifiable: pre-existing
conditions like cystic fibrosis,
immunodeficiency disorders,
connective tissue disorders,
ABPA and recent severe
pneumonia
= Modifiable: smoking

Suspicious Signs and Symptoms present

Signs and Symptoms include chronic productive cough with purulent or

mucopurulent sputum, recurrent chest infections and shortness of breath.
Especially suspicious in patients with comorbid illnesses present.

A\ 4

Investigations recommended
Chest X-ray (baseline)
HRCT (to confirm diagnosis)

I

v

v

Positive findings for
bronchiectasis

Negative findings for bronchiectasis

Consider alternative diagnosis

v

v

l

Counselling and Interventions
» Pneumococcal vaccine and
annual influenza vaccine
recommended.
= Counsel regarding the cessation
of smoking and avoiding inhaling
secondhand smoke, if applicable.

Primary management for acute exacerbation
= Start antibiotic regimen (azithromycin /
Co-Amoxiclav recommended)

= Recommend practices like active breathing
cycles and nebulization with normal saline for
effective airway clearance.

= Pneumococcal vaccine, and annual influenza
vaccine recommended

Additional investigations
done to determine cause of
bronchiectasis. Includes

=CBC

= Serum IgE

= Serum IgG, IgA, IgM if
underlying immunodeficiency
suspected

= Sputum C/S

Referral
Refer to a specialist

(pulmonologist) for
further treatment.




Supplementary Figure 3: Primary Care Clinical Diagnosis and Referral Pathway
for Chronic Obstructive Pulmonary Disease (COPD)

Evaluation

Detailed medical and social history, including patient’s exposure to risk factors, past medical and social history and significant family history. Conduct general physical exam with focus on respiratory exam

(Look for signs of hyperinflation of the chest)

Y

Y

No Suspicious Signs and Symptoms

!

Suspicious Signs and Symptoms present

Common symptoms include persistent progressive
dyspnea, chronic cough, sputum production may be present

v v
No Risk Factors Risk Factors Present Spirometry for diagnosis
present = Non-modifiable: family history, genetic I
factors v v
l = Modifiable: tobacco smoke exposure, FEV1/FVC ratio < 70% FEV1/FVC ratio >70%
No further smoke from home cooking, occupational This is suggestive of obstructive Consider alternative
management Irritants l pulmonary disease diagnosis
v
Counselling and Assess and manage according to GOLD criteria,
Interventions mMRC and CAT scores to give ABCD grade to patient

= Counsel patient regarding v | Y

me|f|e}bIe risK fa_ctors . Pharmacological Management Non-pharmacological Management

mitigation strategies. Initial pharmacological management = Smoking cessation, if applicable

) Offer ”.s k factor con_tr'ollmg according to ABCD grade. = Vaccination recommendation — pneumococcal,

|ptervent|on§ for modifiable = Grade A = bronchodilator (SABA) as COVID-19, annual influenza shot., pertussis and

risk factors, i any. needed herpes zoster if not received earlier.
Key: _ _ = Grade B = LABA/LAMA = Encourage self education, exercise and lifestyle
Volume in L second 0 th fored vialcapacity = Grade C= LAMA + LABA modification appropriately.
of lungs » Grade D = LAMA + LABA +ICS = AATD screening once if patient is less than 40 years
GOLD = Global ir_]itiative for chronic I |
obstructive Iung Q|sease v
mMR_C = Modified MRC dyspnea scale Follow up i1 -4 weeks Referral
SABA S g:ﬁfﬁ?ﬁgﬁ%fggn.st Primary Care Follow up Good response to GP, review patient’s Poor response To a specialist (pulmonologist),
LABA = Long-acting beta agonist _ Follow-up at 3 months, as [« ’ e
LAMA_- Long-actlng muscarinic e_intagonlst required response to or g
AATD = Alpha-1 antitrypsin deficiency management follow up.




Supplementary Figure 4: Primary Care Clinical Diagnosis and Referral Pathway for Asthma

Evaluation

Detailed medical and social history, including any family history of atopy and environmental exposure to irritants. Conduct general physical exam with focus on respiratory exam
(check for presence of wheeze)

Y

No Suspicious Symptoms

v

No risk factors
present

\ 4

No further
management

v

Risk Factors Present

= Non-modifiable: personal/family
history of atopy

= Modifiable: smoking, obesity,
exposure to environmental irritants.

Key:
ICS = Inhaled corticosteroid

Counselling and

Intervention
= Counsel patient regarding
modifiable risk factors and
risk mitigation strategies.
= Offer risk factor controlling
interventions for modifiable
risk factors, if any.
» Recommend annual
influenza vaccine.

Review patients’ response
to management every 3
months; if good control has
been established, consider
step down treatment.

If symptoms are
worsening, consider step
up treatment.

A

y

Suspicious Symptoms Present
Symptoms include dry cough, shortness of breath, chest tightness, wheeze.

A\ 4

Diagnostic Investigations
Spirometry, bronchodilator responsiveness
testing, peak flow variability testing

A\ 4

Findings suggestive of asthma

v

Classify and manage according to severity

A 4

Findings not suggestiv
of asthma

e

Look into an alternative

diagnosis
of symptoms
v v v v v
Step 1 Step 2 Step 3 Step 4 Step 5
Infrequent Symptoms Troublesome symptoms; Severe uncontrolled Step 4
symptoms; less requiring a symptoms most days, asthma, or an acute symptoms, but
than twice a reliever twice a waking up due to exacerbation persisting
month month or more symptoms at least once a = Management: despite proper
* Management: * Management: week Medium dose ICS- management
As needed low As needed low = Management: Regular formoterol and as need
dose ICS- dose ICS- Low dose ICS-formoterol needed ICS-formoterol
formoterol formoterol and as need needed ICS- as maintenance and
formoterol as maintenance reliever therapy. Referral

and reliever therapy

Can add Tiotropium
(LAMA) as well.

To a specialist for

further management






