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CAT4 Chronic Disease IMPACT Version 4.5.1

About this Guide

Familial Hypercholesterolemia (FH).

items that are common across the chronic vascular diseases are part of this module.

The Chronic Disease Detection and Management module is an initiative of Western Health, Victoria University and Melbourne University under the umbrella of the Western Chronic Disease Alliance. It aims to further enhance
the primary care software to aid detection and management of chronic vascular diseases such as CKD, CVD, and T2DM and to help identify patients at risk of these diseases by identifying and managing risk factors such as

Patients with chronic disease often have co-morbidities and software tools need to support the management of multiple conditions rather than management of conditions in isolation. The key risk factor tests and management

Accessing the module

1. From the CAT Dashboard click the Programs 2. Click the Chronic Disease IMPACT tile

Chronic Disease IMPACT

The Chronic Disease IMPACT (Chronic
Disease early detection and Improved

Management in Primary Care) project
supports the management of multiple
chronic vascular diseases.

3.  The module ‘At Risk’ and ‘Management’ tabs will be displayed
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For any questions you may contact the following: For more detailed information on the
. Christine Chidgey — Pen CS Business Development and Operations Chronic Disease IMPACT module you
o  +61410472 600 may refer to the User Manual (please
o christine.chidgey@pencs.com.au request from Natalie Lumsden if
. Natalie Lumsden — Western Health Chronic Disease Impact already provided).

+61 0466 418 183
o natalie.lumsden@wh.org.au

There are 2 main tabs within the module and each has sub-tabs that displays the graphs:
. At Risk

o Risk Practice Profile — The Venn diagram displays the prevalence of chronic vascular
disease risk within the practice and the prevalence of the risk of patients developing
co-morbidities for chronic vascular diseases.

o Risk Factors and Recommendations — The graph displays the risk factors and
associated recommendations for the selected chronic vascular diseases with their
legend items.

e  Management

o Diagnosis Practice Profile — The Venn diagram displays the prevalence of diagnosed
chronic vascular disease within the practice and the prevalence of patients with co-
morbidities for chronic vascular disease.

o Diagnosis Management Items — The graph displays the management items with their
legend items for selected chronic vascular diseases.

The eligible patient population for each graph is summarised here.
At Risk > Risks Practice Profile

Eligible Population: Patients 18 years and over that have one or more risk factors for a chronic disease
(CVD (including stroke, HF, CHD, PAD), T2DM or CKD).

At Risk > Risk Factors identification
Eligible Population: Patients 18 years and over that have one or more risk factors for a chronic or
related disease (CVD (including stroke, HF, CHD, PAD), T2DM, CKD or FH).

Management > Diagnosis Practice Profile
Eligible Population: Patients 18 years and over that have a diagnosis of one or more chronic diseases
(CVD (including Ischaemic stroke, HF, CHD, PAD), T2DM or CKD).

Management > Diagnosis Management Items
Eligible Population: Patients 18 years and over that have a diagnosis of one or more chronic or related
diseases (CVD (including Ischaemic stroke, HF, CHD, PAD), T2DM, CKD, FH or AF).
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1. Goto ‘Risk and Recommendation Graph’ located under the ‘At Risk’ tab, tick to
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Worksheets listing patients that are indicated for disease (due to a pathology result)
but no coded diagnosis has been entered into your clinical system can be recalled by
H . “Disch & Other R dati
the following method: 1. Risk. Congider ECHO in patients with rypernsion  let ventricular hyperirophy is suspected following a full medical istory and physical sxamination.
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tick box(es) to select one or more disease, click on brown bar section for either
CKD, FH, Diabetes and HTN ‘Records indicate the condition may be present’.
2. Click worksheet tab to see list of patients indicated for disease (e.g CKD) Worksheets listing patients for either of the following recommendations as per national guidelines: ‘T2DM diagnostic Testing every
;o . e Ryl O ’ : : ;
Reidontify Report [pationt count = 249] - Reidentify Workshoet 12 months' , lipid Specialist referral’, Echc_) testing’, ‘Kidney Health Check every 12 months’, ‘Consider a comprehensive CVD risk
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Tips for using the Pen CS CAT Chronic Disease IMPACT Module for quality
improvement activities by your practice

Worksheets listing patients that are diagnosed with a disease but management

items are not at target or is not recorded can be recalled by the following method:

1. Goto ‘Diagnosis Management Items Graph’ located under the ‘Management’
tab, click on tick box(es) to select one or more disease, click on yellow bar
section for ‘Not at Target’ or red section ‘not record” management items

2.  Click worksheet tab to see list of patients Not at target or ‘not recorded
management items

Reidentify Report [patient count = 98] - Reidentify Worksheet

Selected: Di Items (BP (6 Not At Target)

D ‘Surname First Name Sex D.0.8 Diagnoses BP BMI

60 Surname Firstname_301 |W 2410111955 T20M, CKD 138/70% 27"
3 (15/11/2018)

119 Surname Firstname_798 |F 24/011932 CKD 154/58* 33*

(25/11/2016)

126 Surname Firstname_111 |F 24/01/1954 T20M (999470 317

3 (23/01/2017)

Other Tips:

. Selecting a target profile in the Risk Practice Profile tab or Diagnosis
Practice Profile tab will select the same profile in Risk Factors and
Recommendations tab and Diagnosis Management items tab respectively.

. If you are interested to see the assigned provider and when the patient
was last seen by the provider — after you have selected your target profile
in either Risk Practice Profile tab or Diagnosis Practice Profile tab you may
click View Population.

View Population button

Demegrashice | Eony | Diie Oty | Data Clearsn | g
ok | Hnagecer:
Do Frctcn Fofe | Dagnsas Mensgerert bame

Sz 4[] o Peminge

5 | Mool | Meseure | Prbiogy | Damase | Sermenng | Cormobrtes | Mesios, (rors Demome

Management Practice Prefii with Cheoric Discass [populaticn = £49]

L e R —

Selected target

# sk [Managemerts |

Diagnosis Practice Profile lDlagnns\s Management temse I

[ Select Al [] Show Percentage

Management Items for Chronic Disease [population = 493]

T20M
Results last 12 months unless specified . a
Custom
B Recorded
B Normal
[ Overweight
B Obese
[ A Target
n T Not At Target
5 [0 ACR Required
= B ot Recorded
5
£
2
“Disclaimers & Cther Recommendations
1. The recommendations are not prescrptive. Clinical judgemert and individual patient ciroumstances will detemine the most approprate care
2. For all phamacotherapies recommended: only use where cinically appropriate, where o contraindications and f tolerated. See appropriste guideiines for futher information.
3. In Stages 45 CKD. HbAlc may underestimate true average blood glucose
exam is recommended 12 monthly for Indigenous and 2 yearly for non-indigenous
5. Patierts diagnosed with T2DM are recommended to be registered on the NDSS.
8. For patients wih T2DM general target is <= 7 % HbAlc but individuals may have higher or lower targets depending on age. comarbidities and Ife expectancy
Other Tips:

Instead of clicking a bar one by one you may click the legend to select all related bars. For example, clicking ‘Has risk factor/condition’
in the Legend will select all red bars.
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Risk Factors and Recommendations for Chronic Disease [population = 4416]
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Recommendations
T2DM Diagnosic Testing where
I HbA1c/FBG/REG not recorded in
last 3 years
I Lipid Specialist Referral
[ Echo Testing
= Consider a comprehensive CVD Risk
Assessment
Kidney Health Check (BP+eGFR+ACR)
=Y 12 menths if has dizgnosis
of Hypertension or T2DM, ctherwise
every 2 years
[ AUSDRISK screening every 3 years
[ Completed




